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FOREWORD 


In presenting this, the initial number of the Obstetrical and Gynecological 
Surv'ey, the Editors feel that some explanation is proper as to the plaimed 
purpose and scope of the publication. It would hardly seem necessary to elabo- 
rate upon the advantages of making avaUable to busy practitioners all the 
important literature of the world in abstract form. This, however, will be true 
only if the abstracts are well selected and properly prepared. For example, 
they^ should really' represent the essence of the original publications, and they 
should be sufficiently full so that in most instances they will suffice to give the 
average reader all the information he mshes, without the necessity of going back 
to the original paper. Too short and too perfunctory abstracts are of little or 
no value except as references, and the reader is too often driven to the irritating 
necessity of digging out the original publications. The Editors have assumed 
the responsibility of maintaining these high standards for the abstracts appearing 
in the Survey, and they' will do their best along these lines. 

In this country there is only' one journal devoted exclusively to the field of 
obstetrics and gy'necology', the excellent American Joiunal of Obstetrics and 
Gynecology’. In addition to tliis, a niunber of other periodicals include obstet- 
rics and gy’necology within their stated scope, though all too often in only a 
minor and submerged fashion. Finally, papers on our specialty, sometimes 
quite valuable, not infrequently appear in our national weekly, the Journal of 
the American Medical Association, and also in periodicals of state or regional 
scope as well as in journals devoted to other special fields, such as endocrinology'. 
Even in the national field, therefore, it is difficult for one to keep abreast of the 
literature without some such help as the Survey affords. 

Even more important, however, is the fact that the literature of the rest of 
the world is to all intents and purposes beyond the reach of most readers, not 
only because of the unavailability of the original publications, but because most 
of them are in foreign languages. The war has of course almost put a stop to 
the free flow of these foreign publications, but before long they v’ill again become 
available, and will form a larger and larger part of the material reviewed in the 
Survey. 

It is planned to make the Survey a truly international publication, and this 
is indicated by the fact that our Editorial Board includes distinguished leaders 
in the field of obstetrics and gynecology in quite a number of countries, v'ith 
others to be added from other nations, such as Russia and France, just as soon 
as international and national conditions justify this. In this cooperative inter- 
national sense, the Siuvey will perhaps differ from the former German publica- 
tion, the Berichle uber die gesamte Gynakologie und Geburtshilfe, but in other 
respects, especially' in the international coverage of the literary front in obstet- 
rics and gynecology, we hope to do as complete and valuable a job as was done 
by the Berichie. 

The editorial comments made upon many of the abstracts appearing in the 
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Survey are appended, not to give the Editors an opportunity to air their own 
opinions, but rather to permit of evaluation of the abstracted papers in the light 
of accepted opinion and practices. Since many papers deal with unsettled or 
perhaps controversial subjects, it is quite certain that the comments of the 
Editors will not always meet with universal approval, but perhaps this very 
human difference of opinion may add some zest to the publication as a whole. 

Last but not least, it is planned to publish from time to time comprehensive 
reviews of subjects of current interest in the field of obstetrics and gynecology, 
contributed by well qualified authors, preferably those identified \vith the 
subjects to be presented. A review of this tjqje is published in this issue, and 
others will appear at intervals to be determined as the Survey expands. In 
the preparation of these comprehensive reviews, it is hoped that our foreign 
colleagues will later play an important part. 

This, then, is a brief outline of what is planned for the immediate future, 
although still other more distant ambitions are being nurtured for the years 
to come. While there are abstract journals of various sorts and in various 
fields, it should be made plain that the Survey is an entirely new project, with 
no connection whatsoever with any other periodical in the field. An enormous 
initial asset is the fact that it is published by a well-known and long-established 
publishing firm, the Williams and Wilkins Co. Like the Editors, the publishers 
feel that the Survey will supply a genuine need, and that it has unlimited possi- 
bilities for the future. Its sponsorship by such a fine publishing house assures 
the continuity and financial security of the new publication. The Editors on 
their part pledge themselves to the highest possible scientific and editorial 
standards. They will do their best to make the Smwey a credit to our specialty. 

' — ^The Editors. 



Obstetrics 


DIABETES MELLITUS AND PREGNANCY 
A REVIEW 

Bt NICHOLSON J. EASTMAN> 

Baltimore, Md. 

THE PRE-INSULIN ERA 

Prior to the advent of insulin in 1921 the great majority of diabetic women 
were sterile. In one of the earliest papers on the subject, published by 
J. Matthews Duncan in 1882, the author vTites: “The rarity (of pregnancy com- 
plicating diabetes) is attested not only bj’’ its ha\ang no historical place in litera- 
ture, but by the actual experience of accoucheurs and of hospitals. We are 
constantly seeing nephritic and febrile and other complications, but this com- 
plication very rarely.” He was able to collect from the literature but thirteen 
cases and added three of his own. Griesinger, a German clinician of the same 
period observed two pregnancies among fifty-three diabetic women, while 
Frerichs encountered but one pregnancy in 104 diabetics of the female sex. The 
studies of Lecorchd (1885) and von Noorden (1909) showed somewhat higher 
pregnancy rates, the former reporting seven gestations in 114 diabetic women 
(6 per cent) and the latter twenty-three pregnancies among 427 diabetic women 
of the child-bearing age (5 per cent). At the London Hospital during the j^ears 
1893 to 1922, 190 married diabetic women up to the age of forty-six years were 
admitted and of these 4, or 2 per cent, were pregnant; from 1923 to 1931, 177 
were admitted of whom 27, or 15 per cent, w^ere pregnant, a seven-fold increase 
in the incidence of pregnancy (Skipper). In 1909 J. Whitridge Williams, after 
thirteen years as head of the Obstetrical Service of the Johns Hopkins Hospital 
and despite a large consulting practice, had himself encountered but one case of 
diabetes complicated by pregnancy. During the past ten years in that same 
hospital, among 227 married diabetic women between the ages of fifteen and 
forty-five who were admitted, sixty-five, or 28.6 per cent, were pregnant. By 
coincidence this number of pregnant diabetics seen at the Johns Hopkins Hospital 
during the past decade, namely sixty-five, happens to be the precise number 
which Dr. Williams was able to collect from the entire world’s literature in 1909. 

The imderlying cause of the lack of fertility in diabetes during the pre-insulin 
era was probably due to a number of factors most of which are poorly tmderstood. 
Structural changes have been observed in the reproductive organs of diabetics 
by a number of authors. Thus, Parisot has described the disappearance of 

' From the Department of Obstetrics, The Johns Hopkins University and Hospital. 
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Graafian follicles in diabetes. Atrophy of the uterus has been demonstrated 
by Graefe; while Priscilla White and her associates have observed lack of de- 
velopment of the genital tract at autopsy in four young patients whose diabetes 
was of long standing. Amenorrhea was not uncommon in diabetes during the 
pre-insulin period, Parisot placmg the incidence as high as 50 per cent. Other 
authors cite much lower figures and all agree that sometimes even the severest 
diabetics of that era menstruated regularly. Skipper has observed a diabetic 
in whom menstruation, absent for ten years, returned when the patient was 
given insulin. Fitz and Murphy, and B. D. Bowen have each reported a case 
in which amenorrhea of two years’ duration was followed, after treatment with 
insulin, by menstruation, and later by pregnancy. In experimental diabetes, 
according to Hoffmann, the testicles undergo marked degenerative changes but 
ovarian alterations are much less pronoimced. Contrariwise, the castration 
experiments of the same author resulted in hypertrophy of the islands of Langer- 
hans. This experimental work, as well as the clinical observations cited, sub- 
stantiates the viewpoint that the pancreas is an integral portion of a complex 
endocrine system and that any marked deviation from normal function on the 
part of any component affects the others. On this basis the most likely cause 
of the infertility of diabetic women in the pre-insulin era was hyper- or hypo- 
function of the “master-clock” of the generative tract, the anterior pituitary 
gland. Actual histological proof that this gland is regularly altered in diabetics, 
however, is lacking since the many studies on the subject either show no changes 
in the gland, or are so conflicting as to raise some question about the validity of 
the findings. In addition to endocrine imbalance, nutritional deficiencies must 
have entered appreciably into the infertility of diabetics before the insulin era 
since the restricted diets necessary probably entailed dire, if inadvertent, reduc- 
tion in food elements essential for reproduction. 

When diabetic women did occasionally become pregnant in the pre-insulin 
era, some 25 per cent of the mothers and about 50 per cent of the infants died. 
The pitiful state of pregnant diabetics in those days is graphically portrayed 
by Mathews Duncan in his detailed case histories: “the mawkish sweetness of 
the breath,” “the sticky amniotic fluid,” the intense thirst and tremendous 
polyuria recur in case after case. In one of his patients “the thirst became 
‘frightful’ and being refused water by the nurse, she crept on her hands and 
knees to the water bottle.” In the sixteen cases reported by Duncan (three his 
own, and thirteen from the literature), four women died very shortly after 
delivery, that is, one-quarter. In Williams’ sixty-six cases, there was an imme- 
diate maternal mortality of 27 per cent. In a noteworthy German study of that 
period, published by Offergeld in 1908, the maternal loss was 30 per cent. Most 
of these women died mth the characteristic picture of acidosis and coma shortly 
after delivery. The infant mortality in the three series mentioned was 47, 41 

and 62 per cent, respectively. ? • 

The experience of the pre-insulin era, as surveyed above, is not merely of historical 
interest but is of great clinical importance, because it shows that untreated di^etes 
and pregnancy are basically incompalible. On the one hand, the disease if un- 
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controlled so disrupts the reproductive mechanism as to make successful child- 
bearing almost Impossible. On the other hand, untreated diabetes is aggravated 
by pregnancj' to a degree which is often fatal. This mutual incompatibility, 
between neglected diabetes mcllitus and pregnancy demands emphasis because only 
in so far as the disease process can be meticulously controlled and the associated 
metabolic disturbances curbed, may its baneful effects on the child-hearing woman 
and her infant be forestalled. 


INCIDENCE 

As mentioned above, sixty-five cases of diabetes in pregnant women have 
been observ'ed at the Johns Hopkins Hospital during the past decade. Since, 
in the same period, 18,225 deliveries took place in the institution, the incidence 
of diabetes' in these child-bearing women was 1 in 282. In the population at 
large the incidence is doubtless less than this because some of the diabetic gravi- 
dae in the above series were referred to the clinic because of the disease. On 
the basis of this and other series, however, it would appear that the practitioner 
may e.xpect to encounter a case of diabetes complicated by gestation about once 
in eveiy' three or four hundred pregnancies. 

It is well known that the incidence of diabetes increases sharply with age and 
that the maximum susceptibility to the development of the disease in women is 
not reached until the mid fifties. Thus, Joslin’s adaptation of the statistics of 
the National Health Sun'ey covering 2,500,000 persons, shows that in females 
between 15 and 24, the frequency of diabetes is 1:1700; between 25 and 34, 
1:900; between 35 and 44, 1:300; between 45 and 54, 1 : 125; between 55 and 64, 
1 : 50 and in women 65 and over, 1:45. Not only is diabetes much more common 
after the menopause, but its frequency in women between 35 and 44, is three 
times that seen in women between 25 and 34, and five times the incidence en- 
countered in females between 15 and 24. These figures not only explaii the 
relative infrequence of diabetes in pregnancy, but call to our attention an im- 
portant clinical fact: when diabetes is encountered in pregnancy, the chances are 
greatly in favor of its being met in older women in whom, as is well hnown, various 
other complications are more frequent, particularly hypertension. The age factor, 
hence, will often itself contribute a count against diabetic gravidae. 

DIAGNOSIS 

The presence of sugar in the urine of a pregnant woman may indicate one of 
three conditions or any combination of them: (1) lactosuria; (2) renal glycosuria; 
(3) diabetes. 

Lactosuria. The occasional occurrence of lactosuria in late pregnancy, and 
more particularly in the puerperium, is well kno^m and quite understandable. 
From a practical point of view the sole question is how often is it encountered and 
in what degree; in other words, how frequently is it a potential source of error 
in the diagnosis and management of diabetes in child-bearing women? 

It is common knowledge that infinitesimal amounts of reducing substances 
are present in the urines of ail persons. Long ago Folin and Berglund demon- 
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strated that these reducing substances are polysaccharide sugars from the food 
and other bodies, non-carbohydrate in character, which the organism is unable 
to utilize and so excretes by way of the kidneys. In most normal urines figures 
for these reducing bodies lie between 20 and 70 mg. per 100 cc. of urine and they 
rarely exceed 100 mg. Except in pregnancy these “normal” reducing bodies 
are not affected by yeast and therefore, like lactose, are non-fermentable reducing 
bodies indistinguishable from lactose except by very especial techniques. These 
bodies are not detectable by the commonly used Benedict qualitative test since 
that reagent only begins to yield a faint positive reaction (the slightest possible 
change to green) between 100 and 150 mg. of sugar or its equivalent. Making 
use of very delicate methods several authors have shoivn that in pregnancy an 
appreciable portion of this “microscopic” sugar is lactose and point out that 
lactosuria in minute degree is the rule during gestation. This is understandable 
since mammary activity is progressive throughout pregnancy. However, these 
infinitesimal amounts of lactose are of no concern clinically since they do not 
give a positive Benedict reaction and accordingly would never give rise to a 
false diagnosis of glycosuria. 

If attention be limited then to lactosuria of 100 mg. per cent or more, enough 
to give at least a faint Benedict reaction, the literature on the incidence of the 
condition in child-bearing women may be summarized as follows: (1) Except 
for the last six weeks, lactosuria in pregnancy is not common being seen in but 1 
or 2 per cent of gravidae. Snoeck’s figure for this general period is 1 per cent. 
(2) During the last six weeks its frequency increases, Snoeck finding an incidence 
of 7 per cent. In a careful quantitative study of fifty pregnant women (stage not 
stated) by Richardson and Bitter, four patients or 8 per cent showed lactosuria 
in excess of 100 mg. per cent. As term approaches the incidence of the condition 
rises steeply and on the day before delivery urinary lactose is demonstrable in a 
third or more cases. Thus, Rowe, Gallivan and Mathews found it present in 
nineteen of fifty cases, or 38 per cent, on the day before delivery. In a detailed 
study of lactose metabolism in women, carried out in 1928 by 0. Watkins, daily 
figures are given for lactose excretion in four representative cases during the 
last ten to fifty days of pregnancy. These were, on the day before delivery, 63, 
842, 164 and 133 mg. per cent, respectively. In the second of these cases, cer- 
tainly, large amounts of lactose were-being excreted. - In all the patients studied 
by her the lactose excretion began to rise on the third to sixth day before delivery 
and reached its maximum on the day when labor set in. On the day after deliv- 
ery there was a sharp drop to a level which in most cases was lower than that 
shmvn at any other time’, either before or after delivery. (3) Lactosuria is most 
frequent and most marked in the puerperium. In Richardson and Bitter’s 
study of fifty women on the twelfth day postpartum, twenty or 40 per cent 
showed a concentration of lactose in the urine of more than 100 mg. per cent; in 
one case the figure was 406; and the average for the entire fifty women was 99 
mg. per cent. If daily lactose determinations are carried out, as was done in 
Watkins’ study, all puerperal women will show, on one day or anothCT, urinary 
lactose well in excess of 100 mg. per cent. Rowe, Gallivan and Mathews were 
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able to demonstrate its presence in 100 per cent of specimens obtained on the 
third and fourth days postpartum, in 92 per cent on the tenth day and in 82 per 
cent on the fourteenth day. The excretion of this sugar, moreover, seems to 
persist in a liigh percentage of cases as long as lactation continues since these 
same authors found it in 80 per cent of nursing mothers six months after deliver}'. 
Not infrequently, particularly early in the puerperium, the urine contains large 
amounts of lactose and in several such cases of Watkins the concentration ranged 
between 1000 and 1390 mg. per cent, that is, 1 per cent and above. 

The main deductions of clinical importance which issue from the above survey 
are as follows: (1) Many women in the early days of the puerperium excrete lac- 
tose in concentrations of 1 per cent and higher. This may well mean 10 gm. and 
more of this sugar in a twenty-four hour specimen. Diabetes in no way alters 
this excretion of lactose with the result that in puerperal diabetics the two sugars, 
glucose and lactose, often appear in the urine together. Obviously, imlcss the 
physician knows accurately, by means of fermentation tests, how much of any 
urinar}' sugar at this time is glucose and how much is lactose, he will be com- 
pletely confounded in liis evaluation of the diabetic status. (2) As full term 
approaches, especially, during the last few days, it becomes more and more likely 
that any sugar found in the urine is lactose. (3) Prior to the last sLx weeks of 
pregnancy lactosuria of sufficient degree to give a positive Benedict reaction is 
uncommon, but since it does occur occasionally it should be routine to perform 
fermentation tests on all urine specimens from pregnant women which show 
sugar; at this stage of gestation, ho%vever, the chances are against the sugar being 
lactose, as will be brought out in the foUovang paragraphs. 

Renal glycosuria. Abundant evidence attests the fact that pregnant women 
show an increased tendency to excrete glucose in the urine. This eridence is 
several-fold: (1) the relatively high frequency with w'hich glycosuria is en- 
countered in pregnant women, as reported in many series of cases; (2) the fact 
that the majority of pregnant women, following the ingestion of 100 grams of 
glucose ■will exhibit glycosuria while normal non-pregnant persons will usually 
not do so; (3) the fact that some 90 per cent of gravidae, following the intramus- 
cular injection of 2 mg. of phlorizin, will show glycosuria, whereas normal non- 
pregnant persons will seldom do so; and (4) the blood sugar levels of pregnant 
women both nith and without antecedent ingestion of glucose. 

The incidence in which glycosuria is met in pregnancy will naturally vary with 
a number of factors, such as the dietary intake during the three hours previous to 
voiding, the number of analyses done in the course of pregnancy, the ability of 
the analyst to detect minor color changes in the test tube and his criteria for a 
positive test. Actually, the incidence as reported varies tremendously. If, as 
with lactose, w'e limit our consideration of glycosuria to cases showing 100 mg. 
per cent or more (that is, yielding a positive Benedict reaction), the frequency, 
as reported in the past two decades, ranges between 5 and 35 per cent. In 640 
unselected pregnant women Williams and Wills found that 5.4 per cent of the 
cases were glycosuric. They believe that this figure must represent a close ap- 
proximation to the true incidence as the series was fairly large and many of the 



8 


OBSTETRICAL AND GYNECOLOGICAL SURVEY 


cases were subjected to repeated examination. Rowe, Gallivan and Mathews, 
in a series of thoroughly studied and well controlled patients, seen at rather fre- 
quent intervals, found that 35 per cent showed sugar at some time during the 
ante-partum period. Only 18 per cent showed repeated recurrence of glycosuria, 
and with the majority of these, there were aglycosuric intervals throughout the 
course of pregnancy. Employing especially delicate methods, Richardson and 
Bitter have demonstrated that 90 per cent of pregnant women show minute 
amounts of glucose in the urine (average 38 mg.), whereas on the twelfth day post- 
partum only 42 per cent exhibit this phenomenon. Even in cases showing a 
positive Benedict reaction, the amounts of glucose excreted by non-diabetic grav- 
idae are invariably small, being in most cases just enough to give a faint reaction 
Avith the test, that is, of the order of 150 to 200 mg. per cent. Occasional cases 
may excrete as much as 5 or 6 gr. in twenty-four hours, but larger quantities than 
this, in the absence of diabetes, are extremely rare. 

The ingestion of glucose, levulose or galactose, by pregnant women is so com- 
monly followed by sugar in the urine that several tests for pregnancy have been 
based on this phenomenon. In 1920 Frank and Nothmann reported thirty cases 
in the first trimester of pregnancy in which glycosuria was produced by feeding 
100 gm. of glucose; in three cases which were later found to be not pregnant, no 
glycosuria could thus be produced. About the same time Long and Hirst con- 
cluded that ingestion glycosuria was a valuable aid in the diagnosis of pregnancy. 
Gottschalk and Strecker gave 100 gm. of levulose and regarded the presence of 
levulosuria as diagnostic of pregnancy, though a negative result was not thought 
to exclude it. Similarly, Rowe has shown that the pregnant woman has a low- 
ered tolerance for galactose since she can tolerate only 20 gm. of this sugar without 
its excretion in the urine, whereas normal persons can ingest 40 gm. without 
galactosuria. In 1921 Kamnitzer and Joseph, wishiug to utilize glycosuria as a 
diagnostic test for pregnancy and desirous of avoiding the uncertainties of ali- 
mentary absorption following the ingestion of glucose, endeavored to induce arti- 
ficial glycosuria by the injection of phlorizin. This drug produces glycosuria 
through interfering -with the reabsorption of sugar by the kidney tubules, the ex- 
act site of action being apparently the epithelial cells lining the proximal convo- 
luted tubules. If the dosage is reduced to 2.0 or 2.5 mg., the great majority of 
gravidae will manifest glycosuria within an hour,- whereas non-prepiant persons 
will seldom do so. Kamnitzer and Joseph reported 300 cases in which this 
method was used as a test for pregnancy wth only six contradictory results. 
Subsequent studies by various authors showed an accuracy in the neighborhood of 
90 per cent. Compared with the later Aschheim-Zondek test and its modifica- 
tions, the phlorizin procedure is obviously less dependable, but t e results ob- 
tained mth it show clearly the decided tendency of pregnant women toward 


Sugar tolerance curves on normal pregnant women indicate t a n ency 

toward glycosuria is the result of a reduced renal threshold for g ucose upon w ch 
there may be superimposed a diminished tolerance for sugar. o oun at 
the average renal threshold in pregnancy was but 117 mg. per cen , m con rast 
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to an average of 149 mg. per cent in normal, non-pregnant persons. Richardson 
and Bitter carried out sugar tolerance tests on 247 antepartum patients at various 
stages of pregnancy. Sixty per cent of the women were normal both in re- 
spect to their blood sugar curv'e and in regard to the absence of sugar in the urine. 
The second largest group, 20 per cent, showed a normal blood sugar curve indi- 
cating a normal metabolism of carbohydrate, but the patients in this group ex- 
creted sugar into the urine from a blood sugar definitely below the normal kidney 
threshold. A certain number with sugar in the urine had a maximal blood sugar 
at some time during the two hours of only 0.140 to 0.150 per cent, and many were 
not above 0.120 per cent. Wilh'ams and Wills believe that the renal threshold 
must be definitelj’ lowered in the majority of gra^^dae, since 60 per cent of their 
cases showed sugar leaks after the ingestion of 100 gm. of glucose. Elias, Gude- 
mann and Roubitschek haveshown in a series of obser%'ations on pregnant women 
that in the earlier months, though the rise in the blood sugar ciu^'e after the in- 
travenous injection of glucose is practically the same as in normal non-pregnant 
women, the leak point is definitely lowered. This was determined by a series 
of simultaneous sugar estimations in blood and urine, the latter obtained by 
continuous catheterization. Faber has reported two cases in which, during 
pregnancy, the sugar threshold was at a level of about 130 mg. per 100 cc. Some 
months after delivery the threshold in one patient had risen to 150 mg. and in the 
other to 200 mg. In keeping vith this general viewpoint Rowe, Gallivan and 
Mathews have sho^^Ti that the blood sugar is at low normal or slight!}' subnormal 
levels throughout pregnancy and returns to mid-normal levels early in the post- 
partiim period; their average figure for blood sugar in pregnancy is 83 mg. per 
cent, for several weeks postpartum 94 mg. per cent. 

While there is general agreement that pregnancy is frequently associated with a 
reduction in the renal threshold for sugar, most students of the subject believe 
that there is often also a lowered tolerance for sugar. Thus, in Richardson and 
Bitter’s study 8 per cent of the gravidae showed a blood sugar curve upon which 
a diagnosis of lowered carbohydrate tolerance would usually be made. In the 
opinion of Williams and Wills the lowering of the renal threshold, though a factor 
in all the glycosiuic cases, is not the major one in the causation of the glycosurias 
of pregnancy, but rather it is the association of the lowered renal threshold with 
an abnormally raised blood sugar curve. Only four of their twenty-one cases of 
glycosuria were simple renal leaks, the remaining seventeen shoving a glucose 
tolerance curve which, while not diabetic in type, approximated an exaggerated 
“lag” curve. This tendency of the sugar tolerance curv'e in pregnancy to lag 
slightly was brought out as early as 1923 by H. Gray who compared the glucose 
tolerance curves of 300 normal non-pregnant persons vith 50 gravid women. 
The standard test was performed as follows: a fasting blood was taken followed 
by the administration of 100 grams of glucose by mouth; blood specimens were 
then secured after 30 minutes, one hour, two hours and three hours. His average 
blood sugar percentages for the normal non-pregnant group were: 0.09, 0.14, 
0.12, 0.11, and 0.09; and for the pregnant group, 0.09, 0.14, 0.14, 0.12 and 0.13. 

Although the consideration given above to the so-called “benign” glycosuria 
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of pregnancy may seem -out of proportion to its clinical significance, Ihe actual 
importance of the phenomenon both from a practical and theoretical view point is 
substantial. In the first place, the fact is clear that fasting blood sugar deter- 
minations, and often glucose tolerance tests, are essential in all glycosuric preg- 
nant women in order to rule out or establish the diagnosis of diabetes mellitus. In 
the second place, the “lag” type of glucose tolerance curve so frequently met in 
gravid women suggests that there is active, even in normal pregnancy, some process 
which tends to reduce somewhat the sugar tolerance. From this it might be antici- 
pated that diabetic gravidae would often require, other factors being equal, an 
increased dosage of insulin; that this surmise is correct will be demonstrated in.a 
subsequent part of this review. Of even greater clinical importance, perhaps, is 
the question: are these women who show glycosuria in gestation, particularly 
those with a “lag” type of tolerance curve, subclinical diabetics? Edward Allen, 
as well as Miller, Hurwitz and Kuder, would answer this question most definitely 
in the aSirmative. The former found, upon reviewing the previous obstetrical 
histories of a group of diabetic women, that they had been delivered of a high , 
percentage of ^ant babies and of stillbirths long before their clinical diabetes had 
become manifest. In a more recent investigation of the previous obstetrical 
histories of a large number of diabetic women. Miller, Hurwitz and Kuder dis- 
covered that an increased stillbirth and neonatal mortality (characteristic of 
diabetes) was demonstrable fifteen to twenty years before the clinical symptoms 
and signs of diabetes could be recognized. Indeed, during the five years imme- 
diately preceding the onset of diabetic symptoms, the stillbirth and neonatal 
mortality was just as high as after the disease had become established. In keep- 
ing with this fact was their further observation that infants with a birth weight 
of 5000 gm. or more are born to women before they become (fiabetic mth the 
same high frequency as after diabetic symptoms have appeared. The findings 
of Miller, Hurmtz and Kuder indicate, moreover, that the presence of glycosuria 
in the last months of pregnancy, in women whose carbohydrate metabolism is 
otherwise apparently normal, is also associated with a high fetal and neonatal 
mortality, similar to that associated with definite signs and symptoms of diabetes. 

In the light of these observations, pregnancy, with its tendency to lower sugar 
tolerance, might be regarded as an exceedingly delicate test for ^bclinical diabe- 
tes.- There is not general agreement, however, .about the validity of these find- 
ings. Thus, Dolger and Herzstein, in a review of the records of 200 diabetic mar- 
ried women, foxmd in the twenty-year period prior to the onset of the disease that 
the stillbirth and neonatal mortality was not significantly greater than for nor- 
mal patients. However this may be, the practical inference to be awn from 
these observations would seem clear, namely , that the so-called benign g ycomria 
of pregnancy may not always be benign and that patients showang t is con ition 
should have fasting blood sugars done at six month intervals or an in e ite 

There are tivo deductions, one practical and one theoretical, to be drawn from 
the lowered renal threshold for sugar which pregnant women so often e^ibit. 
Unless frequent blood sugar determinations are done, bypog ycemia episo es are 
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likely to occur. Some gravidae, it will be recalled, show glycosuria at blood 
sugar levels under 120 mg. per cent and in such cases reliance on urinary sugar in 
calculating insulin dosage may be verj* misleading. In many of these patients it 
v-ill be found best to forego any attempt to rid the urine entirelj"^ of sugar and 
allow a slight glycosuria. From a theoretical viewpoint it is interesting to note 
that the cause of the reduced renal threshold is a diminished capacit}' of the 
epithelial cells lining the proximal convoluted tubules to reabsorb sugar. The 
extensive evidence upon which this statement is based has been the subject of 
three recent reviews, one by Mirsky and Nelson, one by Bock, and one by iMcKee 
and Hawkins. The localization of this phenomenon in the renal tubules is note- 
worthy in relation to the general physiologj' and pathologj' of pregnancy since in 
eclampsia the kidnej* tubules, particularly their convoluted portions, show de- 
generative lesions. It would appear that the renal tubules are particularly 
vulnerable to the changes of pregnancy. 

Diabetes mellitus. It is an old rule that everj* patient who shows sugar in the 
urine should be regarded as a diabetic until proved othen\Tse. In pregnancy, of 
course, the frequency of renal glycosuria and lactosuria, tlirows the odds against 
diabetes as the most probable diagnosis, particularly if the amount of sugar found 
is merely a trace. Nevertheless, the above rule should be observed in gravidae 
as in other patients because if it is not followed, diabetics are certain to be over- 
looked through the erroneous assumption that any urinary sugar found is due 
either to lactosuria or a lowered sugar threshold. This means routine fermenta- 
tion tests and, if these are positive, routine fasting blood sugar determinations 
and/or tolerance tests in all pregnant women showing sugar in the urine. By 
general concensus the diagnosis of diabetes mellitus is established if the fasting 
blood sugar reaches 0.13 per cent or if, after a meal or during a glucose tolerance 
test, it reaches 0.17 per cent; if capillary' blood is used the latter value is changed 
to 0.20, the former remaining the same. Since errors in chemical analyses do 
occur occasionally, all values indicative of diabetes should be confirmed on a 
second blood specimen. 

EFFECT OF PREGNANCY ON DIABETES 

Pregnancy makes diabetes more difficult to control due to the interaction of a 
number of factors. These may' be outlined as follows: 

I. Changes in sugar tolerance. 

(a) Sugar tolerance is often diminished (more insulin required) due pre- 
sumably to increased activity of the anterior pituitary 'gland. 

(b) Sugar tolerance is sometimes increased (less insulin required) due 
either to activity of fetal pancreas or to other factors. 

(c) Vomiting, with loss of imknoivn amounts of carbohydrate food may 
simulate raised sugar tolerance, may provoke acidosis, and in any 
event confuses the dietary picture. 

(d) During labor the muscular exertion entailed may so deplete the 
glycogen reserve that sharp alterations in carbohydrate and insulin 
requirements ensue. 
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(e) A gain in sugar tolerance often occurs after delivery and hypogly- 
cemia in the puerperium is very common; it may be associated with 
sudden and extreme vacillations in blood sugar, due apparently to 
reconversion of bodily mechanisms to their non-pregnant states. Lac- 
tation, with conversion of certain amounts of blood glucose into lactose 

may also play a role. Puerperal infection, even though mild, may 
precipitate acidosis and coma with great rapidity. 

II. Increased tendency to ketosis. 

(a) The diminished carbon dioxide combining power of the blood in 
pregnancy makes gravidae less resistant to acidosis. 

(b) The elevated basal metabolic rate in pregnancy increases the ten- 
dency toward acidosis. 

Changes in sugar tolerance. The changes in sugar tolerance which diabetic 
women undergo in pregnancy are neither constant nor predictable; nor are they 
always in the same direction. In most instances they are in the form of a low- 
ered sugar tolerance in the latter half of pregnancy. In Duncan and Fetter’s 
eighty-four cases gathered from the Eteratme, 56 per cent showed a lower sugar 
tolerance as pregnancy advanced (i.e., they needed more insulin) ; 19 per cent ex- 
hibited no change; while 25 per cent manifested an increased sugar tolerance (i.e., 
they required less insulin). Skipper, who made careful observations on seven- 
teen women throughout eighteen pregnancies, found that in thirteen of these the 
diabetes undoubtedly became worse necessitating an increase in the dosage of 
insulin. On the other hand, one case showed such marked improvement that it 
was possible to increase the diet by over 500 calories and to reduce the insulin by 
one-half. In four patients the tolerance remained unaltered during pregnancy. 
Brandstrup and Okkels, in a series of eighteen diabetic pregnancies in which in- 
sulin was needed, observed that the insulin requirements were increased in four 
(22 per cent), unchanged in eight (44 per cent) and decreased in six (33 per cent). 
In Barnes’ series of sixteen cases the insulin requirements were increased in four- 


teen (87 per cent), unchanged in four and decreased in one. 

In considering the possible causes of the reduction in sugar tolerance which 
frequently occurs in pregnancy, it is instructive to recall that there are three 
other periods in a woman’s life when sugar tolerance is dunimshed and diabetes 
aggravated. These are the time of puberty, the time of menstruation and the 
time of the menopause. Priscilla White points out that the onset of diabetes in 
the female occurs most frequently at ages forty-five to fifty-five and at ages 
eleven to thirteen; she has found, moreover, that diabetes is more difficult to 
control during menstruation and at the time of the menopause. The same a,uthor 
studiedThe cycles of twenty -four diabetic girls at camp one siunmer. With an 
almost unchanged diet and insulin dosage, the glycosuria appeared. to be greatest 
in the pre-menstrual and menstrual periods falling to low eve s e ween days 
seven and twenty-one. Rosenbloom observed a daily glycosuna of 10 to 22 gm. 
during menstruation in two females who ordinarily were free from glycosuria. 
Peperkorn has reported two cases of diabetic acidosis occurring durmg menstrua- 
tion. Although both of his patients improved, their condition became aggra- 
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vated again at the following menstrual period. This author states that he has 
ohsen-ed fourteen cases in which diabetes became worse at the menstrual period. 
A comparable, though less marked lowering of carbohydrate tolerance has also 
been noted in normal, non-diabetic women during menstruation. Thus, Block 
and Bergel found that the fasting blood sugar in sexually mature females reaches 
its lowest level in the intermenstruum, gains its maximum on the first day of 
bleeding, and then returns to the intcrmenstrual level at the end of menstrua- 
tion. Similar findings have been reported by Cramer, Pucher and others. 

The four periods of a woman’s life at which carbohydrate tolerance tends to 
be lowered, namely, puberty, menstruation, pregnancy and the menopause, 
are all, of course, times of intense endocrine change and all are associated with 
increased acti\'ity of the anterior lobe of the pituitarj' body. The hj-pertrophy 
which this gland undergoes in pregnane}', its well known cellular alterations and 
the acromegalic stigmata which gravidae often show, all attest the hyperactivity 
of this body in gestation. 

That h}'peracti\'ity of the anterior pituitary body may lower sugar tolerance 
was long ago suggested by the fact that glycosuria is exceedingly frequent in 
acromegaly. In 32 per cent of G50 cases renewed by Atkinson glycosuria was 
mentioned. That this glycosuria or diabetes is due to h}'perfunction of the 
anterior pituitarj- seems probable on the basis of various arguments formulated 
by Davidoff and Cushing: (1) In these cases there is always an acidophile ade- 
noma of the anterior pituitary. (The re\'iewer would like to recall here that 
in gestation the so-called “pregnancy cells” of the anterior pituitary, which 
become so numerous and prominent, are actually ■acidophils in a high degree of 
activity. See Severinghaus.) (2) Diabetes usually does not occur in cases of 
chromophobe adenomas or other pituitary lesions. (3) Partial extirpation of the 
acidophilic adenomas causes an improvement in the glycosuria. (4) Some of 
these cases are insulin resistant. (5) Extirpation or irradiation of the pituitaiy' 
lowers this resistance. 

That h}'peractivity of the anterior pituitar}' actually does lower tolerance 
and aggravates diabetes is now well known as the result of the classical studies 
of Houssay and his associates. They have shown: (1) In the absence of the 
pituitary (or the anterior lobe) pancreatic and phlorizin diabetes is attenuated 
and animals retain and consume glucose. (2) Anterior pituitary lobe extract 
counteracts the action of insulin and aggravates pancreatic and phlorizin dia- 
betes. (3) Anterior pituitary extract can produce diabetes in normal mammals. 
(4) When the pituitary is absent there is a tendency to hypoglycemia, h}'per- 
sensitivity to ing^iilin and other hypoglycemic agents. These conclusions of 
Houssay and his collaborators are supported by a series of papers which run into 
the hundreds; they have been amply confirmed and represent, by general accord, 
one of the most important contributions which have been made to our knowledge 
of diabetes meUitus. 

It is therefore well established that the anterior lobe of the pituitary secretes 
a hormone which elevates the blood sugar. It is also believed on the basis of 
various types of evidence, mentioned above, that this gland is hyperactive in 
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(e) A gain in sugar tolerance often occurs after delivery and hypogly- 
cemia in the puerperium is very common; it may be associated with 
sudden and extreme vacillations in blood sugar, due apparently to 
reconversion of bodily mechanisms to their non-pregnant states. Lac- 
tation, with conversion of certain amounts of blood glucose into lactose 
may also play a r61e. Puerperal infection, even though mild, may 
precipitate acidosis and coma with great rapidity. 

II. Increased tendency to ketosis. 

(a) The diminished carbon dioxide combining power of the blood m 
pregnancy makes gravidae less resistant to acidosis. 

(b) The elevated basal metabolic rate in pregnancy increases the ten- 
dency toward acidosis. 

Changes in sugar tolerance. The changes in sugar tolerance which diabetic 
women undergo in pregnancy are neither constant nor predictable; nor are they 
always in the same direction. In most instances they are in the form of a low- 
ered sugar tolerance in the latter half of pregnancy. In Duncan and Fetter’s 
eighty-four cases gathered from the literature, 56 per cent showed a lower sugar 
tolerance as pregnancy advanced (i.e., they needed more insulin) ; 19 per cent ex- 
hibited no change; while 25 per cent manifested an increased sugar tolerance (i.e., 
they required less insulin). Skipper, who made careful observations on seven- 
teen women throughout eighteen pregnancies, found that in thirteen of these the 
diabetes undoubtedly became worse necessitating an increase in the dosage of 
insulin. On the other hand, one case showed such marked improvement that it 
was possible to increase the diet by over 500 calories and to reduce the insulin by 
one-half. In four patients the tolerance remained imaltered during pregnancy. 
Brandstrup and Okkels, in a series of eighteen diabetic pregnancies in which in- 
sulin was needed, observed that the insulin requirements were increased in four 
(22 per cent), unchanged in eight (44 per cent) and decreased in six (33 per cent). 
In Barnes’ series of sixteen cases the insulin requirements were increased in four- 
teen (87 per cent), unchanged in four and decreased in one. 

In considering the possible causes of the reduction in sugar tolerance which 
frequently occurs in pregnancy, it is instructive to recall that there are three 
other periods in a woman’s life when sugar tolerance is diminished and diabetes 
aggravated. These are the time of puberty, the time of menstruation and the 
time of the menopause. Priscilla White points out that the onset of diabetes in 
the female occurs most frequently at ages forty-five to fifty-five and at ages 
eleven to thirteen; she has fmmd, moreover, that diabetes is more difficult to 
control during menstruation and at the time of the menopause. The same author 
studied- the cycles of twenty-four diabetic girls at camp one summer with an 
almost unchanged diet and insulin dosage, the glycosuria appeared. to be grea^test 
in the pre-menstrual and menstrual periods fallmg to low leve s J’®J'';een days 
seven and twenty-one. Bosenbloom observed a daily glycosuna of 10 to 22 gm. 
during menstruation in two females who ordinarily were free from glycosuna. 
Peperkom has reported two cases of diabetic acidosis occurmg ^umg menstrua- 
tiX Sough both of his patients improved, their condition became aggra- 
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have added fourteen cases of their owti, making a total series of forty-five cases. 
Since, prior to 1937, all reported cases of this condition had occurred in diabetic 
mothers, it was assumed that this islet hypertrophy and hyperplasia was evidence 
of a compensator\' hj'perfunction of the fetal pancreas in response to maternal 
diabetes. However, in 1937 Hartmann and Jaudon reported a case in the ab- 
sence of matenial diabetes; and in the total series of Potter, Seckel and Stiyker, 
the mother was not diabetic in sixteen or one-third, hloreover, in the majority 
of cases there was no correlation between the increase of islet tissue and tho 
severity of the diabetes, the state of control or the change in sugar tolerance of 
the mother during pregnanc 3 '. Nor was there appreciable correlation between 
the amount of islet tissue found at autopsj' and the blood sugar levels determined 
before death in those infants who succumbed during the neonatal period. 

All in all, the attempts to prove that the fetal pancreas is responsible for the 
amelioration which certain cases of diabetes evidence in pregnanej', and to 
show indeed that it becomes hnieractivc toward this end, have been rather 
unsuccessful. On the other hand, the hj-pothesis has not been altogether dis- 
proved and it remains an intriguing question, hlore work is needed on this 
problem. Perhaps an approach bj' means of e.\'perimental alloxan diabetes 
might prove fruitful. 

It is well knorni that the estrogenic hormone inhibits the gonadotrophic and 
lactogenic acti\dties of the anterior pituitarj' gland. In x-iew of this fact it has 
been suspected that the relativelj' high incidence with which diabetes mellitus 
develops at the menopause is the result of hj^peractivitj' of the pituitarj* gland 
which is then no longer inhibited by gonadal secretions. Tin's set of circum- 
stances has suggested that the estrogenic hormone may have therapeutic value 
in diabetes through its depressant action on the anterior pituitarj’. From the 
mev'point of the improvement of certain diabetic women in pregnanej" this 
question is important since the pregnant organism is avowedly flooded with this 
hormone. Is it possible that a nice balance exists in pregnancy between the 
diabetogenic factor of the anterior pituitary and the estrogenic hormone with 
consequent amelioration of diabetes if estrogen blood and tissue concentrations 
are relativeb’^ high, or with consequent aggravation if the 3 ’^ are relative^v low? 

Unfortunatel 3 ', the several studies which have been published on the effect of 
the estrogenic hormone on diabetes have yielded contradictor 3 '^ results. Spiegel- 
man has reported that the administration of 10,000 I.U. of estrogenic hormone 
twice weekly for five months to nine diabetic women was associated with a 
diminution in insulin requirements, especiall 3 ' in the premenopausal group. 
Gessler, Halsted and Stetson have reviewed the literature on the effect of estrin on 
ex'perimental and clinical diabetes and have reported obseiwmtions on five diabetic 
women, past the menopause, to w'hom they had given daity intramuscular injec- 
tions of 50,000 international units of estradiol benzoate. A significant lowering 
of the blood sugar resulted in two of the cases in which the onset of the diabetes 
coincided with the menopause, and probably in a third case in which the meno- 
pause preceded the diabetes. In the last two cases there was clearl 3 ' no effect. 
In one of them the menopause bad preceded the onset of diabetes b}' at least 
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pregnancy. These facta are the presumable explanation of the lowered car- 
bohydrate tolerance shown in minor degree by many normal pregnant women, 
and in major degree by many diabetic gravidae. 

Although changes in sugar tolerance during pregnancy are usually in the 
direction of a diminution, a substantial minority of all cases reported show an 
increase in tolerance particularly in the latter part of gestation; and sometimes 
-the reduction in insulin requirements at this time is imequivocal and dramatic. 
For instance, in a most thoroughly studied case of t^vins reported by Lawrence, 
the patient’s insulin requirements fell from forty-four units per day at the twenty- 
seventh week to none whatsoever at the thirty-fourth week. A comparison 
of her condition before the twenty-eighth week and in the last week showed a 
gain in carbohydrate tolerance of 100 gr. mth more normal blood sugar than be- 
fore pregnancy. From the low level of the blood sugar there seemed little doubt 
that more carbohydrate could have been adequately tolerated. This increased 
tolerance was not maintained after labor. 

Obviously, if hyperactivity of the anterior pituitary tends to lower carbo- 
hydrate tolerance in pregnancy, in these cases of raised tolerance thereomust 
be some opposing factor at work capable of outweighing the diabetogenic glan- 
dular effect. It has long been conjectured that this factor is the fetal pancreas. 
This explanation rests largely on the early work of Carlson and Ginsburg who 
showed in 1915 that whereas total extirpation of the pancreas in non-pregnant dogs 
resulted in the onset of diabetes -within seven to twelve hours, complete pancrea- 
tectomy in four pregnant bitches near term was not followed by hyperglycemia 
and glycosuria as long as the fetuses were alive and placental connections not 
severed. At the onset of labor the blood sugar began to rise so that the hyper- 
glycemia, -with consequent glycosuria, characteristic of pancreatic as well as 
severe clinical diabetes, was established on the completion of delivery. Subse- 
quent workers, however, such as Allen, and Markowitz and Soskin, have been 


unable to confirm these findings. 

Attempts to investigate whether insulin passes through the placenta have 
likewise yielded discordant results. When insulin is injected into the fetus, as 
was done by Corey and by Pack and Barber, a fall in the mother’s blood sugar 
as well as that of the fetus ensues, but these results may be interpreted in two 
ways : on the grounds that insulin traverses the placenta and so reduces the 
maternal blood sugar, or on the basis that it merely reduces the fetal blood sugar 
level -with consequent transudation of maternal blood sugar to the fetus. Ac- 
tually, of course, in the question at hand, it matters little whether or not insulin 
passes through the placenta since active fetal utilization of glucose would tend to 
cause a transudation of sugar from mother to fetus on the presimption that the 
fetal blood level would then be lower than that of a diabetic mot er. 

As corroborative e-ddence that the fetal pancreas plays an unpOTtant r61e in 
diabetic pregnancies a number of studies have purported to show the fetal pm- 
creas is hyperactive when the mother suffers from this disease. Potter,^ Seckel 
and Stryker have collected from the literature thirty-one c^es m which the 
pancreatic islands of newborn infants showed hypertrophy and hyperplasia and 
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pregnant diabetic and her infant. As pointed out by Kramer, acidosis is prob- 
ably more common than generally supposed for it may exist ^\^th few or no 
symptoms. He cites a case of a diabetic gravida in which the carbon dioxide 
combining power of the blood was discovered on routine stud}' to be but 28 
volumes per cent yet the patient had no s}’mptoms whatsoever. Silent acidosis 
is the cause of many unexplained fetal deaths and, by general accord, acidotic 
coma is responsible for almost all maternal deaths in this complication. The 
inherent tendency of pregnant women toward ketosis, therefore, is still another 
count against them and still another reason why diabetes in pregnancy is more 
difficult to control. 

THE EFFECTS OF DIABETES ON PREGNANCY 

The effects which diabetes exerts on pregnancy depend in great measure upon 
the extent to which the disease is controlled. If carefully regulated many of the 
deadly consequences to the fetus which neglected diabetes regularly imposes, 
can be eliminated. However, as all statistics show, the disease is potentially 
inimical to successful pregnancy and even vith the best modem care the harmful 
influences of diabetes often make their appearance, causing a greatly increased 
stillbirth and neonatal rate. Pregnancy is affected by diabetes as follows: 

(a) The incidence of spontaneous abortion and premature delivery is slightly 
increased. 

(b) The frequency of toxemia of pregnancy is greatly augmented. 

(c) Fetal death in utero before the onset of labor is much more common than 
in normal, non-diabetic gravidae. 

(d) The incidence of excessive sized infants is many times that met in normal 
pregnancies, vith the result that mechanical difficulties in labor are more fre- 
quent and Cesarean section more often necessar}'. 

(e) Hydranmios is more common. 

(f) Congenital malformations are more frequent. 

(g) Lactation may be inhibited in some cases. 

(h) The neonatal period is associated with especial hazards in the forms of 
hypoglycemia and anoxia. 

Abortion and premature labor. Although diabetics may show' an increased 
tendency to abort, the frequency of the accident is well under 20 per cent in con- 
trolled cases, that is, definitely less than tmce the norm of 10 per cent. Joslin 
cites the figure of 16 per cent for all cases treated at his clinic since the discovery 
of insulin and contrasts it with 25 per cent in the pre-insulin era. In Potter and 
Adair’s sixteen cases there were no spontaneous abortions, but there was one 
case of premature labor at thirty-one weeks and one therapeutic abortion. 
Among thirty-six cases under the care of Ronsheim, there were only tw'o spon- 
taneous abortions but eight therapeutic interruptions. Skipper’s incidence of 
spontaneous abortion in thirty-seven pregnancies was only 10 per cent. Kramer 
had three spontaneous abortions in bis twenty cases and three therapeutic in- 
terruptions. 

Since abortion was more frequent in the pre-insulin era, when ketosis was often 
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seven years; in the other the diabetes had preceded the menopause. Wilder 
refers to a case of diabetes in which a very significant resistance to iriHiilin de- 
veloped concurrently with symptoms of the menopause and in which an assay of 
■ the urine revealed an excess of anterior pituitary hormone and no estrin. Admin- 
istering large doses of estrin in this case teduced the requirement for insulin 
from ninety to fifty units a day. Blood plasma originally obtained from this 
patient and injected with insulin into rabbits inhibited the action of the insulin. 
Later, when the patient had been treated with estrin, her plasma was no longer 
inhibiting. On the other side of the question Lawrence and Madder failed to 
demonstrate any effects from doses of 1 mg. of stilbestrol given four times daily 
for a period of eight weeks to five diabetic women, ages forty-two to fifty-two. 
Likewise, Salmon and his colleagues, after implanting stilbestrol pellets in eight- 
een menopausal diabetic women, found an improvement in insulin requirements 
in only one. Similarly, Collens and his co-workers treated seven cases of diabetes 
Anth estrogenic substance and observed little or no effect upon the diabetic state. 

In sum, the concensus is against the viewpoint that the estrogenic hormone 
exerts a favorable effect on diabetes although a few authors believe that it may 
occasionally do so, particularly at the time of the menopause, when the anterior 
pituitary is hjqieractive. This postulated (but unproven) ability of the estro- 
genic hormone to suppress the diabetogenic action of the anterior pituitary and 
so attenuate diabetes should not be confused Avith the recent hypothesis of the 
Smiths and Priscilla White which maintains, for quite different reasons, that the 
estrogens are beneficial also in diabetes complicated by pregnancy. The Smith- 
White hypothesis Avill be discussed in a subsequent section of this review. 

Increased tendency to ketosis. Although ketonemia and ketonuria are rarely 
found in normal pregnancy, there is a greater liability to ketosis during gestation. 
C. H. Gray has studied ketonuria in twenty-seven normal pregnant Avomen 
folloAving a fourteen hour fast and found it present in seventeen, as indicated by 
the Rothera test; the same number of normal non-pregnant women, fasted in a 
similar manner, gave negative tests. Similarly, a high fat intake or a carbo- 
hydrate-poor diet has a much greater tendency to produce ketonemia and ke- 
tonuria in pregnancy than in the non-pregnant state, as shoAAm by the work of 
Bokelman and Bok and of Kleesattel. Four factors, all of them well established 
changes of pregnancy, contribute to this tendency. In the first place, the 
marked reduction in the carbon dioxide combining capacity of the blood in preg- 
nancy reduces its ability to buffer ketone bodies. Secondly , the increased basal 
metabolism requires additional carbohydrate fuel if the burning of fats is to 
be forestalled. Thirdly, as shoAA-n by Harding and Allin, there is a substantial 
loss of anti-ketogenic material, in the form of glucose, to the fetus. And, finally, 
the sharp increase in blood fats, which is a regular accompaniment of pregnancy, 
is a potential cause of ketosis unless the carbohydrate intake is ample. Tyler 
and Underhill, as Avell as Boyd, have compared the hpemia of pre^ancy Avith 
that seen in diabetes; it is Avell known that in diabetes yper ipemia is usually 

associated AAoth a bad prognosis. . i, <• n 

Ketosis and coma constitute the gravest complication Avhich can befaU the 
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to hjTJerglycemia. Certainlj*, the excessive size of these infants is not due to 
prolongation of the pregnancy because, as shown by Fischer, at any given gesta- 
tional age in the last trimester of pregnancy, the baby of a diabetic is larger, on 
the average, than the infant of a non-diabetic of the same gestational age. 

Hydramnios. A common accompaniment of diabetes in the pre-insulin era, 
hydramnios is infrequent in most modem series of cases being seen, perhaps, in 
about one case in ten. ^lost authors regard it as exddence of neglect in that it 
shows that the fetus has suffered from persistent hj'perglycemia. The fetus 
apparently excretes the sugar above a certain renal threshold into the urme, 
raising the osmotic pressure of the amniotic fluid and as a result an inflow of 
fluid from the surrounding tissues occurs. Another explanation is that the 
hydramnios results from fetal diuresis consequent upon fetal hjqjerglycemia. 

Malformations. Congenital malformations of major degree occur in 2 to 
3 per cent of the cases reported and constitute a small but definite proportion 
of the causes of fetal death. 

Lactation. Although successful lactation has been reported by some authors, 
such as Pechham, and Wilder and Parsons, others find diabetic patients de- 
ficient in milk production. White is emphatic that lactation in diabetics is 
poor, perhaps because of relative undemutrition or lack of the specific lactogenic 
hormone. In the reviewer’s clinic, most diabetics are able to nurse their babies 
satisfactorily. 

Neonatal complications. The blood sugar levels of normal infants are low 
during the first two days of life, ranging according to Ketteringham and Austin 
between 55 and 75 mg. per cent. McKittrick regards any value above 40 mg. 
per 100 cc. as normal during the first week. In the babies of diabetic mothers 
the hlood sugar concentrations fall to even lower levels in about a quarter of 
the cases. Since the fetal pancreas in diabetic mothers is believed to be hyper- 
active, this marked faU in the blood sugar of these newborn is usually attributed 
to the sudden removal of maternal sugar in the presence of a very active pan- 
creas. Although a few deaths have been reported in newborn infants of diabetic 
mothers and attributed to hypoglycemia, the most careful students of the sub- 
ject doubt if low blood sugar is ever the actual cause of exitus in such babies unless 
insulin is ^ven the mother shortly before birth. White, Sisson, as well as 
Hanley, Horn and Farmer, agree on this point. 

All observers have noted that the behavior of many babies of diabetic mothers 
is abnormal in the early neonatal period, being characterized particularly by 
lethargy and a tendency to cyanosis. Sisson finds that 43 per cent of such in- 
fants manifest abnormal symptoms and that the neonatal death rate is 18 per 
cent. In his opinion, cerebral anoxia with involvement of the respiratory center 
is the cause. Miller and Wilson have demonstrated cardiac enlargement ro- 
entgenographically in ten infants bom to diabetic mothers; this change disappears 
during the first six weeks. In three of eighteen infants studied at autopsy, 
macrosomia, cardiac hypertrophy, hemopoiesis in the liver and hyperplasia of 
the islands of Langerhans were demonstrated, — alterations similar to those 
found in erythroblastosis fetalis. 
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difficult to eliminate, it is a reasonable supposition that acidosis predisposes to 
abortion and may be a factor in the slightly increased incident of the accident 
today. The presence of a lethal gene and also dietary deficiencies have also 
been advanced as explanations. 

Toxemia of •pregnancy. All authors agree that the frequency of toxemia of 
pregnancy is greatly augmented. If 7 per cent be taken as the usual incidence 
of this complication, most reports show a several fold increase: Potter and Adair, 
50 per cent; Barnes, 45 per opnt; Mengert and Laughlin, 24 per cent; Bill and 
Posey, 27 per cent; Gaspar, 33 per cent; White, 16 per cent; Lavietes, Leary, 
Winkler and Peters, 39 per cent. 

In the series reported by the last group of authors, toxemia occurred in ten 
patients. Of these there were four with a history of hypertension before the 
onset of pregnancy. Five of six patients with pre-eclampsia were twenty-eight 
years of age or over. Three of the six, including the youngest, had labile hyper- 
tension prior to pregnancy. The authors believe that the risk of toxemia is 
slight in young patients and in multigravidae without previous hypertension or 
toxemia. In this series there was no correlation between fetal mortality and 
maternal toxemia. In a study of forty-three pregnancies in thirty-eight dia- 
betics, Edward Allen found that 70 per cent showed one or more signs of toxemia. 
With the exception of two patients all of his toxemic women weighed between 
160 and 240 pounds. The tendency of diabetics to obesity plus the age factor 
account in large measure for the higher incidence of chronic hypertensive vascular 
disease in pregnancies complicated by diabetes. In the present state of our 
knowledge there is no tenable explanation for the increased incidence of pre- 
eclampsia in diabetics, except as advanced in the Smith- White hypothesis (page 
24). 

Fetal death in utero. It is well known that fetal death in utero prior to the 
onset of labor is common in diabetics. Kramer found that sixty of 238 cases 
collected from the literature, or about one-quarter resulted in stillborn infants. 
Of the nineteen stillbirths reported by Gaspar, twelve were macerated, a fact 
which would indicate that about two-thirds of their deaths occurred in utero 
and not as a result of delivery. Toxemia of pregnancy greatly increases the 
likelihood of fetal death, but many cases are unexplained. The most likely 
presumption is acidosis. Most of these fetal deaths occur in the last month of 
pregnancy and it is this fact, of course, which has led to a wide-spread policy 
of delivering these patients, if at all feasible, two or three weeks before the ex- 


pected date of confinement. . 

Excessive sized infants. The incidence of babies born to diabetic mothers, 
weighing ten pounds or more, ranges in the various series reported between 15 
and 25 per cent. In the childbearing population at large the frequency of such 
large babies is approximately 3 per cent. The explanation usual y given for the 
high frequency of large babies born to diabetic mothers is hyperglycemia How- 
ever, most authors agree that these infants are not just fat but generaUy larp 
and it is suspected that endocrine imbalance, particulariy m relation to the 
growth hormone of the anterior pituitary of the fetus, may be a factor in addition 
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develops and by other factors. N evertbeless, in a noteworthy statistical analysis 
of several large series of cases, White and Pincus seem to have shown that the 
appearance of diabetes in family trees approaches closely to Mendelian recessive 
ratios. 

The practical conclusions to be drawn from these findings as summarized by 
White and Pincus are: (1) If both parents have diabetes the child will almost 
certainly have it. (2) If one parent has the disease and the other has not, but 
if in the family of the non-diabetic parent his father or mother has it, there is 
an even chance that the child will be affected, for the non-diabetic parent is a 
carrier. If the brother or sister of the non-diabetic parent has diabetes, he may 
or may not be a carrier, so that the chances of the child developing it are less 
than even. (3) If neither parent has diabetes but if, on both sides, the disease 
has occurred in one of their parents, both are carriers and the chances are one 
in four. If a brother or sister of the parents (on both sides) has diabetes, the 
parents are probably carriers and the chances are again one in four. (4) If a 

TABLE 1 


A comparison of the incidence of diabetes in the siblings of non-diahUics, diabetics, dis- 
similar and rimflar (unn«, and of diabetes in their parents (F rom White and Pincus) 


Tm Of POFDLATIOJ* 

SXOUKCS 

KUMUtS. 

rEteZKT 

DIABETIC 

TZZ CEKT PASXJrrS 
DIABETIC 

Control 

862 

0.6 

2 

Diabetic 

2,835 

29 

5.0 

9 

DiRsimilRr twin * 

7.0 

10 

Slixular twin 

19 

63.0 

5 




child of parents, who do not themselves have diabetes, develops the disease, the 
parents are probably carriers and the chances are probably one in four that any 
other children ndll develop it. (5) The chances of a diabetic and a true non- 
diabetic reproducing a diabetic are nil, but 25 per cent of the population are said 
to be carriers. 

When diabetes occurs in three generations of a single family it may appear 
earlier in the second than in the Srst and earlier in the third than in the second. 
When an inheritable character makes its appearance in one generation of a 
single family at a given age and in the following generation at any earlier age 
and so on, the phenomenon is knovTi as anticipation. In a study of 100 families 
which showed diabetes in two generations, Woodyatt and Spetz encountered 
unquestionable anticipation in sixty-four cases, the differences between the ages 
of onset in the two generations ranging between ten and fifty years. In ten of 
eighty-eight families that showed the disease in two generations the diabetes 
skipped one generation, occurring in the first and third generations. In these 
families the differences in the ages of onset in the first and third generations varied 
from twenty-five to sixty-five years. In all the families that showed the trend 
(only seven of the 100 families showed the reverse), the average difference be- 
tween the age of onset in the two generations was twenty years. In all those 











20 


OBSTETRICAL AND GYNECOLOGICAL SURVEY 


In, addition to the direct effects of diabetes upon pregnancy, as described above, 
there are two other factors present in most diabetics which influence pregnancy 
deleteriously in an indirect way. These are age and obesity. At the risk of 
repetition let it be recalled that the average age of diabetic gravidae in all series 
reported is in excess of thirty years and that the majority are overweight. The 
important rdle played by obesity in the etiology of excessive sized infants, mal- 
presentations and toxemia is of course well known. 


PROGNOSIS 

Although Skipper in 1933 found a maternal death rate of 9.3 per cent in 136 
post-insulin cases collected from the literature, this is much higher than is re- 
ported in most recent series. Thus, the folloAving series record no maternal 
deaths: Kramer, 20 cases; Lavietes, Leary, Winkler and Peters, 31 cases; Men- 
gert and Laughlin, 33 cases; Brandstrup and Okkels, 22 cases; Caspar, 49 cases; 
Barnes, 25 cases. In 1935 Kramer collected 238 cases from the literature with 
eight maternal deaths, that is, a maternal mortality rate of 3.0 per cent. Almost 
all maternal deaths today from diabetes complicated by pregnnncy are due to neglect. 
For instance, in the series of Potter and Adair, comprising 16 pregnancies, their 
one maternal death occurred in a woman admitted to the hospital in coma, who 
had had'no prenatal care and who died undelivered a few hours after admission 

to the hospital. ' ...... 

The prognosis for the child in diabetes complicated by pregnancy is imphcit 
in the two foregoing sections and will not be repeated here. 


THE HEREDITY OP DIABETES MELLITUS 

The hereditary nature of diabetes mellitus was recognized as early as the turn 
of the century and has itself been the subject of a large literature. In the present 
review only those aspects of the topic will be considered which are of clinical 
importance that is, those having to do with the likelihood that the offspring of 
a ^ven mating will have diabetes. For a more complete survey the reader is 

referred to the article of White and Pincus. . 

The hereditary etiology of diabetes rests upon several types of evidence: 
(1) Diabetes in tivins. As show in table 1, from White and Pincus, the frequency 
of the disease in both members of pairs of identical twins far exceeds the m- 
cidence in fraternal tivins, as would be expected m a hereditary dise^e; and, in 
toA the frequency of diabetes in fraternal twms and siblmgs of diabetics is 
^nv times that encountered in the population at large. Other studies on 

iz:. i. ^ show 

Lb eto paJente and aibUngs of noo-diabetica, the same authors found 

diabetics anu y j:„v,oiip= in the former group was 6.7 per cent as 

that cent in the latter. (3) Demonstration of Mendelian 

compared with 1.23 p actual diabetic families but m presumably 

ratios of the recess^e yp dfficult to establish because expected 

'rS “ W hrt^rfLlhI:'s:r;tenti.l diabetic, die before the disease 
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During the first trimester, -nausea and vomiting may prevent the patient 
from adhering to her usual diet and insulin dosage. If vomiting is severe, acido- 
sis may become extreme and control precarious. iVs Potter and Adair point out, 
this is a circumstance in which therapeutic abortion may sometimes become 
mandatorj'. Inunediate hospitalization is ob\nousIy required in such cases 
followed bj’’ estimations of the blood sugar and carbon dioxide combining power 
of the blood. Many of these patients are best treated by hourly feeding and 
administration of ordinarj' insulin at three-hour intervals. If the vomiting is 
marked, glucose must obviously be given intravenous!}* with the necessary 
ordinal}" insulin to cover and the procedure repeated as indicated. 

During the last trimester vigilant observation must be maintained for evidence 
of shifting sugar tolerance and for signs of beginning pre-eclampsia. Changes 
in insulin dosage must be made cautiously since any sharp increases may sub- 
ject the patient to h}'poglycemic reactions. All authorities agree that if an 
error is to be made in insulin dosage it should be in the direction of a slight 
glycosuria. During labor, because of the glycogen demands on the liver, it is 
well to give the equivalent of 10 gr. of glucose ever}' hour or so. 

Upon the patient’s final admission to the hospital three weeks or so before 
term, two important obstetrical decisions must be made: when to effect delivery 
and how. Because of the tendency of the fetus to succumb as term approaches, 
and for other reasons, there is a widespread but far from unanimous belief that 
pregnancy should be terminated by Cesarean section before the last fortnight of 
gestation. Thus, on the one hand, Titus, Ronsheim, Randall and R}’nearson, 
and other authors recommend routine Cesarean section two or three weeks before 
term; on the other, Huiwitz and Irving, Mengert and Laughlin, La^^etes, Lear}", 
Winkler and Peters, as well as others, perform Cesarean section only when in- 
dicated and not because of diabetes. In between stand another group who 
employ abdominal deliver}" much more frequently in this complication; for 
instance. Bill and Posey’s incidence of the operation ivas 32 per cent. Advocates 
of Cesarean section point out that the infant is likely to be large (60 per cent over 
8 lbs.) W’ith consequent mechanical difficulties in labor, that such babies with 
their inherent tendency to anoxia stand labor poorly and that this operation, 
performed a fortnight before term, forestalls the ever-present likelihood of fetal 
death in utero. Against this \"iewpoint is the contention that diabetics are 
poor operative risks and that the outlook is equally good with vaginal delivery- 
provided the disease is well controlled. 

As implied above, it is the reriewer’s practice to admit aU diabetic graridae 
to the hospital three w-eeks or so before term not only for stabilization of the 
diabetes but for conaderation of the whole problem of delivery. After it is 
established that the diabetes is well regulated, the size of the infant is estimated 
as accurately as possible by palpation and a sterile vaginal e-xamination done. 
The purpose of the latter is to answer the question: Is the cer%"bc favorable for 
the induction of labor? An affirmative answer is given to this query if (1) the 
head is at or below the spines, (2) the cervix admits easily one or more fingers and 
(3) the cervical canal is less than 1 cm. long. If all three of these criteria are 
present and provided the infant is thou^t to weigh between 3000 and 3500 
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that showed anticipation between the first and third, or second and fourth gener- 
ation (the intervening generation having escaped diabetes), the average difference 
was forty-five years, or twenty-two and a half years per generation of family. 

These finding of Woodyatt and Spetz are not vnthout their clinical bearing. 
If the age of onset of diabetes in a parent should be thirty years, the child of the 
parent (or nephew or niece) developing the disease would do so in a large majority 
of cases at an earlier age and, on the basis of the averages found in their series, 
at about the age of ten. Acc^irdingly, if the child should be unaffected at the 
age of ten, the probability that he would develop the disease would diminish 
with every passing year, until at the age of thirty it would become rather remote. 

The tendency of diabetes to develop at a genetically determined time is well 
shown by White’s forty-eight cases of twins in fourteen of which the disease 
appeared in both members of the pair. In eleven of these, or about 80 per cent, 
the ages of onset were 2-3, 5-8, 3-13, 9-12, 17-29, 47-52, 53-55, 56-63, 57-57, 
60-62 and 62-62 (greatest spread twelve years). The three other cases (20 
per cent) showed greater variations, e.g. 35-60, 29-67 and 19-67. 


MANAGEMENT 


Management of the mother prior to delivery. The main objective in the manage- 
ment of diabetes complicated by pregnancy is rigid control of the disease. This 
is the responsibility of the internist, who should share jointly with the obste- 
trician the care of every such case. Once the diagnosis of diabetes is established 
the patient should be admitted to the hospital for careful evaluation of the dia- 
betic status. She should be admitted again for the same purpose every other 
month throughout pregnancy and oftener if she shows evidence of a fluctuating 
carbohydrate tolerance. It is usually unnecessary for these hospital stays 
to exceed three days, but occasionally control of the disease proves so difficult 
that hospitalization is required for a fortnight or longer. In addition, ambula- 
tory visits to the internist and the obstetrician are made at two-week intervals 
and blood sugar determinations carried out, either fasting or post-prandial. 
Three weeks before term, in the opinion of the reviewer, the patient should again 
be admitted to the hospital to remain there until after the baby is born. The 
purpose of this admission is two-fold: stabilization of the diabetic preparatory 
to delivery and consideration of the desirability and possibility of early delivery. 

■ As has been emphasized repeatedly in this review, blood sugar levels and not 
urinary sugar must determine the diet and insulin dosage recommended. In- 
ternists such as White and Sindoni, agree that a rather liberal carbohydrate 
intake is desirable as a preventive against ketosis. White’s recommendations are : 
30 to 40 calories per kilogram, carbohydrate 150 to 250 grams, protein 2 grams 
ner kilogram and fat to complete the caloric prescription. Sindoni finds that 
L average safe diet for the total day is 60 grams of protein, 80 to 90 grams of fat 
and 150 to 180 grams of carbohydrate; he advocates, however, an extra feeding 
retiring of 15 to 20 grams of carbohydrate. The same author employs 
protamine zL insuUn in those patients requiring more than 40 units of plain 
ffisS but seldom alone, because of the dangers of hypoglycemic reactions dur- 
ing the interval between meals. 
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whose mothers’ gonadotrophin values rose steadily to term. In 1940 l^rTiite 
reported the treatment of eleven diabetic gravidae with oral stilbestrol in dosages 
of 40 to 120 mg. daily and pregnolinine, 10 to 40 mg. daily with a fetal survival 
rate of 90 per cent. 

In the opinion of White gigantism of the baby may also be related to the ab- 
normal hormonal balanced that the weights appeared to have been controlled 
in the treated group. As a basis for this contention she cites the work of Snyder 
who injected chorionic gonadotrophin into pregnant rabbits and “produced a 
result not unlike a diabetic pregnancy, miscarriage, stillbirth, overdevelopment, 
death and maceration of the giant fetus!” 

The cliums of White in regard to the important r6Ie played by elevated cho- 
rionic gonadotrophin in diabetes complicated by pregnancy may be evaluated on 
two grounds: (1) the underljing rationale and (2) the actual lowering of fetal 
mortality achieved by treatment. The underii-ing rationale would seem open 
to question for a number of reasons: (1) The endocrine etiologj^ of pre-eclampsia 
as postulated by the Smiths awaits confirmation. Taylor and Scadronhave 
also stuthed the serum gonadotrophin in late pregnancy but conclude that the 
general average and range of the gonadotrophin concentration in toxemic pa- 
tients were no£ significantly different from normal controls. (2) In regard k> 
Snyder’s production of macerated, giant fetuses by the injection of chorionic 
gonadotrophin, this was accomplished as the title of his paper indicates, through 
prohngation of rabbit pregnancies vrith continued grow'th of the fetuses for at 
least three days beyond term. Naturally, the fetuses were excessive in size 
with this period of overgrowth, which corresponds in the human to a post- 
maturity of about one month. The giant fetuses of human diabetics are not the 
result of prolongation of pregnancy; indeed, they are often encountered a week 
or more before term. Then, there is another respect in which this analogy mth 
Snyder’s work is inept. The mechanism imderlying the action of chorionic 
gonadotrophin in Snyder’s rabbits was ovulation with resultant formation of 
fresh corpora lutea. It w'as, of course, the progesterone manufactured by these 
fresh corpora lutea which caused prolongation of the pregnancj’’ and the giant 
fetuses. In other words, if chorionic gonadotrophin produces giant fetuses in 
rabbits it does so through the production of additional progesterone. This is 
the very substance reconamended by White to prevent ^ant fetuses. It would 
hence seem to the reviewer that Snyder’s observations have no bearing one way 
or another on White’s contentions. (3) If elevated chorionic gonadotrophin 
and low estrogen cause premature labor, it seems strange that this imbalance 
does not cause trouble more frequently about the seventieth day of pregnancy 
when chorionic gonadotrophin is at its highest peak and estrogen is low. 

More important than the above considerations, however, is the question: 
what results have been achieved by the endocrine therapy recommended in a 
series large enou^ to be free from sampling error? No such series has yet 
been reported but an approach to an answer may be had from White’s most 
recent article (1943) in which 125 diabetic pregnancies, treated and untreated, 
are reported with seventeen fetal and neonatal deaths, a gross infant loss of 13.6 
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^ams, the membranes are stripped back and ruptured. In our last 600 induc- 
tions by artificial inpture of the membranes we have had no failures provided the 
ceiwK was favorable as indicated by the criteria mentioned. If the cervix is not 
whoUy favorable for induction, the next question asked is: How urgent is immedi- 
ate dehvety? Three findings may indicate that it is very desirable: (1) the 
presence of ^ associated toxemia; (2) the presence of an obviously large child; 
^d (3) mabihty to control the diabetes. In the presence of any of these con- 
ditions, C^arean section is done. If they are not present and the cervix is 
imfavorable, the patient is allowed to go to term in the hospital or until such 
time as the cervK is favorable. Naturally, such other factors as elderly primi- 
parity and previous infant loss would also argue for abdominal delivery; con- 
tranwise, marked obesity might serve as a deterrent. Continuous spinal an- 
esthesia is probably the anesthetic of choice if abdominal delivery is performed. 

The Smith-White endocrine hypothesis. In a series of painstaking endocrine 
studies George Van S. Smith and O. Watkins Smith have presented evidence 
which seems to show that the toxemias of later pregnancy are associated with a 
quantitative imbalance between chorionic gonadotrophin on the one hand, and 
estrogen and progesterone on the other. They not only find that chorionic 
gonadotrophin is usually very high in the toxemias and estrogen and progesterone 
very low but that this shift in balance antedates the actual development of 
clinical toxemia by some weeks. This demonstration of a typical hormonal 
imbalance involving an estrogen and progesterone deficiency, prompted the 
Smiths to administer these two hormones in the hope of re-establishing a normal 
balance. Thm therapy has now been employed by them in a substantial num- 
ber of cases ivith restoration of proper endocrine balance and, in many instances, 
this has been associated with amelioration of the clinical toxemia and recrudes- 
cence on the cessation of treatment. 

Secause of the high incidence of pre-eclamptic toxemia and premature de- 
livery in diabetic women, the Smiths concentrated on these patients in following 
hormonal changes prior to clinical manifestations and in this work had'the collab- 
oration of Priscilla White of the Joslin Clinic. The latter worker, convinced 
of the special applicability of these studies to certain problems encountered in 
diabetes complicated by pregnanc 3 % has independently carried the work further 
in this particular field. 

In the opinion of White, the abnormal endocrine picture described above, is 
responsible for the high incidence of toxemia in diabetes, the increased incidence 
of premature, labor and certain other accidents which often befall the child in 
this disease. Thus, she found that the clinical course of twenty patients whose 
values for serum gonadotrophin were normal, was completely uneventful. None 
developed toxemia. None miscarried. Quite different were the clinical courses 
of eleven patients whose values for serum gonadotrophin were elevated and who 
received no therapy. All developed complications. Eight developed toxemia. 
The remaining three delivered themselves prematurely. In contrast to the low 
mortality rate of 5 per cent in infants of diabetic mothers whose values for serum 
gonadotrophin were normal was the high rate of 55 per cent (6 cases) in the eleven 
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whose mothers’ gonadotrophin values rose steadily to term. In 1940 "RTute 
reported the treatment of eleven diabetic gravidae with oral stilbestrol in dosages 
of 40 to 120 mg. daily and pregnolinine, 10 to 40 mg. daily with a fetal survival 
rate of 90 per cent. 

In the opinion of White gigantism of the baby may also be related to the ab- 
normal hormonal balance in that the weights appeared to have been controlled 
in the treated group. As a basis for this contention she cites the work of Snyder 
who injected chorionic gonadotrophin into pregnant rabbits and “produced a 
result not unlike a diabetic pregnancy, miscarriage, stillbirth, overdevelopment, 
death aid maceration of the giant fetus!” 

The claims of White in regard to the important r61e played by elevated cho- 
rionic gonadotrophin in diabetes complicated by pregnancy may be evaluated on 
two grounds: (1) the underlj-ing rationale and (2) the actual lowering of fetal 
mortality achieved by treatment. The underlying rationale would seem open 
to question for a number of reasons: (1) The endocrine etiologj' of pre-eclampsia 
as postulated bj' the Smiths awaits confirmation. Taylor and Scadronhave 
also studied the serum gonadotrophin in late pregnancy but conclude that the 
general average and range of the gonadotrophin concentration in toxemic pa- 
tients were no£ agnificantly different from normal controls. (2) In regard to 
Snyder’s production of macerated, giant fetuses by the injection of chorionic 
gonadotrophin, this was accomplished as the title of his paper indicates, through 
prolongalion of rabbit pregnancies with continued growth of the fetuses for at 
least three days beyond term. Natiually, the fetuses were excessive in size 
with this period of overgrowth, which corresponds in the hmnan to a post- 
maturity of about one month. The giant fetuses of human diabetics are not the 
result of prolongation of pregnancy; indeed, they are often encountered a week 
or more before term. Then, there is another respect in which this analogy with 
Snyder’s wmrk is inept. The mechanism imderlying the action of chorionic 
gonadotrophin in Snyder’s rabbits was ovulation with resultant formation of 
fresh corpora lutea. It was, of course, the progesterone manufacttired by these 
fresh corpora lutea which caused prolongation of the pregnancy and the giant 
fetuses. In other words, if chorionic gonadotrophin produces giant fetuses in 
rabbits it does so through the production of additional progesterone. This is 
the very substance recommended by White to prevent giant fetuses. It would 
hence seem to the reviewer that Snyder’s observations have no bearing one way 
or another on White’s contentions. (3) If elevated chorionic gonadotrophin 
and low estrogen cause premature labor, it seems strange that this imbalance 
does not cavise trouble more frequently about the seventieth day of pregnancy 
when chorionic gonadotrophin is at its highest peak and estrogen is low. 

More important than the above considerations, however, is the question: 
W’hat results have been achieved by the endocrine therapy recommended in a 
series large enough to be free from sampling error? No such series has yet 
been reported but an approach to an answer may be had from White’s most 
recent article (1943) in which 125 diabetic pregnancies, treated and untreated, 
reported with seventeen fetal and neonatal deaths, a gross infant loss of 13.6 



26 


OBSTETKICAL AND GYNECOLOGICAL SDHVEY 


per cent. This is an exceedingly low figure, but it is not substantially less than 
has been achieved (in smaller series, it is true) by Hurwitz and Irving, 15 per 
cent, and by Mengert and Laughlin, 18 per cent, without endocrine therapy. 
Actually, White does not report this gross figure, but divides her patients into 
those with abnormal endocrine levels (twenty-seven cases) with fifteen infants 
lost (55.6 per cent) ; and those who either had normal balance or who received 
therapy (ninety-eight cases) with only two infant deaths, (2.0 per cent). The 
former figure is worse than obtained in pre-insulin days and the latter better 
than most clinics can achieve for total infant loss in non-diabetic women. This 
suggests sampling errors. For this reason most obstetricians will find these 
broken-do)vn statistics difficult to interpret and will probably prefer to evaluate 
the gross figure. 

White’s work is in need of clinical confirmation or refutation at other hands. 
B. L. Bowen has reported a single case in which oral administration of 6 mg. of 
diethylstilbestrol daily resulted in a dramatic reduction in insulin requirements 
and the disappearance of the signs and symptoms of a mild toxemia. On the 
other hand, JBurwitz takes issue with White on a number of scores. He points 
out, on the basis of statements in the articles of the Smiths and White herself, 
that pregnancy accidents may occur in patients with a normal hormonal balance 
and that abnormal hormonal balances may revert to normal without treatment. 
He notes further that in a group of fifty-three pregnant women with diabetes at 
the Boston Lying-In Hospital, there were only eight fetal deaths, a fetal mor- 
tality of 15 per cent. These women received no specific therapy other than for 
the diabetes and all were delivered in conservative fashion. This mortality rate, 
Hurwitz points out, compares favorably with the 33 per cent given by White as 
the usual fetal mortality and with the 13 per cent in her own endocrine-treated 


series. 

Management of mother in pnerperium. Diabetes may be more difficult to con- 
trol in the early puerperium than at any other time. The wide and sudden fluc- 
tuations which the blood sugar sometimes undergoes during this period are pre- 
sumably the result of a number of factors: endocrine and metabolic changes 
associated with the reconversion of bodily mechanisms to their non-pregnant 
state, slight degrees of puerperal infection, conversion of certain amounts of 
blood glucose into mammary lactose and possibly the sudden withdrawal of the 
fetal pancreas. Disturbances in sugar tolerance are most common during the 
first week postpartum after which the diabetes returns rapidly to its pre-preg- 
nancy status. There is no evidence that pregnancy ever causes permanent 


aggravation of diabetes. . , 

As a basis for insulin dosage daily blood sugar determmations should be carried 
out during the first week postpartum. Here, as m vomiting of pregnancy, be- 
cause Of the unpredictable vacUlations in blood sugar, three or four injections of 
ordinary insulin a day, ivith food to cover, are often preferable to the longer act- 
ing protamine zinc insulin. And, in general, when Jabetes in pregnancy, labor 
or the puerperium, becomes troublesome to control, the d^culties are more easily 
met as a mle, with frequent doses of ordinary msulm than with the protamme 
zinc variety. As has already been stressed, care must be exercised to differen- 
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tiate between urinarj' glucose and lactose since both may be present in substantial 
quantity and both reduce Benedict’s and Fehling’s solution. 

Although there is a divergence of opinion on the desirability of lactation, the 
majority of authors favor it and seem to meet little difficulty in establishing sat- 
isfaotoiy nursing. In this connection Qindoni stresses the care which must be 
exercised in the management of the mother’s diabetes when weaning the child. 
Blood sugars must be checked frequently at this time to prevent hjqierglycemia 
or acidosis. Sindoni cites two patients in his own experience who were admitted 
to the hospital in diabetic coma while they were in the process of weaning their 
infants. One had been lactating fiv'c months, the other fifteen months. 

Management of the infant. Two special problems present themselves in the 
management of the newborn infant of a a diabetic mother: hj^poglycemia and 
anoxia. In order to forestall the former Randall and Rjmearson, in a notable 
article on the subject, recommend the injection of 5 cc. of 10 per cent glucose into 
each buttock a few minutes after birth. Further such injections are given at 
interv’als regulated by the value of the blood sugar as determined by the micro- 
method, by the behavior of the infant and bj-- the ability of the infant to take 
feedings by mouth. The same authors attempt feeding within four hours, gi\Tng 
either 10 cc. of a 10 per cent solution of glucose or 7 cc. of a karosyrup lactic acid 
mixture everj' two hours during the first tivo or three days. "Whenever the feed- 
ing is taken poorly or whenever tvitchings, convulsive movements or cyanosis 
indicate, in the opinion of the authors, the development of hjqioglycemia, 10 cc. 
of a 10 per cent solution of glucose is given b 3 ' mouth if possible; otherwise it is 
administered intramuscularly. 

Although Randall and Rjmearson report seven cases in which hypoglycemia 
appeared to cause convulsions and cyanosis, and even threatened the life of the 
infant, there is a substantial body of opinion to indicate that these authors over- 
emphasize this danger. As already stated, the blood sugars of many normal new- 
born infants fall below 50 mg. per 100 cc. without untoward signs of anj' nature; 
and in the opinion of "ViTute, Sisson, Sindoni and others, the twitchings, cyanosis 
and convulsions which infants of diabetic mothers sometimes manifest, are re- 
lated to the inherent tendency of these babies to anoxia rather than to hj^pogly- 
cemia. However this maj' be, it is the custom of most authors to give these 
infants glucose, either bj”^ mouth or intramuscularly at frequent intervals during 
the first three days, although it may well be urmecessary. It can do no harm 
and may prove helpful in occasional cases. Obviously, because of the tendency 
of the newborn to hypoglycemia, insulin should not be given to the mother during 
the three hours immediatelj’’ preceding delivery. 

During the first few days of life the infants of diabetic mothers should be given 
the same treatment which premature babies receive in respect to oxygen and 
fieat. This means placing them in an incubator -with oxygen flow regulated to 
provide a partial pressure of oxygen between 40 and 50 per cent. The tempera- 
ture should be about 85°F. and sufficient nursmg personnel available to permit 
constant observation during the first seventy-two hours. Their care, of course, 
should be the responsibility of a pediatrician. 

The problem of future pregnancies. From the viewpoint of cold logic, diabetic 
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women should not become pregnant. The increased risk to the mother, the 
greatly increased hazards faced by the infant and the very patent eugenic im- 
plications, all support this statement; However, as every obstetrician knows, 
factors other than reason, are frequently interjected and some compromise with 
the above injunction must often be made. In so far as the maternal and fetal 
risks are concerned, these would not appear so great as to preclude the bearing of 
two or three children. In some 75 per cent of cases, by the law of probability, 
the husband will be a true non-diabetic, that is, neither he, his siblings, nor any 
member of his family in the two preceding generations, will show a history of 
diabetes. Imsuch matings there is practically no chance of the child developing 
the disease but he or she Avill be a carrier. If the husband is a carrier and particu- 
larly if he himself is a diabetic, childbearing would seem most reprehensible. On 
the other hand, we have the authority of Joslin on this question as follows: “With . 
improvement in the management of the disease less and less danger of invalidism 
and premature death -will be involved. Moreover, who will be left to halt the 
falling birth rate if all unsound individuals in the country are forbidden to have 
children? There are many individuals one meets on the street who are far less 
desirable to choose for fathers and mothers than diabetics.” All in all, so many 
factors — medical, eugenic, social, reli^ous and sentimental — ^bear on this prob- 
lem, that the decision would seem best left to the circumstances of the individual 
case and the conscience of the physician. 
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RELATION BETWEEN GASTRIC ACIDITY AND THE ANTERIOR- 
PITUITARY-LIKE HORMONE CONTENT OF URINE IN 
PREGNANT WOMEN 

Stanley Way 

Brit. Med. Jour., 182-184, August 11, 1945 

% 

The author recalls that niunerous observations on gastric acidity in pregnancy 
show that there is a striking diminution in both free and total acid content of 
gastric juice in response to a test meal. Previous investigations, moreover, have 
drawn attention to the fact that the lowest secretion of free acid coincides Mth 
the period of pregnancy when nausea and vomiting are common. In 1938, dur- 
ing a statistical investigation into the incidence of hyperemesis gravidarum, the 
author noticed an extraordinarily high incidence of this disorder in patients who 
were suffering from hydatidiform mole. Since hydatidiform mole is associated 
with the presence in the urine of large amounts of anterior-pituitary-like hormone, 
it appeared to the author that this hormone might be responsible for the low 
secretion of acid in the gastric juice. Since it is well known that the secretion of 
anterior-pituitary-like hormone reaches its maximum between the 56th and 84th 
days, and since the investigations mentioned above indicate that the diminution 
in gastric acidity is most pronounced at about this time, the author’s suspicion 
that there was a relationship between these two phenomena seemed plausible. 

Moreover, soon after this W'ork was started, an important piece of experimental 
evidence was published by Culmer, Atkinson and Ivy (1939) . They showed that 
in dogs with Pavlov pouches, the secretion of free and total acid could be very 
greatly diminished, even after histamine, by the injection of fairly large amounts 
(1,000 to 5,000 ratimits) of anterior-pituitary-like hormone. They were unable 
to produce this effect with any other hormone knovn to be secreted in excess 
during pregnancy. 

In the present investigation the relationship between free and total acid in 
response to a test meal and the secretion of anterior-pituitary-like hormone in the 
urine was studied. The subjects were 67 women who gave no history of gastric 
disorders. Twenty -two were between the 35th and 40th weeks of pregnancy; 
20 between the 20th and 29th weeks; 21 between the 8th and 16th weeks; 1 had a 
missed abortion; 1 had a dead fetus at full term; 1 had a hydatidiform mole; and 
1 a chorionepithelioma. Samples from twenty-four hour specimens were taken 
and Aschheim-Zondek reactions were performed on imdiluted samples of urine, 
on samples diluted 1 in 5 and 1 in 10. 

The author was able to confirm in the first place that there is a marked duninu- 
tion in gastric acidity during the early weeks of pregnancy. Thus, his patients 
who were 8 to 16 weeks pregnant showed an average maximum secretion of free 
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HCI of 0.023%; those who were 20 to 29 weeks showed an average maximum 
secretion of 0.0-15%, wiiile those who were 35 to 40 weeks pregnant manifested a 
maximum average secretion of 0.079%. He found in the second place that there 
was a verj' definite and inverse relationship between the concentration of anterior- 
pituitarj'-like hormone in the urine and the secretion of hydrochloric acid by the 
stomach. Thus, in the group in which Aschlieim-Zondek tests were positive at 
dilutions of 1 in 10, the maximum secretion of hydrochloric acid was only 0.029%. 
In the group in wliich the Aschheim-Zondek test was positive in dilutions of 1 in 
5 but negative in dilutions of 1 in 10, the maximum concentration of hydro- 
chloric acid was 0.044%, while in those cases which showed the lowest concentra- 
tion of anterior-pituitarj'-like hormone, those in which the Aschlieim-Zondek 
test was positive but negative in any dilution, the maximum secretion rose to 
0.079%. The author concludes, accordingly, that there seems to be some rela- 
tion between the free and total acid in the gastric juice and the amount of an- 
terior-pituitarj’-Iike hormone secreted in the urine, and that it seems to be 
inversely proportional. 

(From a clinical viewpoint it is instructive to note that the observations of Way and 
other authors on the hypochlorhydria of pregnancy carfy important implications in regard 
to the causation of some of the commonest complications of gestation: (1) Diminution in 
acid contents of the stomach is usually paralleled by a decrease in gastric motility which, 
in turn, is believed to be the cause of heartburn and flatulence, and may be an etiological 
factor in hyperemcais; (2) HjTpochlorhydria interferes with the ability of the stomach to 
absorb iron and so predisposes to anemia. 

We used to think that heartburn was due to gastric hyperacidity and that it therefore 
called for sodium bicarbonate ns a remedy, but gastric analyses on patients with heartburn 
regularly show that the great majority of these cases arc associated with a relative anacid- 
ity. Actually, as demonstrated by Chester Jones (Digestive Tract Pain, New York, The 
Macmillan Co,, 1938), N. H, Williams (Am. J. Obst. & Gynec., 42, 814, 1941) and others, 
the composition of the gastric juice has nothing to do with heartburn, which is essentially a 
neuromuscular disturbance consequent upon diminished gastric motility. The latter is a 
coMtant, “physiologic” accompaniment of pregnancy and results in reverse peristaltic 
waves and the regurgitation of stomach contents into the esophagus. The irritation of the 
esophageal mucosa, so produced, causes heartburn regardless of the acidity of the juice. 
Hence, the main objective in the treatment of heartburn is to improve gastric motility. 

In view of the above facts, the beneficial effects which can often be achieved in heartburn 
by the administration of dilute hydrochloric acid before meals, must be interpreted on the 
grounds that gastric motility, in general, increases directly with the acid contents of the 
stomach. The same reasoning applies to the use of dilute hydrochloric acid in flatulence. 
Employing a similar rationale, N. H. Williams has found that a single injection of prostig- 
mine, 1 cc. of a 1:2000 solution intramuscularly, will usually give relief from heartburn for a 
week or so. In regard to sodium bicarbonate it is common experience that this remedy is 
often ineffectual and, at best, gives only temporary relief. It has the additional disad- 
vantage that it increases the quantity of sodium in the body and, if used persistently, may 
predispose to edema. 

The frequency of hypochlorhydria in gestation and its tendency to cause anemia, may 
well be borne in mind when treating cases of microcytic anemia of pregnancy which respond 
slowly to the usual iron medication after meals. Supplementing the iron therapy with 
dilute hydrochloric acid before meals will sometimes help in these cases. — ^Ed.) 
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THE TRANSMISSION OF PENICILLIN TO AMNIOTIC FLUID AND 
FETAL BLOOD IN THE HUMAN 

J. H. E. WOLTZ AND H. A. ZiNTEL 
Am. J. Obst. & Gynec., 60: 338-^0, September, 1945 

The present study was undertaken to determine the concentration of penicillin 
in the amniotic fluid and in the fetal blood after administration of the sodium salt 
of the drug to the mother by intramuscular and intravenous routes, and to 
attempt to form a preliminary estimate of the quantitative relationships of these 
concentrations at various times after injection. 

Fifteen normal women were given sodium penicillin shortly before delivery, 
eleven by intramuscular injections of 25,000 units of penicillin in physiologic 
saline and four by intravenous drip method at the rate of 10,000 units of peni- 
cillin per hour. Penicillin was found to be present in the amniotic fluid following 
both of these methods of administrations. The concentrations were comparable 
to those of the maternal and fetal circulations. In those cases receiving intra- 
muscular injections, the maximum concentrations in the fetal circulation and 
amniotic fluid were found 60 to 90 minutes followng injection to the mother. 
The intravenous administration had been continued, in each case, for at least 
two hours before delivery, and in each case there was a significant amount of 
penicillin present in the cord blood and amniotic fluid. There was no evidence 
of penicillin toxicity to either mother or child in any of the cases. 

The fact that adequate penicillin levels can be produced in the amniotic fluid 
as well as in the maternal and fetal circulations suggests the use of penicillin in 
the treatment of certain types of intrauterine infection as well as its prophylactic 
use following premature rupture of the membranes and during prolonged labor. 
The dosage, mode of administration and efficacy in these complications of preg- 
nancy remain to be determined by future investigations. 3 references. 

(On the basis of a small series of cases, perhaps 15 or 20, I have the impression that 
penicillin is of great value not only in the treatment of actual intrapartum infection but 
also as a prophylaxis against intrauterine infection in prolonged labor, in prolonged rupture 
of the membranes and in neglected cases which have been referred to the hospital after 
vaginal manipulation at home. On the assumption that penicillin passes through the 
placenta we have been in the habit of giving this drug also to patients with active gonorrhea, 
during the course of labor, in the belief that it will aid in the prevention of gonorrheal 
ophthalmia. The clear-cut report of Woltz and Zintel is hence most welcome in showing 
that penicillin actually does traverse the placenta and in very rapid fashion. Ed.) 
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BLOOD PRESSURE IN NORMAL PREGNANCY 
George J. Andhos 

Am. J. Obst. & Gjmec., 60: 300-30G, September, 1945 

Antepartum blood pressure was studied in 300 cases of normal pregnancy. 
The series was unique in that all patients had had one or more pressure readings 
taken prior to the onset of pregnancy. In the 661 pre-pregnancy readings in the 
300 cases there was an average “normal” blood pressure of 114.6/72.6 (pulse 
pressure 42). In comparing the average pre-pregnaney pressure (systolic, dias- 
tolic, and pulse) for the group as a whole noth the average intra-pregnancy 
figures for the entire group calculated according to calendar month — or week — of 
pregnancy, no significant deviation in 83 'stolic pressure was noted at any time 
during gestation. Diastolic pressures were consistcntlj' lower than the “normal” 
in the first six and one-half months of pregnancy, but the drop was not marked. 
Derdations ranged from 2.64 to 4.15 mm. Hg. below the pre-pregnancy figure. 
There was no significant variation from pre-pregnanej' diastolic pressure in the 
last two and one-half months of gestation. Average diastolic readings ranged 
from 68.43 at the third month to 75.66 at the last week before deliver}'. Average 
pulse pressure increased with the diastolic fall noted, varying between 46.20 at 
the third month down to 40.90 at the third week of the ninth month. Approx- 
imately two-thirds of the patients in the series exhibited some diastolic fall in the 
first trimester as a unit, and an identical number in the second trimester, but 
only an approximate one-half of the patients showed a diastolic pressure fall in 
both the first and second trimesters. 

The conclusions reached were that systolic blood pressure does not vaiy at any 
time during normal pregnancy from the level for a normal and healthy young 
woman who is not pregnant and that there is evidence that diastolic blood pres- 
sure tends to be slightly lower in the first and second trimesters of normal preg- 
nancy than in the normal nongravid state. On the basis of the study it w'ould 
appear that any persistent, even though slight, increase in either systolic or 
diastolic pressure during pregnancy should be looked upon as potentially sig- 
nificant. 38 references. 4 tables. 


THE DISTRIBUTION OF CELL TYPES IN THE ANTERIOR HYPO- 
PHYSIS DURING LATE PREGNANCY AND LACTATION 

Newton B. Everett and Burton L. Baker 
Endocrinology, 37: 83-88, 1945 

\ 

Within the last few years considerable evidence has accumulated from bio- 
assays which shows that the lactogenic content of the anterior hypophysis in- 
creases markedly in mammals about the time of parturition. In some forms the 
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mcrease has been observed during pregnancy, whereas in others no notable in- 
crease occurs until the time of parturition or soon afterwards. In the present 
study differential cell counts of the hypophysis from pregnant and lactating rats 
show that at three days postpartum the acidophiles have increased by almost 
100% above the number present in pregnant animals. This number decreases 
as lactation continues but does not revert to the pregnancy level. The increased 
number of acidophiles aud their increased granulation is believed to be associated 
\vith the high lactogen content of the hypophysis. This increase of acidophiles 
was due to conversion of chromophobes and not from di'feion of acidophiles. 
There is no significant weight change in the rat hypophysis during lactation as 
compared with pregnancy. 


THE INFLUENCE OF PREGNANT-MARES’ SERUM ON THE 
PREGNANT RAT 

A. St.G. Huggett and J. J. Pritchard 
J. Physiol., 104: 5P, 1945 

Investigations into the cause of fetal death in the rat following a single injec- 
tion of follicle-stimulating hormone (P.S.H.) from pregnant-mares’ serum and 
the subsequent changes in the placenta are reported. Fetal death was most 
easily produced by injection at the 10th day of pregnancy, ivith 50 I.U. the min- 
imum effective dose. Lethal doses given at this time inhibit the penetration of 
allantoic blood vessels into the trophoblast. The decidual basalis becomes ab- 
normally thick, due to the failure of normal involution. It is reduced in vascular- 
ity and shows large areas of coagulative necrosis. In spite of this decidual ne- 
crosis, absence of allantoic mesoderm and absence of fetus, the trophoblast 
usually survives, grows and differentiates in comparatively normal fashion. 
The authors conclude that the decidual changes are probably the ultimate cause 
of the fetal death. The only effect of F.S.H. given after the 12th day of preg- 
nancy was to delay parturition beyond the normal 21 days. Retention after 
the 23rd day resulted in death of the fetus. 
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THE EFFECT ON INFANT MORTALITY OF VITAIMIN K 
ADMINISTERED DURING LABOR 

Edith L. Potter 

Am. J. Obst. & GjTiec., 60: 235-47, September, 1945 

This report presents the seemingly justified conclusion that no decrease in 
infant or fetal mortality can be expected to result from the routine administration 
of vitamin K to all women during labor. 

The discovery of %dtamin K with the realization that spontaneous bleeding of- 
ten occurred in animals when the \dtamin was absent from the diet has excited 
much interest in the possibility of decreasing the mortality of newborn infants 
due to bleeding. Many investigators have produced e^ndence that in the major- 
ity of infants, the prothrombin time is prolonged during the first week of life 
beyond the normal time for adults. Many also have claimed that the adminis- 
tration of vitamin K to the mother prior to delivery or to the infant after birth 
will usually prevent this prolongation, and that after prolongation has occurred, 
it may be returned to normal by the administration of vitamin K. 

The e^^dence of numerous investigators seems to make this point conclusive; 
that is, that vitamin K ^^^ll prevent a prolongation of prothrombin time and will 
return to normal one that is alread}’- prolonged. However, the important ques- 
tions are whether or not hemorrhagic disease in infants is caused entirely by 
prothrombin deficiency and whether the incidence and mortality rate of hem- 
orrhagic disease due to this deficiency are great enough to warrant the routine 
administration of vitamin K. 

The opinion advanced by numerous investigators and based upon statistics 
from their experiments is that prothrombin deficiency alone cannot e.xplain all 
cases of hemorrhagic disease in newborn infants. Many infants with excessively 
prolonged prothrombin time show no evidence of hemorrhage while others with 
relatively little prolongation bleed severely. Since almost all infants show some 
prolongation of prothrombin time during the first week, all who bleed from any 
cause would be expected to show some abnormality. 

The optimistic prophecies which were made early in the study of vitamiu K 
regarding a decrease in infant mortalitj' due to hemorrhage by the routine ad- 
ministration of vitamin K have not materialized. The investigations of man 3 ’-, 
including Sanford, and Parks and Sweet indicate that in a carefullj^ studied group 
of infants, anything which can be considered true hemorrhagic disease is ex- 
tremely rare and that the incidence of hemorrhages which do appear in this age 
group is not modified by administration of vitamin K to the mother prior to 
delivery or to the infant after birth. 
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In order to evaluate further the claims of various investigators in regard to the 
value of \'itamin K administration to reduce hemorrhagic neonatal mortality 
rates, a study of this subject was made at the Chicago Lying-in Hospital. For 
two years, vitamin K, in the form of 3.2 mg. Hykinone, was given to all patients 
on admission to the labor rooms. During the two following years administration 
of the vitamin was discontinued for a control study. The first group produced 
6,560 infants weighing over 1,000 grams and the second group 6,630 infants. 
The total fetal and infant mortality rate for the first group was 29.8 and for the 
second group 25.8. Although the rate was higher for the group receiving vitamin 
K than for that not receiving it, there were no significant changes in the incidence 
of primiparity, premature delivery, mode of delivery or any other known factor. 
The mortality rates for livebom infants are identical in the two series, as are also 
the number of infants who showed evidence of hemorrhage on postmortem 
examination. 

In only two infants did the possibility of true hemorrhage exist and in neither 
of these was the diagnosis conclusive. In one of these cases, Hykinone was given 
to the mother before delivery; in the other it was administered to the infant. 
Both infants died. 

It is the opinion of the Chicago Lying-in Hospital that the incidence of 
intracranial hemorrhage is directly related to the skill and judgment of the 
obstetrician. 

From the evidence produced by the present study and by other investigators, 
it would seem that no decrease in infant or fetal mortality can be expected to 
result from the routine administration of vitamin K to all women during labor. 
77 references. 


(This judicial clinical study by our leading student of neonatal pathology would seem 
to constitute well-nigh irrefutable evidence against the value of vitamin K administered in 
labor, and surely it has tempered the enthusiasm of many of us who, a few years ago, held 
high hopes for this vitamin as a means of lowering infant mortality. In view of Potter’s 
findings, the curious thing about this whole matter is the large number of favorable reports 
on record. As an example, in the very same issue of the jhurnal containing her article, 
appears another study, abstracted below, in which the authors reach just the opposite 
conclusion and recommend its use in labor; moreover, in the discussion which followed the 
presentation of these two papers at the Chicago Gynecological Society, another worker in 
the field, Augusta Weber reported as follows: In a study carried out at the Cook County 
Hospital by Webster and Fitzgerald (Surg. Clin. N. A. 23, 87, 1943), 5370 deliveries were 
observed, in 1720 of which the mother had received vitamin K in labor. Among 44 neonatal 
hemorrhages which occurred in the total series, 42 developed in the untreated mothers, 
whereas only 2 occurred in the cases in which vitamin K had been administered! The 
authors cannot believe that this dramatic difference was just an accident. Similarly, 
other authors have endorsed the administration of vitamin K in labor on the basis 
of substantial series of cases. On the other hand, let it be noted. Parks and Sweet (Am. J. 
Obstet' & Gyneo., 44, 432, 1942) have obtained no effects on infant mortality from the use 
of the vitamin and hence agree with Potter. 

Wow can it be that groups of sincere, forthright and presumably competent investigators 
V, Hiffer so decidedly on what would seem to be a rather simple problem, namely, the 
^ ecttf the antenatal administration of vitamin K to the mother on stillbirth and neonatal 
mortality? There are several possible explanations. 
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1. Sampling errors, that is, the inadvcrtant inclusion, cither in the vitamin K series or 
the untreated scries, of a disproportionate number of cases which carry inherently an espe- 
cial hazard to the baby, such as cases of premature labor. Potter believes that this error 
explains most of the favorable reports and certainly it must have played some r&le in the 
decided differences reported bj- Webster and Fitzgerald. 

2. Dietary differences between the varfous series reported. For instance, if the previous 
dietary regime of Potter’s scries at the Chicago Lying-In Hospital was better than Webster 
and Fitzgerald’s at the Cook County Hospital, the latter might be expected to be in more 
need of vitamin K. Against this supposition is the fact that the series of Parks and Sweet, 
who found no value in vitamin K, was made up of patients at the Gallinger Hospital in 
Washington who were very comparable, I believe, in social and economic status with the 
Cook County group. 

3. Barbiturates. Both Webster and Fitzgerald, and Schmidt and Baba have found that 
barbiturates given the mother lower the prothrombin time of the new-born infant and that 
this hypoprothrombin state can be relieved by the administration of vitamin K ante- 
natalh'. This maj’ explain some of the discrepancies. Practically all of the cases reported 
by Heilman and his associ.ates had received barbiturates for analgesia plus sodium pentothal 
for delivery. 

In view of our own favorable results, the many concurring reports in the literature, the 
poor diets of many of our patients, and the possible barbiturate factor, we are continuing 
to use vitamin K despite the very convincing Potter report. — Ed.) 


.A.QUINONE DURING L.\BOR; ITS EFFECT ON THE PROTHROMBIN 
LEVEL OF THE NEWBORN INFANT 

H. E. Schmitz .and George Bara 
Am. J. Obst. & Gynec., 60: 292-300, September, 1945 

In this report, the conclusion is draw-n that aquinone to laboring mothers has 
a prophylactic effect against physiologic or induced prothrombinemia. 

A studj^ of prothrombin levels in the newborn infant requires the consideration 
of such factors as maternal conditions prior to parturition and feeding schedules 
of the infants. Certain standards of technique should be adopted to reduce the 
elements of human error. In this study, a total of 231 unselected cases of new- 
born infants was investigated. These were classified according to whether the 
mother had received no medication during labor, analgesics only, analgesics and 
aquinone, or aquinone onlj'. The data were analyzed to determine the min- 
imum prothrombin level and the day by w'hich this level was reached. The 
Biinimum level in most cases was reached by the third postnatal day. A pre- 
cipitous drop by the first day was showm in those cases where no aquinone Avas 
used, while those xvith aquinone showed but a slight drop. 

Other findings were as follows: labor analgesics in the form of certain barbit- 
urates apparently e.xert prothrombinopenic effect on newborn infants. Icterus 
of varying degree was seen frequent^ in spite of the high or normal prothrombin 
level; some cases with low prothrombin levels manifested no icterus; aquinone 
administered intramuscularly in this series caused no discomforting symptoms. 
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Since the circumstances tending to produce fetal hemorrhage may be present 
as soon as labor begins, it follows that the administration of vitamin K should be 
sufficiently early to eliminate the role of prothrombinemia in the production of 
hemorrhage. 

Dr. Augusta Webster discusses this report and that of Dr. Potter, who found 
that no demonstrable decrease in infant or fetal mortality could be expected to 
follow the routine administration of vitamin K to all women during labor. Dr. 
Webster’s findings are similar to those presented in this report, including the 
observation that certain barbiturates lower the prothrombin level of the new- 
born infant, and that this hypoprothrombin state may be relieved by the admin- 
istration of vitamin K to the mother during labor. 17 references. 


CAUDAL ANALGESIA IN OBSTETRICS WITH SPECIAL REFERENCE 
TO REPEATED SINGLE BLOCKS 

B, J. Hanley and C. M. Malone 
Am. J, Obst. & Gynec., 60: 306-11, September, 1945 

The authors present the results which they obtained in a series of 1,925 cases 
using caudal block. In 152 of these cases, a technique for complete analgesia and 
delivery under repeated single caudal injections with }4 per cent tetracaine was 
employed. 

In these latter cases, nembutal and aspirin were given dining the first stages 
of labor and the first caudal block was given preferably after the head was en- 
gaged and the cervix dilated to at least 3 to 5 cm. The large majority of multi- 
paras were carried through labor and delivery with a single injection. The 
average number of injections necessary for primiparas was 2.7. 

In the entire series of 1,925 cases there were no maternal deaths from any 
cause and no fetal deaths attributable to this anesthesia. There were no infec- 
tions of any kind. 

Indications for caudal block are premature labor, heart disease and pul- 
monary disease. Its use is contraindicated where there are inadequate ma- 
terials and personnel to combat every possible type of accident. It should not 
be used in patients ivith severe anemia, exhaustion, abruptio placentae, pla- 
centa previa, spinal deformity, or when disproportion is suspected. 

Subdural and intravenous injectioh should be guarded against. Prophylaxis 
in the selection of cases will usually eliminate blood pressure drop, but when it 
does occur, elevation of the lower extremities and the use of ephedrine sulfate 
will usually combat it successfully. Absolute sterile technique is essential to 
prevent infection. The use of a 20 gauge flexible spinal needle, properly in- 
serted, is recommended. There were no broken needles in this entire series 

As compared with continuous caudal analgesia, advocated by Hingson and 
Edwards, caudal blocks do not require the constant and expensive attendance of 
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the tmned anesthetist. The patient can move at will and be examined wth 
ease. The chances for infection and broken needles are much less. The equip- 
ment is more manageable and one-sided analgesia is seldom seen. 

Smgle caudal block has a definite place in obstetrics and is as safe or more so 
than other forms of analgesia. Correctly administered, it will give as good re- 
sults as any other form of analgesia. The percentage of successful analgesia in 
these 1,925 cases was 96 per cent. A caudal block was considered successful if no 
additional anesthetic agents were required. The use of interrupted single caudal 
blocks for analgesia and delivery gives promise of effectiveness and safety for 
mother and child. 

Caudal anestheada in obstetrics should be limited to well-equipped institutions 
which have full-time readent or teaching staffs. 5 references. 


CONTINUOUS CAUDAL ANALGESIA IN OBSTETRICS ON TRIAL 

R. E. Nicodemus, L. F. Ritmilleh and J. L. Ledden 
Am. J, Obst, & Gynec., 50: 312-18, September, 1945 

A comparative study is made of the results of continuous caudal analgesia and 
other forms of analgesia. Five-hundred patients, prior to the institution of 
caudal analge^, were given sodium pentobarbital, if necessary a rectal oil ether 
mixture, and in all cases, inhalations of ethylene or nitrous oxide at the actual 
time of delivery and repair. Another 500 subsequent cases were given con- 
tinuous caudal analgesia. 

Analysis of the results from these two types of analgesia shows that where 
caudal analgesia is used, the labors are usually longer. Uterine contractions are 
of less intensity and the expulsive force of the abdominal musculature is lost. 
Occiput posterior positions rotate less often and operative deliveries are increased. 
In contrast, the advantages of this technique are a lower incidence of stillbirths, 
easier and safer breech deliveries, a lower maternal morbidity, diminished blood 
loss with delivery, less permanent injurj’’ to the birth canal and a pleasant, co- 
operative happy patient. The postpartum response of the patient imder caudal 
analgesia is superior to that of the patient recehdng other analgesia. 

Such dangers as needle breakage, infection, penetration of the subarachnoid 
space, etc., need to be controlled by careful thought, judgment and attendance 
on the part of the doctor. 

Dr. Robert A. Hingson believes that continuous caudal analgesia should be put 
on trial by all obstetricians who still manage women in pain throughout labor 
and delivery. He confinns the fact that it does prolong labor and states, that 
its application should be guided by this consideration. Prolonged caudal blocks 
above the segmental levels of thoracic 8 impair the forces of labor. 

Dr. Thaddeus L. Montgomerj^ writes that the crux of the situation seems to lie 
in the problem of how far one should go with any method of anesthesia which 
inhibits the natural powers of labor. However, the lack of anoxemia in the baby 
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and the freedom from inhalation accidents to the mother in caudal and spinal 
anesthesia, represent quite a step forward. 

Dr. W. Royce Hodges reports that most of his disappointments in caudal 
analgesia were due to personal failure in technique. He advises against too 
early administration of this type of anesthesia and against allo^ving the analgesia 
to necessitate operative deliveries. 


FIVE YEARS' EXPERIENCE WITH CAUDAL ANESTHESIA IN 
PRIVATE OBSTETRIC PRACTICE 

Arthur Baptisti, Jr. 

Am. J. Obst. & Gynec., BO: 180-183, 1945 

This is a report of the author’s experience in 320 cases with a procedure for 
terminal caudal aesthesia which can be employed without trained assistance. 
The procedure was completely satisfactory in 316 cases, with no maternal or 
fetal complications; in two instances administration was abandoned because the 
caudal space could not be penetrated, and in tw6 supplementary anesthesia was 
found necessary. The equipment includes one each of the following: small 
towel; 3-inch, 19-gauge spinal puncture needle; small hypodermic needle; 10-ce. 
syringe; 150-cc. Pyrex basin; ampule containing 5 cc. of 20 per cent metycaine 
with file for opening; and several gauze sponges. With the patient in hard labor 
and l 3 dng on her side with knees flexed, an area of skin overlying the sacral hiatus 
is cleaned with iodine followed by alcohol. The metycaine is diluted with 60 cc. 
of sterile normal saline solution. Several cc. of this solution are then allowed to 
infiltrate the skin and subcutaneous tissues overlying the hiatus. The patient is 
then placed in the knee-elbow position and three injections of 10-cc. amounts of 
the metycaine solution are given through the hiatus into the sacral canal at 
intervals of several minutes. The patient may be placed on her left side after 
the first injection. Between injections the radial artery is palpated and the 
pulse checked. In the event of weakening pulse or other indication of accident 
from the previous injection, the following one is deferred. After the third 
injection the patient is placed on her back. Anesthesia lasts approximately 
one hour.' 


THE USE OF AN ERGOVINE-LIKE OXYTOCIC (METHERGINE) 

A PRELIMINARY REPORT 

John C. Brougher 

West. J. Surg., Obst. & Gynec., 63: 276-277, 1945 

In the author’s series of 288 consecutive deUveries Methergine was employed 
intravenously in 271 cases and intramuscularly in 7 cases. The procedure was 
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as follows. One cc., containing 0.2 rag. of d-lj'sergic acid 'd-l-hydroxybutylamide 
2, was given when the fetal shoulder appeared under the pubic arch. By insert- 
ing the needle in the cubital vein at the time the episiotom}' was made it was 
possible to expel the contents of the sj-ringe at the correct time. One tablet of 
Methergine, containing 0.25 mg. of d-lj'sergic acid d-l-hydroxj'butylamide 2, was 
given orally three times daily for two days postpartum. 

The smallest loss of blood, exclusive of episiotomy bleeding, in this series was 
10 cc. and the maximum 300 cc. Ninety-one percent of the patients lost less than 
100 cc. and 50 per cent lost 50 cc. or less, exclusive of episiotomy. Bandl’s ring 
vith retention of the placenta was obseiwed in tluee patients. In these and 
others in which some difSculty was noted in expelling the placenta, there had 
been difficulty and delay in entering the vein. The Brandt method of expressing 
the placenta was found advantageous in the early removal of the placenta and 
lessened the amount of blood loss to a considerable degree below that which 
occurs when the placenta is allowed to remain for several hours for spontaneous 
expulsion. 

When these results were compared rnth those obtained in 288 deliveries in 
which Ergotrate (ergonordne) was ^ven intravenously when the shoulder ap- 
peared, no great differences were found wdth reference to blood loss, morbidity, 
mortality or retention of placenta. However, the uterus remained contracted 
longer when Methergine was used rather than Ergotrate or any of the other ergot 
alkaloids, hlethergine contracts the uterus within 20 to 30 seconds after intra- 
venous administration and the action continues sLx to eight hours', after which 
Methergine tablets are administered postpartum as mentioned above. 


CLINICAL EXPERIENCE WITH A NEW SYNTHETIC ERGONOVINE- 

LIICE SUBSTANCE 

John E. Tritsch and Edward Schneider 
Am. J. Obst. & Gjmec., 60; 434-38, October, 1945 

The authors present a preliminaiy report of their e.\perience with Methergine 
in 200 cases of postpartum bleeding. Methergine is a synthetized derivative of 
ergonovine. 

In 100 cases, 1 cc. of Methergine, containing 0.2 mg. per cubic centimeter, was 
given intramuscularly immediately following deliver}’’ of the placenta. In the 
other 100 cases, the same preparation and dose was given intravenously imme- 
diately following birth of the child and before the placenta was delivered. In 
both groups, the blood was measured as preplacental, placental, and for thirty 
minutes after birth of the placenta. No deductions have been made for bleeding 
from lacerations or episiotomies in the routine case. 

In the cases handled bj’’ the intramuscular method, a modified Crede maneuver 
was used to deliver the placenta. In the cases handled by the intravenous 
method, the placenta was delivered in the following manner: The umbilical cord 
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was clamped close to the vulva. The uterus was palpated to insure a firm con- 
traction. The damp at the vulva was then held firmly in one hand while the 
fingertips of the other hand were inserted abdominally between the fundus and 
the symphysis pubis. Upon elevation of the fundus toward the sternum, failure 
of the cord to retract into the vagina was taken as evidence of separation of the 
placenta and continued elevation of the fundus associated with minimal traction 
on the cord resulted in delivery of the placenta. Where the cord retracted into 
the vagina, the placenta wad assumed to be attached or incarcerated, and no 
attempt was made to deliver the placenta until later repetition of the maneuver 
revealed its freedom. In all cases, the blood loss was measured accurately. 

In both the intravenous and intramuscular groups there were 30 primigravidas 
and 70 multigravidas. 

The average blood loss with the intravenous technique was 113.24 cc. The 
average blood loss for the intramuscular group was 168.07 cc. In the intravenous 
group, the primigravidas averaged 116.03 cc., while the multigravidas averaged 
112.06 cc. In the intramuscular group, the primigravidas averaged 173.0 
cc., while the multigravidas averaged 165.96 cc. 

The largest blood loss occurred in one case of the group receiving Methergine 
intramuscularly. However, in this instance, other factors which could not be 
controlled by Methergine or any oxytocic were felt to be responsible. The small- 
est blood loss occurred in the group receiving Methergine intravenously; in 
many of these cases the blood loss was so slight that it could not be measured. 

The third stage averaged 7.68 minutes in the intravenous group and 10.38 
minutes in the intramuscular group. No attempt was made to deliver the 
placenta as soon as it was separated. In most cases, the baby was attended and 
then the third stage was terminated. In spite of this, the third stage in both 
groups of cases was of shorter duration than the average time quoted as normal 
in textbooks. 

Manual removal of the placenta was required three times in the intravenous 
group and not at all in the intramuscular group. 

In summary, Methergine appeared to reduce postpartum blood loss by both 
methods of administration as compared to other available statistics. When 
given intravenously immediately after the birth of the infant, the drug produced 
definitely less blood loss than when given intramuscularly immediately following 
placental delivery. By the intravenous route, immediately following delivery 
of the child, the placental delivery is accelerated by about three minutes. In- 
carceration occurred in the intravenous group in 3 per cent of the cases, but 
placental removal was easily accomplished under general anesthesia. 

One table; two figures. Twenty references. 
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ESTROGEN-PROGESTERONE THERAPY: A NEW APPROACH IN 
THE TREATMENT OF HABITUAL ABORTION 

Nokris W. Vaux and A. E. Rakoff 
Am. J. Obst. & Gynec., 50: 353-366, 1945 

This intensive study of habitual abortion presents evidence to show that the 
condition is best treated by supplementing progesterone with estrogen therapy. 
In studies w'hich the authors have made over a number of years on the blood and 
urine hormonal levels of normal and abnormal pregnancies they have been im- 
pressed not only by the high percentage of habitual aborters who exhibit low 
pregnanediol titers, but even more by the frequency which these are associated 
with diminished blood and urine estrogen levels. Since both of these hormones 
are believed to be made by the corpus luteum during early pregnancy, these 
findings w'ould support the diagnosis of premature failure of this structure; 
but since this same type of double deficiency was often noted by the authors 
after the first trimester, they were led to believe that the placenta can be equally 
responsible for the failure to produce estrogen and progesterone. These findings 
encouraged the authors during the past three years to treat their habitual 
aborters with combined estrogen-progesterone therapy. 

The present study was made on a group of tw'enty-four women in whom the 
prexious two or more pregnancies had terminated in abortions. These patients 
had gone through a total of eighty previous pregnancies from w'hich there had 
resulted only seven (9 per cent) full-term living infants, despite various tj^pes of 
treatment in many of the pregnancies. There w'ere fifty-two instances of termi- 
nation of pregnancy in the first trimester, eighteen in the second, and one case 
of a premature baby which lived only a few minutes. Twenty of these twenty- 
four had no living babies. No patients w^ere included in the study who had 
pelvic tumors or other abnormalities which might conduce to abortion. 

Hormone assays consisting of urine pregnanediol determinations, serum 
estrogens and serum gonadotrophins were made early in pregnancy in nineteen 
cases. In almost all of the cases one or more additional assays w-ere made and 
in three monthly assays were done. On the initial assay 95 per cent of the cases 
showed normal serum gonadotrophin. Seventy-mne per cent had diminished 
serum estrogens and 83 per cent had diminished pregnanediol titers. In thirteen 
of the nineteen cases studied, both estrogen and pregnanediol were diminished. 
These findings indicate a deficiency of the corpus luteum during the early weeks 
of gestation and an inadequacy of the placenta to take over its functions. 

During the present pregnancy all patients were treated by the injection of 
progesterone, 10 mg., and alph'a-estradiol benzoate, 10,000 rat units, given two 
or three times weekly. Treatment was started by the fourth w-eek of gestation 
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in six cases and by the tenth week in the remainder and was generally cbntmued 
to the period of viability or later. 

There was a total of eighteen live births of which sixteen survived as living 
healthy infants making a fetal salvage of 67 per cent. There were fifteen full- 
derm live births (with one neonatal death due to congenital abnormalities), three 
premature live births of which two survived, and six abortions of which two 
occurred in the second trimester and four in the first. Perhaps the most striking 
case m the series was a patient who had had seven spontaneous abortions at 
approximately eight weeks of gestation in each instance. During six of these 
pregnancies she had received progesterone which in the last two pregnancies 
had been given in a dosage of 20 mg. a week. She had also received vitamin E 
in most of these pregnancies and in three of them received thyroid extract despite 
the fact that the basal metabolic rate was always wthin normal limits. In her 
eighth pregnancy she was treated ivith the estrogen-progesterone regime de- 
scribed above and gave birth to a normal, healthy infant at term; moreover, at 
the time the paper was written she was again pregnant, was on the same therapy 
and had reached five and a half months. 

The authors outline the rationale for the addition of estrogen to progesterone 
in the treatment of habitual abortion as follows: 1. Progesterone and estrogen 
are believed to come from the same sources throughout gestation, and their 
concentration throughout gestation roughly parallel each other. 2. It is logical 
to assume that a deficiency in progesterone would be accompanied by a deficiency 
in estrogen. 3. In the authors’ experience such double deficiencies of estrogen 
and progesterone frequently occur in abortion patients, often appearing early 
in the gestation and persisting in many cases throughout the period of gestation. 
4. There are good reasons to believe that estrogen and progesterone influence 
the noimal reactions of each other upon the uterus and are involved in the normal 
metabolism of each other. 


THERAPY IN HABITUAL ABORTION 
C. H. Ingram, Jr. 

Am. J. Obst. & Gynec., 60: 154-159, 1945 

Six cases of habitual abortion in which treatment with a combination of mixed 
Dcopherols (Tocopherex) and oral pregneninolene (Pranone) has proved com- 
letely successful are reported. A total of 16 previous pregnancies in this series 
f women had yielded only two living babies. Four of the patients had had 
reatment in at least one prior successful pregnancy. Four were given desiccated 
hvroid in addition to the preparations mentioned above. All the patients were 
•ven one capsule (3 drops) of the mixed tocopherols three times daily as soon as 
he first period was missed, two capsules a dose for three days before the next 
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period was due, three capsules a dose during the daj's of expected flow, two- 
capsule doses for another three da 3 's, and then one-capsule doses until time for 
the next period, except in the event of either cramps or bleeding when the dose 
was promptl}’- increased to three capsules. This regime was continued at least 
until definite fetal movements were felt b}' the patient. Oral pregneninolene or 
Pranone was also given in 5-mg. doses on the first three days of each e.xpected 
period prior to quickening and on evidence of threatened abortion. The patients 
were cautioned against undue e,vertion and advised to take extra rest at the 
time of expected periods. Intercourse was prohibited. All the patients were 
delivered of normal infants, one 18 days prior to the expected date and the others 
at dates vaiydng from 5 to 17 days later than expected. It is pointed out that 
success of this treatment depends upon starting it before the onset of any signs 
of threatened abortion, preferably as soon as a pregnane}’- is attempted, or as 
soon as the first period is missed. It may be used in conjunction with other 
indicated corrective measures, but does not replace them. f^Tiether or not it 
has beneficial effects upon anj" future pregnancies was not ascertained. 


THE STATUS OF ABORTION IN SOVIET RUSSIA 

Anna Kleegsian Daniels 
Med. Woman’s J., 52: 21-7, 1945 

During the 18 years (1918-36) that the free legal abortion policj’- was in effect 
in Soviet Russia maternal death rates following abortion were lower than those 
from childbirth; moreover, septic infection and perforation of the uterus were 
not common. However, serious pelvic disorders, decreased fertilitj’-, ectopic 
pregnancy, tendency to spontaneous miscarriage, prolonged labor, endocrine 
dyscrasia and derangement in normal sexual response were seen with increasing 
frequency as sequelae, even though the previous abortions had been done under 
aseptic conditions in the abortaria. It was for this reason that the law of June 
27, 1936, making abortions legal only under special medical conditions, was 
passed. The medical indications for abortion include severe and chronic organic 
disturbance of the heart and blood vessels, chronic forms of inflamed, degene- 
rative, sclerotic affections of the kidneys, bilateral nephrolithiasis, various forms 
of tuberculosis, chronic parenchymatous affection of the liver, and Basedow’s 
disease. Permission to abort must be obtained from the medical commissions of 
the Health Commissariat of the various union republics. Abortions may be 
performed only at hospitals or maternity homes. There is a charge (the amoxmt 
of which is decided by the particular commissariat for health) and, when per-- 
mission is granted, the medical institution to which the -woman is sent does not 
have the right to refuse to perform the operation. On July 8, 1944, a new law 
for the care of mothers and infants was passed. This law provides for increased 
vacations for pregnant and nursing mothers; financial assistance before the birth 
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of the third and subsequent children; single grants at birth and a monthly 
allowance between the child’s first and fifth birthdays; taxes on single persons 
and childless couples (6 per cent of income) and those mth one or two children 
(1 per cent and 0.5 per cent, respectively); and protection of the unmarried 
mother. 


ECTOPIC PREGNANCY 


Edward Allen 

Clinics, J. B. Lippincott Co., 4: 648, October, 1945 


Most of the important contributions in the study of ectopic gestation have 
placed great stress on the evidence of pelvic inflammation found at the time of 
operation as a probable cause of this condition. The average reported incidence 
is more than 40% of all cases. The author has not found this to be true in his 
series and he seriously questions the place accorded to it in the etiologic array. 
His reasons for these doubts are based on the following observations and de- 
ductions: (1) The mobility of the affected tube in early ectopic pregnancy which 
allows simple vaginal removal. (2) The absence of external evidence of firm 
adhesions to the serosal coat of the tube. (3) The normalcy of the tubal mucous 
membrane at some distance from the site of implantation. (4) The lack of 
evidence either clinically or microscopically of chronic inflammation in the 
affected area. (5) Elevations of temperature in ectopic pregnancy usually 
subside promptly when the hemorrhages into the peritoneal cavity and tubal 
wall are controlled. If chronic inflammations were chronically present we 
should reasonably expect a more continued febrile postoperative course; es- 
pecially in the presence of free blood in the surrounding tissues. (6) Much of 
the fixation and suggested evidence of pelvic inflammation in a late ectopic 
pregnancy can readily be explained by progressive trophoblastic reaction and 
nature’s attempt at boiling off and controlling repeated hemorrhage. (7) 


Ectopic pregnancy is not as common in the colored patients as in the white; yet 
the incidence of pelvic infection is considerably higher in the negro. (8) The 
occurrence of tubal pregnancy in the opposite tube of patients in whom we have 
removed a previous ectopic pregnancy and noted at that time an apparently 
normal opposite tube. (9) Our observation of a patient who had no history or 
gross evidence of a pelvic infection but had given birth to a spina bifida baby 
from one husband and from whom we were able to remove through the vagina 
two ectopic pregnancies at different times by the second husband; which fact 

suggests a primary defect in germ pl^ma. _ 

Practically all deaths from ectopic pregnancies occur in those patients in 
delay has permitted gross complications to arise or in those in whom 
omplicating conditions overshadow the symptomatology or palpatory findings 
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of an abnormally situated pregnancy. A concentrated effort on the part of phy- 
sicians in teaching patients and students alike concerning the great importance 
of irregular vaginal bleeding would do much to overcome many of these serious 
delaj's and mistakes. Women are not alarmed about bleeding from the vagina 
unless it is greater in quantity than their monthly loss. Vaginal bleeding in 
ectopic pregnancy is usually not profuse. Vaginal bleeding from extrauterine 
pregnancy frequently occurs at or near the time of the next expected menstrual 
period and goes unnoticed. Since women are so notoriously inaccurate con- 
cerning their menstrual function, they are unaware that the bleeding is abnormal 
in character. Any patient who complains of irregular bleeding is to be suspected 
of having pregnancy or malignancy until proven otherwise. The shorter the 
period of amenorrhea preceding the onset of bleeding, the more apt is the im- 
plantation to be extra- rather than intrauterine. The more profuse the bleed- 
ing encoufatered, the more apt it is to be caused by an intrauterine rather than 
an ectopic pregnancy. 

A carefully taken hLstoiy in ectopic pregnancy is by far the most important 
diagnostic aid in our armamentarium. Many of the vicious delays in beginning 
treatment are based on an inaccurately taken or evaluated history of the case. 
Added to this is the increasing present day tendency in all medicine to place too 
much dependence on laboratory results. Many patients with ectopic pregnancy 
have succumbed because the pregnancy test of the urine was negative, the 
hemoglobin was normal, the leucocyte count too high, the pulse too slow or the 
. systolic blood pressure had not as yet taken its spectacular drop preceding death. 
The author’s experience has coincided nith that reported in the literature, that 
the pregnancy urine test both by rabbit and frog has been negative in approxi- 
mately one third of extra-uterine pregnancies. 

The author is convinced that the routine use of posterior colpotomy m all 
cases of extra-utenne pregnancy except those that are gravely ill will materially 
reduce the serious delays in diagnosis and treatment as well as increase the 
number of cases in which vaginal removal of the affected tube or ovary can be 
undertaken. In the author’s series of cases the period of hospitalization, post- 
operative discomforts and maternal risk have been materially decreased by 
removal through the vagina. To this may be added those patients in whom the 
early diagnosis of tubal pregnancy was made by colpotomy although the preg- 
nancy was later removed by incision through the abdomen. An analysis of 
the operative records of patients operated upon by the gynecologic staff of the 
Presbyterian Hospital, Chicago, between 1919 and 1944, reveals the progressive 
tendency to approach extra-uterine pregnancy through the cul-de-sac both as a 
diagnostic and therapeutic measure. Thus, before 1940, 35 of 159 cases were 
handled by posterior colpotomy while between 1940 and 1944 30 of 64 cases were 
so treated. 
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THE CONSERVATIVE MANAGEMENT OF SOME VARIETIES OF 

PLACENTA PREVIA 

Herman W. Johnson 

Am. J. Obst. & Gynec., 60: 248-254, September^ .1946 

The main purpose of this paper is to make a protest against continuously 
inculcating into the minds of medical students and of practicing physicians the 
impression that a case of placenta previa can end fatally as a direct result of the 
first blood loss, or even of any subsequent bout of bleeding, when no attempt at 
delivery has been made. It is the author’s opinion that the obstetrician should 
not approach or behold a case of placenta previa with this unwarranted fear m 
his mind, since such an attitude might cause him to resort to measures in treat- 
ment which might be too drastic or untimely. Furthermore, most authorities 
mportune the physician to terminate the pregnancy as soon as the diagnosis of 
placenta previa has been made. This appears unwarranted. There would 
seem to be no good reason for sacrificing the life of a fetus merely because its 
placenta happened to be implanted over or near the cervical os. More partic- 
ularly is this true when the claimed serious threat to the life of the mother is 
still unproved. The high fetal mortality in placenta previa cannot be reduced 
imless the pregnancy is allowed to proceed into the period of viability and until 
the practice of using the body of the fetus as a mechanical plug is discontinued. 

In recommending a waiting policy in certain cases of placenta previa in which 
the fetus is premature the author does not mean to suggest that every patient 
with a nonviable fetus and placenta previa should be carried along indefinitely. 
The tendency has always been to interfere at too early a stage in pregnancy. 
The author’s contention, however, is that it is safe for both mother and child, 
provided the mother’s blood picture is followed carefully. This must be the 
criterion for interruption of the pregnancy before the fetus has reached easy 
viability, and not an alarming history derived from a lay estimate of the amount 
of blood lost. Procrastination must end when the total blood loss has produced 
a secondary anemia of such severity that further bleeding would endanger the 
life of the mother. 

All cases of suspected placenta previa should be hospitalized for purposes of 
accurate diagnosis and for close observation of a developing anemia. Hospital 
rest may also decrease the bleeding episodes while awaiting good viability of the 
fetus. If, for economic reasons, this is impractical, the patient should be re- 
turned to the hospital for careful blood study after each bleeding spell of any 
consequence. 

It is essential to proper treatment that all means at our command be used for 
the purpose of making a correct diagnosis. The assumption that vaginal 
bleeding at term or during the last trimester is due to placenta previa is grossly 
erroneous. Indeed, it should be constantly borne in mind that only about 
thirty-thrU per cent of such cases of bleeding are actually due to placenta 

previa. 
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Two methods of localizing the placenta are available, namely, X-ray ^^sua- 
lization and manual examination. All cases of suspected placenta pre\da should 
have the benefit of both. It is the author’s opinion that a sterile vaginal exami- 
nation is essential for accurate diagnosis. It should be done in all suspected 
cases of placenta previa whether there is bleeding or not. Rectal examinations 
are contraindicated, as zeal for information maj' cause too much trauma. Nat- 
urally the examination should be done with due consideration for the exigencies 
of the case and with extra precaution against infection. 

When the pregnancy is terminated either with the onset of labor or by pre- 
arrangement, it will, for purposes of treatment, fall into one of two groups, 
namely, those best delivered by Cesarean section and those best delivered per 
vaginam. The first group includes all cases of central placenta previa and prob- 
ably, in the interest of the baby, practically all pre^^as in primiparas. This 
arrangement leaves for the second group those cases of partialis and marginalis 
occurring in multiparas . In the first group it is imperative onlj' that the operator 
make sure that the operation is done at the safe time, i.e., that the blood pressure 
be sufficiently high to -withstand the sudden additional blood loss following 
separation of the placenta. Inasmuch as the incidence of placenta previa 
increases -vAith multiparity, the second group -will include a large number of cases. 
It is for this group that the wTiter strongly advocates the ultraconsers’ative 
treatment as opposed to bagging, version, scalp traction, etc. >It is helpful for 
one using it to have the earnest and positive conviction that untraumatized and 
unhurried previas do not bleed to death. Other^vise, a puddle of blood may 
cause one to change the treatment at the -WTong time and with dire consequences. 

The patient is taken to the delivery room and prepared and draped for de- 
livery. With the utmost care the middle finger of the left hand seeks a place 
near the edge of the placenta where the membranes alone separate the feger 
from the presenting fetal pole. Using the finger as a director, uterine dressing 
forceps are passed to contact the membranes. Then, instead of puncturing 
them, the tips are used to bite a perforation. The forceps are inserted further 
and opened in order to produce a large rent. This allow's the amniotic fluid to 
escape freely. The patient is returned to her room. As labor progresses, the 
presenting pole aids the dilatation and acts as a natural tampon. The labor is 
then w’atched with frequent checking of the blood loss, blood pressure, and fetal 
heart. Following delivery of the infant the placenta should be allowed to 
separate naturally. 

The author reports seventy-nine cases managed as described above with one 
maternal death and a fetal mortality of 22,2 per cent. 

(See Editorial Note following next abstract. — ^Ed.) 
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PLACENTA. PRAEVIA— A STUDY OF 174 CASES 
C. H. G. Macafee 

Journ. Obstet. and Gynaecol. Brit. Emp., 62: 4, August, 1945 

In the treatment of 174 cases of placenta previa between 1937 and 1944, the 
author bad two main objectives: (1) The reduction of fetal mortabty without 
unfavorably affecting the maternal death-rate. (2) The preservation of an open 
mind with regard to the appropriate treatment of a particular case, i.e., that 
each case should be treated, not necessarily on any “standard” lines, but in 
accordance with the conditions found. 

A vaginal examination should be made in all cases of suspected placenta previa, 
but the time at which this examination is made must be carefully chosen. In the 
later years of the period under review the attitude adopted has been that pla- 
centa previa is not an obstetrical emergency which must necessarily be dealt 
with at the first hemorrhage, and that a vaginal examination must not be made 
until the appropriate subsequent treatment can be carried out. 

One of the main causes of fetal mortahty in placenta previa is prematurity. 
This mortality can be reduced only by carrying on the pregnancy to as near term 
as possible. Several patients in this series have remained in the hospital for 
weeks (one for fourteen weeks) and have had up to nine hemorrhages before any 
vaginal examination or manipulative treatment was carried out. 

The following argument can be advanced in favor of this attitude: (1) The 
rarity of severe initial hemorrhage in cases of placenta previa. In the author’s 
experience this complication rarely occurs apart from vaginal manipulation. 
(2) A certain number of cases have a sharp but not severe initial hemorrhage at 
30 to 34 weeks without any further loss. (3) There are a large number of cases 
of antepartum hemorrhage with a history apparently typical of placenta previa 
when the hemorrhage is either not due to a low-lying placenta or due to a degree 
of placenta previa which can be safely treated by methods other than Cesarean 
section. 

In this series, 81 cases or 47.6% were treated at the time of the initial hemor- 
rhage. In the earher years it was difficult to get rid of the dictum “There is no 
expectant' plan of treatment for placenta previa” but with increasing experience 
the proportion of those patients who were treated immediately following the 
first hemorrhage gradually diminished. 

From the e.\perience gained over the last eight years the author feels that there 
is a veiy definite place for expectant treatment, even after the patient has had 
several small hemorrhages. 

Among those patients treated expectantly there has been nothing to confirm the 
belief that recurrent hemorrhages tend to lead up to a catastrophic hemorrhage. 
Many patients have been under observation for weeks during which numerous 
small hemorrhages have occurred without causing any serious anxiety. Natur- 
Uy if a hemorrhage should occur while a patient is under observation and 
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approaching term, that is thirty-mght weeks, treatment is carried out at that 
stage to avoid the risk of further loss of blood. This attitude has meant that the 
infant’s chance of survival is much enhanced. By way of supporting this state- 
ment, the author points out that in his last 47 cases, treated in large measure 
e-xpectantly, the average weight of the babies was six pounds, twelve oimces; 
whereas the average weight of the first 47 cases in the series in which treatment 
was generally instituted at the time of the initial hemorrhage, was only five 
pounds, two ounces. Moreover, the fetal mortality in the 47 early cases was 
47 per cent, whereas in the last 47 cases it was only 6 per cent. 

In connection vith the terminology of placenta previa the author deprecates 
the use of the terms “lateral” and “marginal” which are not used consistently 
by medical authors. He prefers the classification recommended by Professor 
F. J. Brovme, ^ follows: Type 1, in which the placenta encroaches upon the 
region of the internal os, so that it can be reached by the phj'sician on distal 
exploration about the cervix, but is not actually in contact with the os. Type 2, 
in which just the edge of the placenta reaches the edge of the internal os. Type 
3, in which the placenta partially covers the internal os. Type 4, in which the 
placenta completely covers the internal os. For the treatment of cases of Type 
4 and most cases of Tj^je 3 the author prefers Cesarean section; some cases of 
Type 2 are treated by Cesarean section, others by artificial rupture of the 
membranes, while in Type 1 artificial rupture of the membranes is considered by 
the author as usually sufficient to control the hemorrhage. In general, the 
author prefers low cervical Cesarean section and of the 68 abdominal deliveries 
performed in this series 47 were of the lower segment type and 21 were classical. 

In the series of 174 cases there was but one maternal death and a gross fetal 
mortality of 23.5%. 

(The two papers abstracted above, the former by Johnson of Houston, Texas, and the 
latter by Macafee of Belfast, Ireland, are progressive contributions to clinical obstetrics 
of the first order and will make obstetricians everywhere ponder the wisdom of their past 
management of placenta previa. There has heretofore been rather general agreement that 
placenta previa demands prompt delivery and that temporiring for any purpose is rarely if 
ever indicated. Johnson and Macafee, working independently and indeed on opposite 
sides of the globe, reach conclusions on this subject which are alike as two peas and which 
are diametrically opposed to this old teaching. They not only show that a waiting policy 
is justifiable in many cases of placenta previa because it improves the fetal prognosis mark- 
edly, but they also demonstrate very convincingly that such a program can be carried out 
with complete safety to the mother provided certain precautions are exercised. 

Both papers are based on the contention that the initial hemorrhage in placenta previa 
is rarely, if ever, fatal in the absence of vaginal manipulation, and that subsequent hemor- 
rhages are rarely, if ever, fatal in the absence of vaginal manipulation provided the hemo- 
globin is normal at the onset of the hemorrhage. In a recent analysis of 304 cases of pla- 
centa previa at the Johns Hopkins Hospital, a particular effort was made to investigate 
the validity of the above contentions with the following result: in no single instance was 
an initial hemorrhage fatal except after extensive vaginal manipulation; in no single 
instance was a subsequent hemorrhage fatal except after vaginal manipulation; only one 
patient died undelivered (in 1920), a woman who refused medical attention, had four 
hemorrhages a week or so apart and fainted following the last; even in this neglected, 
exsanguinated woman, who received no transfusion, death did not occur until intra-cervical 
manipulation precipitated further bleeding and shock. 
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PLACENTA. PRAEVIA— A STUDY OF 174 CASES 
C. H. G. Macafee 

Journ. Obstet. and Gynaecol. Brit. Emp., 62: 4, August, 1945 

In the treatment of 174 cases of placenta previa between 1937 and 1944, the 
author had two main objectives: (1) The reduction of fetal mortality without 
unfavorably affecting the maternal death-rate. (2) The preservation of an open 
mind with regard to the appropriate treatment of a particular case, i.e., that 
each case should be treated, not necessarily on any “standard” lines, but in 
accordance with the conditions found. 

A vaginal examination should be made in all cases of suspected placenta previa, 
but the time at which this examination is made must be carefully chosen. In the 
later years of the period under review the attitude adopted has been that pla- 
centa previa is not an obstetrical emergency which must necessarily be dealt 
mth at the first hemorrhage, and that a vaginal examination must not be made 
until the appropriate subsequent treatment can be carried out. 

One of the main causes of fetal mortality in placenta previa is prematurity. 
This mortelity can be reduced only by carrying on the pregnancy to as near term 
as possible. Several patients in this series have remained in the hospital for 
weeks (one for fourteen weeks) and have had up to nine hemorrhages before any 
vaginal examination or manipulative treatment was carried out. 

The following argument can be advanced in favor of this attitude: (1) The 
rarity of severe initial hemorrhage in cases of placenta previa. In the author’s 
experience this complication rarely occurs apart from vaginal manipulation. 
(2) A certain number of cases have a sharp but not severe initial hemorrhage at 
30 to 34 weeks without any further loss. (3) There are a large number of cases 
of antepartum hemorrhage with a history apparently typical of placenta previa 
when the hemorrhage is either not due to a low-lying placenta or due to a degree 
of placenta previa which can be safely treated by methods other than Cesarean 
section. 

In this series, 81 cases or 47.6% were treated at the time of the initial hemor- 
rhage. In the earlier years it was difficult to get rid of the dictum “There is no 
expectant' plan of treatment for placenta previa” but with increasing experience 
the proportion of those patients who were treated immediately following the 
first hemorrhage gradually diminished. 

From the e.xperience gained over the last eight years the author feels that there 
is a very definite place for expectant treatment, even after the patient has had 
several small hemorrhages. 

Among those patients treated expectantly there has been nothing to confirm the 
belief that recurrent hemorrhages tend to lead up to a catastrophic hemorrhage. 
Many patients have been under observation for weeks during which numerous 
small hemorrhages have occurred without causmg any serious anxiety. Natur- 
Uy if a hemorrhage should occur while a patient is under observation and 
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forceps; cesarean section) Vr’as 31.1 per cent. The rate for the deliveries by 
cesarean section was 18.2 per cent. 

The best results from vaginal deliverj'' were obtained in thoses cases in which 
the bleeding could be controlled by simple rupture of the membranes and the 
fetus delivered either spontaneously, by forceps, or by breech extraction. Each 
patient should be evaluated as to the manner of deliver^'. 

Following cesarean section there was a slight increase in the morbidity rate and 
an increase in the number of days the patient remained in the hospital, but the 
fetal mortality was greatly improved and the deliveiy- simplified by this pro- 
cedure. The type of cesarean section and the choice of the anesthesia seem of 
little importance. Further study toward the prevention of phlebitis is 
important. 

Nine tables. 


RUPTURE OF THE UTERUS 

J. H. Morrison and L. H. Dougl.vss 
Am. J. Obst. & Gynec., 60: 330-35, September, 1945 

The authors present forty-five cases of rupture of the pregnant uterus with 
self-explanatory tables and a minimum of comment. 

The greatest cause of rupture and mortality was prerdous classical section; 
the second greatest cause was version and extraction. In this series, there were 
17 instances of rupture following previous section, four of these having been low 
cervical operations. In every instance the original incision had been longi- 
tudinal. Since the longitudinal approach is routine in the authors’ clinic, this 
is not surprising and should not be construed to mean that the transverse incision 
in the lower segment is safer. Indeed, should rupture occur in a subsequent 
pregnancy, the longitudinal tear might be preferred since it show’s less tendency 
to extend and involve large blood vessels, and lends itself more easily to repair. 

Other important causative factors' are implantation of the placenta under a 
section scar and multiparity. If four or more pregnancies have gone to term 
and a condition arises requiring section, it would appear to be conserrmtive 
obstetrics to sterilize such a patient. 

Complete ruptures are more often fatal than incomplete. Ruptures occurring 
at home carry twdee as much risk as those occurring in the hospital w’here prompt 
treatment can be instituted. Delivery from above is preferable. 

In regard to treatment, excellent results were obtained in those cases in w’hich 
the uterus was repaired and allowed to remain in the abdomen, sterilization being 
done at the time of operation. 

The causes of rupture and mortality emphasize the need for early diagnosis 
and laparotomy. Diagnosis was made correctly in only one-half of these cases 
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The recommendations in these two papers will do much good provided they do not result 
in callousness to hemorrhage. Certainly, they should dispel forever-the old notion that a 
patient with placenta previa who bleeds substantially at home should be packed vaginally 
before being transported to a hospital. This procedure is of no value save to conceal 
bleeding. The observations of Johnson and Macafee now show that it is unnecessary. 
The findings of these authors also demonstrate that in every case of placenta previa there 
is ample time to provide for blood transfusion and to make careful preparation for whatever 
type of treatment may seem best. 

But how shall we manage a case of pregnancy at thirty weeks or so, in which a single, 
moderate hemorrhage occurs, stops completely and vaginal examination shows placenta 
previa? Shall we effect delivery promptly, as generally taught, or attempt to carry the 
patient to a time when the baby has a better outlook? Provided the patient is in the hands 
of an obstetrician of seasoned judgment (and no case of placenta previa should be in other 
hands), provided she is in a modern hospital with an alert staff and a good blood bank, and 
provided the patient’s blood loss and hemoglobin are vigilantly followed, it is apparent 
that much greater latitude is permissible in carrying these patients to the period of viability 
than has heretofore been realized. — Ed.) 


MANAGEMENT OF PLACENTA PREVIA; A TWELVE-YEAR STUDY 

Hervey C. Williamson and Arthur V. Greeley 
Am. J. Obst. & Gynec., 60: 398-406, October, 1945 

The purpose of the study is to analyze the results of the present methods of 
treatment of placenta previa, and to indicate by what means further improve- 
ment of the treatment may be achieved. The use of cesarean section for placenta 
previa has been demonstrated to be one of the most important factors in this 
improvement. Prior to the use of this method a maternal mortality rate of 10 
per cent and fetal mortality from 50 to 60 per cent were considered satisfactory. 
These figures have been greatly reduced by the judicious use of cesarean section. 
Blood transfusion has also aided in lowering the maternal mortality rate. De- 
lay in operative treatment, after careful study of bleeding patients who probably 
have placenta previa, is wise. 

The report is based on the study of 162 cases of placenta previa, in which the 
diagnosis was made either by vaginal examination prior to delivery, or by noting 
the placental location at the time of cesarean section. In the 162 cases in the 
series the types of placenta previa were: marginal 60; partial 30; central 65; 
unclassified 7. Seven patients developed phlebitic phenomena, an incidence of 
4 3 per cent. There were 5 maternal deaths, making a mortality rate of 3.1 per 
ent Among the patients delivered by cesarean section, 77 in number, there was 
Le death making a mortality rate of 1.3 per cent in this type of delivery. One 
client in the series died before delivery, so the death rate for the vaginal delivery 
^ was three in 84 or 3.6 per cent. The total fetal mortality rate for the 161 
S^pries of various types (bag with spontaneous breech or forceps; bag with 
• and e.xtraction; version and e.xtraction alone; spontaneous breech or 
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Deliver^' should not be attempted until convulsions are controlled and the 
patient rational for one or two daj's. Manj' patients go into labor spontaneously 
during that period. If not, medical induction or rupturing of the membranes 
can be carried out. If the patient is a primipara near term, with a closed, thick 
cervix, a cesarean section can be considered and performed rather safely, provided 
the eclamptic state has been controlled for a time. 

Since the report on the cases of 1942, the hospital has continued to use this 
method of treatment and has found it very successful. They had one patient in 
1943 who did not respond and died. 

One table. 


INFECTIONS OF VAGINA DURING PREGNANCY 
J. Bernard Bernstein 

Clinics, J. B. lippincott Company, 4: 771-795, October, 1945 

In the Department of Obstetrics of the Jefferson Medical College Hospital, 
it was found that approximately seven per cent of the patients admitted to the 
Outpatient Maternity Department had gonorrhea. When statistics are drawn 
from all classes of society it would seem that an incidence of about two per cent 
would be more nearly correct and the author considers that the true incidence 
lies between tu'o and four per cent. In general, during pregnancy the disease 
remains confined to the lower genital tract and it appears quite evident that 
pregnancy acts as a barrier against an ascending infection. Accordingly, the 
pregnancy is not affected but naturally such an individual may transmit the 
disease in the usual manner. Most important are the consequences^ of gonorrheal 
infection that may occur following abortion or during the puerperium, especially 
opthalmia in the neotorum period. 

Cultural methods of identifying the gonococcus have been shown to be much 
superior to reliance on smears alone. Lankford, in a study of 3,060^ cervical 
specimens with a total of 485 positive, reports that nearly three times as many 
positives were obtained by culture as by smear. In the treatment of acute gonor- 
rhea in pregnancy the author has used both penicillin and the sulfonamides. 
Both forms of therapy have given good results but those with penicillin have been 
more spectacular. In treating gonorrhea complicating pregnancy a total dose 
of 100,000 to 150,000 Oxford units of penicillm is given in about thirty hours. 
In treating chronic gonorrhea in pregnancy penicillin may also be employed, the 
procedure and dose being the same as in acute gonorrhea. When sulfathiazole is 
used the author supplements it by local vaginal treatment and a Lugol’s solution 
douche given at home. The local vaginal treatment consists in the application 
of an aqueous metaphen solution 1-1,000 applied to the cervix and vagina; 
for home use a Lugol’s solution douche is prescribed. The patient is instructed 
to use one teaspoonful of the Lugol’s solution in two quarts of boiled water. The 



56 


OBSTETRICAL AND GYNECOLOGICAL SURVEY 


prior to operation. It was difficult to differentiate the cases from those of pre- 
mature separation of the placenta. 20 references. 


A SEVEN-YEAR REVIEW OF ECLAMPSIA WITH SPECIAL REFER- 
ENCE TO TREATMENT WITH VERATRUM VIRIDE 

Lt. (j.g.) George G. Greene (MC) USNR. 

Am. J. Obst. & Gynec., 50: 427-30, October, 1945 

The author believes that veratrum viride should still have a definite place in 
the therapy of eclampsia. In substantiation of this statement he refers to the 
Department of Obstetrics at the University of Cincinnati, where 120 cases treated 
by veratrum viride showed a maternal mortality of only 1.6 per cent. The 
author used this drug during the years 1941-42 in fourteen cases and all the 
patients recovered. It was found that treatment resulted in an immediate 
cessation of convulsions in 50 per cent or more of the cases, and in a short time 
the patient became rational and responded to questions. By way of comparison 
the author cites a maternal mortality of 26 per cent in 150 cases of eclampsia 
treated by various other methods in the same hospital between 1936 and 1942. 

Veratrum viride acts as a cardio-inhibitor, vasodilator and antipyretic. It is 
toxic in large doses and must be given carefully. Toxic reactions include sud- 
den drop in blood pressure and pulse rate, nausea and vomiting, and coma. 
These may be counteracted by gastric lavage or atropine. Under these con- 
ditions it is best to discontinue the treatment and resort to some other measure. 
The preparation used in this study was Veratrone, in doses of 3 to 10 minims, 
given hypodermatically. 

Of the 150 cases reviewed, 129 were Negro and 21 white, a ratio of nearly 6 to 
1. Many of these never attended a prenatal clinic. Over 50 per cent were 
women 20 years of age or younger. It would seem that true eclampsia is more 
frequent in this age group and is due to lack of care. Of the 150 cases 104 were 
primigravidas. The older patients, who had had several children and were in the 
later years of childbearing, were found to have had chronic kidney damage for 
some time. In this group it is found that veratrum viride is not of much value. 
In over half of the patients onset of eclampsia was in the antepartum period. 

During the seven years studied every method of treatment known seemed to 
have been given. Many sedatives were used and in the earlier years many sup- 
portive measures were employed. Digitalis was used in five of the years re- 
viewed and is still being given in some hospitals. The author is of the opinion 
that it has no place in the treatment of eclampsia unless decompensation or 
auricular fibrillation is present. In 1937 many cesarean sections were performed, 
and it was then that the mortality reached its highest peak. Nine sections were 
done out of 20 cases that year; 7 of the 9 expired. This emphasizes the need for 
control of eclampsia before any operative measure is attempted. 
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Delivery should not be attempted until convulsions are controlled and the 
patient rational for one or two daj’s. Many patients go into labor spontaneously 
during that period. If not, medical induction or rupturing of the membranes 
can be carried out. If the patient is a primipara near term, ■with a closed, thick 
cervbc, a cesarean section can be considered and performed rather safely, provided 
the eclamptic state has been controlled for a time. 

Since the report on the cases of 1942, the hospital has continued to use this 
method of treatment and has found it very successful. They had one patient in 
1943 who did not respond and died. 

One table. 


INFECTIONS OF VAGINA DURING PREGNANCY 
J. Bernakd Bernstein 

Clinics, J. B. lippincott Company, 4: 771-795, October, 1945 

In the Department of Obstetrics of the Jefferson Medical College Hospital, 
it was foimd that approximately seven per cent of the patients admitted to the 
Outpatient Maternity Department had gonorrhea. When statistics are drawn 
from all classes of society it would seem that an incidence of about two per cent 
would be more nearly correct and the author considers that the true incidence 
lies between two and four per cent. In general, during pregnancy the disease 
remains confined to the lower genital tract and it appears quite evident that 
pregnancy acts as a barrier against an ascending infection. Accordingly, the 
pregnancy is not affected but natrually such an individual may transmit the 
disease in the usual manner. Most important are the consequence^of gonorrheal 
infection that may occur following abortion or during the puerperium, especially 
opthalmia in the neotorum period. 

Cultrual methods of identifying the gonococcus have been shown to be much 
superior to reliance on smears alone. Lankford, in a study of 3,060^ cervical 
specimens with a total of 485 positive, reports that nearly three times as many 
positives were obtained by culture as by smear. In the treatment of acute gonor- 
rhea in pregnancy the author has used both penicillin and the sulfonamides. 
Both forms of therapy have given good results but those with penicillin have been 
more spectacular. In treating gonorrhea complicating pregnancy a total dose 
of 100,000 to 150,000 Oxford units of penicillin is given in about thirty horns. 
In treating chronic gonorrhea in pregnancy penicillin may also be employed, the 
procedure and dose being the same as in acute gonorrhea. When sulfathiazole is 
used the author supplements it by local vaginal treatment and a Lugol’s solution 
douche given at home. The local vaginal treatment consists in the application 
of an aqueoiis metaphen solution 1-1,000 applied to the cervix and vagina; 
for home use a Lugol’s solution douche is prescribed. The patient is instructed 
to use one teaspoonful of the Lugol’s solution in two quarts of boiled water. The 
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douche is used at a temperature of 110° at a low pressure and a nozzle is hot used. 
The author has treated in this manner 228 cases of gonorrhea complicating 
pregnancy without a single case of ophthalmia neonatorum. 

Among 1250 consecutive admissions to the maternity ward of the Jefferson 
Hospital 132 patients or 10.6% had trichomonas vaginalis infestation; 67 or 
5.4% had gonorrheal infection, while 24 or 1.9% had both trichomonas vaginalis 
infestation and gonorrheal infection. 

In discussing the treatment of trichomonas vaginalis infestation it is suggested 
that care be exercLsed when using an insufflator and antiseptic powder since 
several cases of embolism have been reported following this procedure. The 
powder should not be blown into the vagina under too much pressure. 

For the treatment of vaginal moniliasis the application of two per cent aqueous 
Gentian violet to the vaginal mucosa is recommended. 

Syphilis, chancroids, lymphogranuloma venereum, granuloma inguinale, 
and tuberculosis are also discussed. 


SICKLE-CELL ANEMIA COMPLICATED BY PREGNANCY 

Mary Spivack 

Am, J. Obst. & Gynec., 60 : 442—46, October, 1946 

Published cases of sickle-cell anemia complicated by pregnancy are, according 
to the author, scarce. She gives the case histoiy of one wliich she had the op- 
portunity to study long before term. From the literature it is observed that in 
several cases the nature of the anemia, or the disease itself, was not diagnosed 
until after the patient’s admission to the hospital either because of the onset of 
labor or of an intcrcurrent infectious disease. In few instances correct diagnosis 
was not made until postmortem was carried out. 

Sickle-cell anemia is a familial and hereditary dise^e. Diagnosis should not be 
difficult if the salient features of the disease are kept in mind attacks of muscular 
and joint pains, weakness and elevation of temperature in the presence of anemia. 
The Negro race is especially susceptible to the ailment. The association of the 
disease with pregnancy is not frequent; only 17 cases have been described so far. 
According to several observers, pregnancy is unfavorable to the anemia and the 
mortality is high; about 33 per cent of the reported pregnant patients died during 
tmanev labor or the puerperium. No specific treatment is known to exist, 
blood transfustions improve the patient’s condition, temporarily at least. 

The average age of patients with this blood dyscrasia is 22.4 years, the oldest 
hpinc 30 years of age. The author believes that the 35 year old patient 
recorded g j^nd the duration of the 

■ T/lli U1 described. It appeen. from this study that gestation 

toTg^i^vSe cordition. os only in the beginning of the patient's pregnancy 
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did the red blood count reach its low ebb of 1,500,000 per cubic millimeter. 
Unlike the majority of patients ^\•ith the disease, this one did not run a febrile 
puerperal course, in spite of long labor and an operative delivery (midforceps and 
episiotomj')- This, the author thinks, was possibly due to the fact that the 
woman was well prepared for her ordeal b 3 '’ blood transfusions, given pro- 
phylacticallj' as part of the prenatal care, and at the onset of labor. Six months 
after childbirth this patient was in fair health. At the age of three weeks, the 
child had a red count of 5,310,000 and a sickle-cell trait. 

Blood transfusions, while thej' do not cure the patient nor alter the prog- 
nosis, are of paramount importance in bringing these cases through the dangerous 
period of pregnancj" and labor. Only further progress in the knowledge of this 
dyscrasia and its causes maj' render treatment more specific and the prognosis 
more favorable. 

One figure. Five references. 


A CASE OF ARRHENOBLASTOhlA COMPLICATING PREGNANCY 

C. Philip Brentnall 

J. Obst. & Gjmaec. Brit. Emp., 62: 235-40, June, 1945 

The case described in this report appears to be unique, for although some 
60 cases of this type of tumor have been recorded, not one has occurred as- 
sociated with pregnancy. 

The patient, Mrs. F., 26 years of age, came to the outpatient department of the 
Saint Mary’s Hospitals in July, 1943. She had a masculine distribution of hair, 
a masculine voice and figure, except that the abdomen was distended by a 7 
months pregnant uterus and the breasts were enlarged and showed all the usual 
signs of pregnancy. The clitoris was much enlarged but there was no alteration 
in the labia. Vaginal examination revealed the presence of a smooth-surfaced 
tumor, about the size of a Jaffa orange, separate from the uterus, situated in the 
pelvis and pushing the cervix forward into close relation with the pubes. 

Her previous medical history was without particular interest. During the 
previous April, the manifestations of masculinization began to appear with 
growth of hair on the abdomen, chest, face, arms and legs. Acne and boils 
developed on her face and shoulders. Her voice deepened. It was impossible 
to discover any psycholo^cal alteration. 

From the previous February until 3 weeks after delivery she had glycosuria. 
She appeared to be an example of the “Achard-Tiers syndrome,” sometimes 
referred to as “the diabetes of bearded women.” She was also very anemic. 

At delivery, a cesarean section was performed and the tumor, a new growth 
of the right ovary, was removed. Lactation was established satisfactorily and 
uterine involution and lochial discharge were about normal for a cesarean 
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section case. Three months after delivery there was no change in her voice, 
yet the masculine distribution of hair was gone except for a suggestion of a 
mustache. 

There is no doubt that this is a typical case of arrhenoblastoma with character- 
istic symptoms and signs except where these were interfered with by the preg- 
nancy. The tumor, upon examination, was found to fall in the histological 
group of ovarian tumors consisting largely of cellular fibromatous tissue which is 
sometimes so cellular as to be described as sarcomatous. 

The child appeared normal except for the external genital organs. The clitoris 
was much enlarged and the glans, prepuce and frenulum well-formed. The 
labia majora were enlarged and corrugated; the labia minora as such were ab- 
sent. The urethra opened at the base of the clitoris and behind this the perineum 
extended unbroken to the anus. A discharge of blood from the urethra on the 
4th day of life was strong presumptive evidence of the existence of a uterus and 
a vagina opening into the urethra, the child therefore being a female pseudo- 
hermaphrodite. 

The author studies the question of how this variety of female pseudoher- 
maphrodite develops. It is suggested that the androgen from the ovarian 
tumor did not reach the fetus in effective quantity until the 3rd month of fetal 
life. By this time the female hormone of the fetal gonad had already produced 
some reactions in the accessory sex organs. 

Complete knowledge of the child cannot be had for several years. 6 references. 
1 plate. 9 figures. 


CARCINOMA OF THE CERVIX COMPLICATED BY PREGNANCY 

J. Robert Wilson 

Am. J.. Obst. & Gynec., 60: 276-83, September, 1945 

Carcinoma of the cervix is rare in pregnancy and the lesion may not be dis- 
lovered until it has progressed too far to hope for cure. According to a series of 
eports in 1937, the incidence of this condition complicating pregnancy is only 
ibout one case in three thousand. This is not surprising as carcinoma of the 
•ervix in the nonpregnant is low in the younger age groups into which the ma- 
ority of childbearing women fall. 

At the Chicago Lying-In Hospital only six patients have been treated for 
arcinoma of the cervix in pregnancy since 1931. A total of 39,719 patiente were 
i livered in this period; therefore the incidence of the disease m that institution 
^ one in each 6 620 deliveries, or 0.015 per cent. All lesions were of squamous- 
oririn except one, which was adenocarcinoma. Of these only three were 
Srible for consideration. Two (67 per cent) survived longer than 5 years after 
Sment, but only one is free from evidence of carcmoma. 
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Bleeding during early pregnancy persisting for more than one week, despite 
rest, may be due to a malignancy. Examination in such a case is a necessity. 
The signs during pregnancy are the same as those characteristic of a similar 
lesion in the nonpregnant uterus and biopsy of any suspicious area or lesion of 
the cervix should be done. An accurate pathologic diagnosis on tissue removed 
is of the utmost importance. Benign lesions should not be treated during 
pregnancy and in the case of questionable diagnosis, the patient should not be 
subjected to intense irradiation therapJ^ 

The prognosis for carcinoma of the cervix discovered during pregnanc 3 ' 
properly treated, appears to be as good as in the nonpregnant individual. There 
is a high sundval rate, as usuallj' diagnosis should be made earl}' in the course of 
the disease. Fetal prognosis is dependent primarilj' upon the stage of pregnancy 
at the time the carcinoma is discovered. 

Because of the small number of cases observed, no definite conclusion has been 
reached by the author as to the most effective treatment for these cases. How- 
ever, it is conceded that cerncal cancer is best treated bj' a combination of 
radium and deep X-raj' therapj'. The amount of irradiation necessary to 
destroy the lesion is comparable to th.at in the absence of pregnancy, but preg- 
nanej' may require alteration in the routine of administration. Postirradiation 
pelvic lymphadenectomy may improve the results. If the lesion is extensive, 
invoUing a large part of the cenTx, dilatation ^vill not occur, but its friability 
may result in hemorrhage at deliver}'. For this reason abdominal deliver}' is 
indicated. However, the danger of infection is increased in these cases, since a 
sloughing cendcal lesion is always infected. Under these circumstances cesarean 
subtotal hysterectomy is ad^'ised. Administration of sulfonamides by mouth 
reduce danger from infection. 

Fetal prognosis depends primarily upon the stage of the pregnancy at the time 
the carcinoma is discovered. Initiation of therapy before the period of viability 
must sacrifice the infant. If the lesion is found at a later period, the plan of 
treatment may be designed to save the baby, unless the method would decrease 
the chance of destroying the neoplasm. 

The author gives a summar}' of treatment to be carried out during the three 
trimesters of pregnancy. Twelve references. Two tables. 


CONGENITAL ABSENCE OF THE SACRUM AND COCCYX 
COMPLICATING PREGNANCY^ 

Captain Willla.m Berman, M. C. U. S. A. 

Am. J. Obst. & Gyn., 60: 447-50, October, 1945 

This is the Case history of a patient with a rare congenital pelvic abnormality — 
total absence of the sacriun and coccyx. There were also urologic complications. 
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manifested by incontinence, due to lack of sphincter control. In recent years 
the more common usage of roentgen pelvimetry has made possible the discovery 
of unsuspected pelvic abnormalities, thus aiding in the management of the cases 
during labor. 

The case presented in this article was that of a twenty year old primipara, 
first seen in the prenatal clinic when sixteen weeks pregnant. The patient was 
aware of the skeletal anomaly. She gave a history of being incontinent and 
partially involuntary, although there was some tone to the rectal sphincter 
muscles. The vertebral column was straight, but terminated at the junction of 
the last lumbar vertebra and the pelvic girdle. There was moderate atrophy of 
the thigh muscles, and this condition was quite marked in the muscles of leg 
and foot. X-ray showed the fetp,l head above the pelvic inlet, and it appeared 
full term in size. The inlet was asymmetrical and did not correspond to any of 
the pure types of pelves. It appeared cylindrical, mth the greatest diameter of 
the cylinder running anteroposteriorly. The head seemed too large for the inlet. 
A diagnosis of relative cephalopelvic disproportion was made and it was deemed 
best to give the patient a test of labor. This was done, but in about thirty-six 
hours she had made no progress. 

Under spinal anesthesia, a low classical cesarean section was done, and a 
living infant delivered. The child, however, expired shortly after birth. Au- 
topsy revealed that the baby had a congenital heart lesion and complete ate- 
lectasis of the lungs. X-ray of the spine showed no bony abnormality. The 
patient had an uneventful postoperative course. 

A few months later, she was operated upon for her incontinence. A cystocele 
repair was done and two portions of the sheath of the rectus abdominis muscles 
were brought under the bladder for support, according to the method of Aldridge. 
No great improvement was derived from this procedure. 

At the time of the report, the patient was again pregnant, and there had been 
no change in her prepregnant status. It is problematical what effect the second 
pregnancy will have upon the plastic repair done previously. 

Three figures. Twb references. 
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STRANGULATED HERNIA CONTAINING PREGNANT UTERUS 

AT TERM 

Charles E. Boys 

Am. J. Obst. & Gyn., 60: 450-52, October, 1945 

Cases of strangulated hernia containing a pregnant uterus at or near term are 
rare. In medical literature only five case reports were found by the author. 
"When this condition does occur it is a real obstetric problem particularly when 
most or all of the pregnant uterus is strangulated in a hernial sac. In the earlier 
months the pregnancy is often terminated by spontaneous or therapeutic 
abortion. 

Because of the apparent rarity of the condition, the author reports his case. 
The patient was a 37 year old woman, para eleven, at term. She had been in 
unusually severe labor for fourteen hours, without measurable progress, when 
first seen by the writer. She had had a supraumbUical hernia for several years, 
which had caused difficulty in three previous labors, especially the last. On 
examination a tiunor protruded from the upper abdomen, through a median 
cleft in the abdominal wall, above the umbilicus. Between pains the mass 
extended 17 cm. above the normal curve of the abdomen, and during pains it was 
7 cm. higher. Enormous varicosities were present in both lower extremities, 
but there were no palpable thromboses. X-ray examination disclosed a full 
term fetus, with the head not engaged. Uterine contractions recurred at from 
three to five minute intervals and were unusually violent, due partly to the 
strangulation. Rectal examination failed to reveal any fetal presenting part, 
and no effacement or dilatation of the cervix, which was very high. No vaginal 
bleeding evident. Mechamcal attempts to reduce the hernia were futile. 

A classical cesarean section was carried out at once. The tumor was well 
exposed and found to consist of the entire fundus and about half of the corpus 
of the uterus, with enormously varicosed broad ligaments. Reduction of the 
mass was impossible without enlarging the fascial ring. On incising the corpxis, 
a large placenta was found immediately underneath. The buttocks and lower 
extremities of the fetus were incarcerated under the placenta, w'hich was removed 
first. The iofant weighed ten pounds fourteen ounces and was in good condition. 
The surplus tissue of the hernial sac was excised, the peritoneum sutured and the 
fascia closed by imbrication. By the tenth postoperative day there was some 
breaking down of the superficial part of the wound and the hemioplasty was only 
partially successful. However, in 18 months the patient gave birth to her 
twelfth child, following a three hour labor, without incident. 

One figure. Five references. 
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manifested by incontinence, due to lack of sphincter control. In recent years 
the more common usage of roentgen pelvimetry has made possible the discovery 
of unsuspected pelvic abnormalities, thus aiding in the management of the cases 
during labor. 

The case presented in this article was that of a twenty year old primipara, 
first seen in the prenatal clinic when sixteen weeks pregnant. The patient was 
aware of the skeletal anomaly. She gave a history of being incontinent and 
partially involuntary, although there was some tone to the rectal sphincter 
muscles. The vertebral column was straight, but terminated at the junction of 
the last lumbar vertebra and the pelvic girdle. There was moderate atrophy of 
the thigh muscles, and this condition was quite marked in the muscles of leg 
and foot. X-ray showed the fe^l head above the pelvic inlet, and it appeared 
full term in size. The inlet was asymmetrical and did not correspond to any of 
the pure types of pelves. It appeared cylindrical, with the greatest diameter of 
the cylinder running anteroposteriorly. The head seemed too large for the inlet. 
A diagnosis of relative cephalopelvic disproportion was made and it was deemed 
best to give the patient a test of labor. This was done, but in about thirty-six 
hours she had made no progress. 

Under spinal anesthesia, a low classical cesarean section was done, and a 
living infant delivered. The child, however, expired shortly after birth. Au- 
topsy revealed that the baby had a congenital heart lesion and complete ate- 
lectasis of the lungs. X-ray of the spine showed no bony abnormality. The 
patient had an uneventful postoperative course. 

A few months later, she was operated upon for her incontinence. A cystocele 
repair was done and two portions of the sheath of the rectus abdominis muscles 
were brought under the bladder for support, according to the method of Aldridge. 
No great improvement was derived from this procedure. 

At the time of the report, the patient was again pregnant, and there had been 
no change in her prepregnant status. It is problematical what effect the second 
pregnancy will have upon the plastic repair done previously. 

Three figures. Twb references. 
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GAS BACILLUS INFECTION OF THE UTERUS TREATED WITH 

PENICILLIN 

Gwen S. Hudson and M. Pierce Rucker 
Am. J. Obst. & Gjm., BO: 452-55, October, 1945 

Pemcillin is theoretically the drug for the treatment of Clostridium welchii, 
according to these authors, because it is effective not only against this bacillus, 
but also against many of the organisms that are frequently associated with it in 
postabortal infections. In wound infections, penicillin has been found to be 
effective against gas bacilli in the blood stream, but has no effect upon the bacilli 
growing in dead tissue. Debridement is as necessary when penicillin is used 
as it w'as formerly. Treatment of postabortal and postpartum infections with 
penicillin should be combined with local treatment. 

The article goes on to describe the nature of the gas bacillus, and states that 
in the 45 years combined experience of the authors, they have seen only three 
proven cases and one suspicious case of Clostridium welchii infection. The 
Welch bacillus is more frequent with abortions than with full term deliveries 
and criminal abortions furnish ideal conditions for that type of infection, for 
obvious reasons. 

The diagnosis depends upon demonstrating the organisms either in blood 
cultures or in cultures from the uterus. It should be suspected in any severe 
and rapidly progressive infection, especially if there is evidence of gas formation. 
This suspicion is heightened when an abortion has been induced outside of a 
hospital. 

The course of the disease is so rapid that no time should be lost in beginning 
treatment. The patient may die within sixteen hours from the time of inter- 
ference. 

A case report is given of a patient with Clostridium welchii, in which treatment 
with penicillin apparently confined the infection to the uterus. However, it had 
no effect upon the process within that organ. The uterus continued to enlarge 
and was exquisitely tender until the patient was given, in addition, sulfadiazine 
and local treatment with zinc peroxide. Recovery was then uneventful, except 
for an attack of hepatitis on the I7th postabortal day, possibly incident to the 
sulfonamide therapy. She was discharged well twenty-nine days after the 
abortion. 

Eight references. 
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CHANGES IN NUMBERS OF CIRCULATING BLOOD PLATELETS 
FOLLOWING EXPERIMENTAL TRAUMATA 

Helen Payling Weight 

J. Obst. & Gynaec. Brit. Emp., 62: 253-58, June, 1945 

At present, very little is known of the factors which bring about an increase' 
in the numbers of circulating platelets in the postoperative period, often re- 
sulting in thrombosis. The author presents, in this report, a study of these 
factors based upon experimental work with rabbits. The component parts of 
major operations were subdivided into stages in order that the effects of various 
constituent procedures might be studied separately. 

Six full-grown rabbits were used for these operations with a period of no less 
than 6 weeks between operations. Observations were made upon the number 
of platelets and red cells before each operation, immediately after (within an 
hour), and on the 4th, 7th, 10th, 14th and 21st postoperative days. Blood for 
these counts was obtained by razor cuts in the marginal ear veins of the rabbits. 

The graded operations performed were as follows: bleeding with minimal 
surreal trauma, simple skin incision, skin and muscle incision, non-surgical 
destruction of muscle tissue by the injection of 2 c.cm. of a 2.0 per cent sus- 
pension of Neosyl (aluminum silicate) in normal saline into the thigh muscles, 
celiotomy with manipulation of the gut, celiotomy with autolysis of muscle 
strip, non-surgical sterile irritation of the peritoneum, and splenectomy. 

Results showed that in all stages the red-ceU counts remained steady through- 
out. The platelets, however, in all instances showed an increase in numbers,, 
reaching a maximum in 7 to 10 days and thereafter returning to normal by the 
21st day. The extent of the rise appeared to bear a direct relation to the se- 
verity of the operation. 

The author discusses the observations of other workers on this subject and 
from their fi Tidings and her own, draws the following conclusion: 

“It would seem, therefore, that these graded animal experiments support the 
hypothesis that tissue damage resulting in autolysis is an important factor in 
initiating the increase in platelet numbers in the postoperative period, and that 
additional light may well be thrown upon the nature of the ultimate stimulus 
by the further investigation of tissue extracts and their chemical components." 
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GAS BACILLUS INFECTION OF THE UTERUS TREATED WITH 

PENICILLIN 

Gwen S. Htjdson and M. Pierce Rocker 
Am. J. Obst. & Gjti., 60: 452-55, October, 1945 

Penicillin is theoretically the drug for the treatment of Clostridium welchii, 
according to these authors, because it is effective not only against this bacillus, 
but also against many of the organisms that are frequently associated with it in 
postabortal infections. In wound infections, penicillin has been found to be 
effective against gas bacilli in the blood stream, but has no effect upon the bacilli 
growing in dead tissue. Debridement is as neccssar}’’ when penicillin is used 
as it was formerly. Treatment of postabortal and postpartum infections with 
penicillin should be combined with local treatment. 

The article goes on to describe the nature of the gas bacillus, and states that 
in the 45 years combined experience of the authors, they have seen only three 
proven cases and one suspicious case of Clostridium welchii infection. The 
Welch bacillus is more frequent with abortions than with full term deliveries 
and c rimina l abortions furnish ideal conditions for that type of infection, for 
obvious reasons. 

The diagnosis depends upon demonstrating the organisms either in blood 
cultures or in cultures from the uterus. It should be suspected in any severe 
and rapidly progressive infection, especially if there is evidence of gas formation. 
This suspicion is heightened when an abortion has been induced outside of a 
hospital. 

The course of the disease is so rapid that no time should be lost in beginning 
treatment. The patient may die within sixteen hours from the time of inter- 
ference. 

A case report is given of a patient with Clostridium w'elchii, in which treatment 
with penicillin apparently confined the infection to the uterus. However, it had 
no effect upon the process within that organ. The uterus continued to enlarge 
and was exquisitely tender imtil the patient was given, in addition, sulfadiazine 
and local treatment with zinc peroxide. Recovery was then xmeventful, except 
for an attack of hepatitis on the 17th postabortal day, possibly incident to the 
sulfonamide therapy. She was discharged well twenty-nine days after the 
abortion. 

Eight references. 
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MATERNAL DEATHS DUE TO INFECTION 

Minnesota Maternal Mortality Committee 
Minn. Med., 28: 635-40, 1945 

A study of all maternal deaths in Minnesota from July 1, 1941, through June 
30, 1942, showed that 26 deaths were due to infection. The ratio of primi- 
gravidae to multigravidae was 8 to 18, The Committee felt that 18 of these 26 
deaths were preventable, seven not preventable. In the remaining case it was 
impossible to determine the preventability. It was concluded that practically 
all of the preventable deaths were the responsibility of the attending physician. 
The causes of death were as follows: abortion, 11 deaths, of which five were due 
to peritonitis, three to septicemia and one each to tetanus, pyemia and septicemia 
(extragenital infection) ; seven of the full or near full-term deaths were due to 
pulmonary embolism, three each to peritonitis and puerperal sepsis, and one 
each to mesenteric thrombosis, septicemia with pneumonia, and septicemia 
(extragenital infection). Details of the 26 deaths are given. They reveal a 
definite laclc of proper prenatal care in several instances. Deaths following 
desperate operative delivery in three instances could have been avoided by 
examination for cephalo-pelvic disproportion before the onset of labor. In two 
instances death could have been averted by elective cesarean section had the 
previous obstetrical histories of these women been taken. Lack of preparation 
of the patient for surgical procedure, lack of blood determination and indiscri- 
minate use of general anesthesia at delivery were noted in several cases. Only 
3.5 per cent of the patients who died had received adequate postpartum care. 
The chemotherapeutic attack in most of the cases was not fully utilized either 
in respect to time of administration, dosage or choice of drug. 


PATHOGENESIS OF POSTABORTAL PERITONITIS. A STUDY 

OF 61 CASES 

Henry C. Falk and George Blinick 
Am. J. Obst. & Gynec., 60: 168-174, 1945 

This study is devoted to an analysis of the pathogenesis and associated pa- 
thological findings in 61 cases of infected abortions in which the infection spread 
from the uterus to the peritoneum and produced a general peritonitis. Patients 
with parametritis and an associated peritoneal or local pelvic peritonitis and 
with peritonitis secondary to perforation of the uterus are not included in 
tLk Lries Examination at autopsy revealed that the most common pathway of 
Section from the endometrium to the peritoneum was by direct extension 
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through the tubes. This mode of infection spread was found in 66 per cent of 
the cases. Infection spread by wa}' of the parametrium in 10 per cent, the 
myometrium in 7 per cent, and in other combinations in 17 per cent of the cases. 
The last mentioned group included; (1) six patients with endometritis, sal- 
pingitis, parametritis and peritonitis in which the pathway of infection was not 
clear; and (2) four patients, with endometritis, absce.ss of the myometrium, 
salpingitis and peritonitis, who, although the tubes were probabl}' the chief 
pathways of extension, were not included in this group because of the question- 
able etiolog}' of the peritonitis. Ovarian abscess (tj’pe unrecorded) was found 
17 times. Thrombophlebitis of the uterine or ovarian veins, or both, occurred 
in 20 patients. It was present more often in patients with parametritis or 
myometritis alone or in combination than in those with salpingitis alone. In 
five patients embolic abscesses of the lungs were observed. No other sites of 
embolization were found. Several case reports illustrative of each route of 
infection are presented. 
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SHOULD WE CHANGE OUR PRESENT STANDARD ON INFANT 

VIABILITY? 

R. L. Haas 

Am. J. Obst. & Gynec., 60: 406-11, October, 1945 

This article begins with the question as to what constitutes the lower limit 
of viability of the premature infant. The literature on the subject has been 
carefully reviewed by the author and three cases of very premature babies from 
his hospital are recorded. 

On the basis of duration of pregnancy, a fetus which has remained in utero 
twenty-six to twenty-eight weeks is generally said to be viable. A table of the 
period of gestation at which the reporting of stillbirths is required in different 
States of this country is given. The standard set by law varies among the 
States, but usually birth and death certificates are required for infants when the 
duration of gestation is five months or more; this is in accord with the Model 
Vital Statistics Act of 1941. Every effort should be made to save even those 
babies which appear nonviable by these standards. 

The prognosis for survival of an infant varies with its weight. Those weighing 
less than 1,000 grams (2 pounds 3 ounces) do not have a good outlook, but a 
survey of the literature shows fifty-four surviving cases on record. The smallest 
surviving infant weighed 420 grams. In 1940, two babies weighing less than 
1,000 grams were bom in the University of Michigan Hospital. The preg- 
nancies were intermpted artificially at six or six and a half months and deliveries 
were spontaneous. One infant weighed 705 grams and the other 934; grams, 
when weighed on the ninth and sixteenth days respectively. Both were kept in 
incubators with continuous oxygen for nearly two months. Inhalations of 5 
per cent carbon dioxide were frequently used the first few weeks. There was a 
third infant born in 1944, weighing 830 grams sixteen days after birth. This 
child was born during the sixth month, the membranes rupturing spontaneously 
and labor ensuing two weeks later. The care of the three infants was the same. 
Particular attention was given in suctioning off aspirated mucus and amniotic 
fluid Five per cent glucose water in i ounce quantities given every two hours 
until well taken. Then a formula was substituted, feedings being carefully 
administered. Vitamins A, C and D, and iron, were begun as soon as the 
feedings were established. 

The follow-up in the first two cases showed that the first child, who was the 
smaller made good progress and at three yearn was healthy and active. The 
d case did not do as well, having some feeding difficulties at six months; had 
and some trouble ^vith eyes. However, at 23 months the baby weighed 25 
pounds and seemed healthy. The third infant weighed about 6 pounds when 

about 3 months of age. 
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The problem of whether the prospects for satisfactory mental and physical 
development of very small premature infants justifies the care they require has 
received considerable attention and it shows that, excluding cases of birth in- 
jury, their development is comparable to that of normal children. Physical 
growth may lag somewhat. WTien hospitals can be better equipped for the care 
of these babies, their care will become less formidable. Caudal anesthesia, which 
minimizes trauma to the fetal head, and proper transfusions will result in a rise 
in the number of prematures bom alive. 

One thousand grams (2 pounds, 3 ounces) is proposed as the lower limit of 
viability for statistical purposes. The number of recorded infants weighing less 
than this amount who have survived is not great; yet they are enough to show 
that every infant, no matter how premature, deser\'es the opportunity for life. 
2 tables. 15 references. 


AETIOLOGY OF HAEMOLYTIC DISEASE OF THE NEW-BORN 

R. J. Walsh 

Med. J. Australia, 2: 33-9, 1945 

Serological investigations were made of 106 families selected because of the 
occurrence in them of hemolytic disease of the new-born, stillbirths of unexplained 
etiology, repeated miscarriages, or physiological jaundice. The diagnosis of 
hemolytic disease of the new-born was made only if one of the following criteria 
was established; (a) severe jaundice at or shortty after birth, increasing in 
degree and associated with a reduction of the erythrocyte coimt and hemoglobin 
figure below normal, or with the presence of erythroblasts and other immature 
erythrocytes in the peripheral blood stream; (b) severe anemia without jaundice 
appearing at or shortly after birth; (c) post-delivery evidence of hydrops fe- 
talis, either macroscopic or histological. In 90 families ABO and Eh typings 
were performed on the father, mother, some of the li\Tng children and, in most 
cases, on the affected child. In the other 16 families these typings were made on 
the mother and affected child. In 83 (92 per cent) of the 90 families the mother 
was found to have Eh-negative blood and the father Rh-positive blood. In 
the 16 families in which only the mother and affected child were examined, the 
mother had Rh-negative blood in 14 and Rh-positive blood in two instances. An 
Rb agglutinin was found in the serum of 48 per cent of the 106 mothers. The 
severity of the disease in the child was not related to the presence of the Rh 
agglutinin in the mother. In general, the frequency of occurrence and the 
severity of the disease increased with an increasing number of pregnancies, but 
some exceptions were noted. Only four of the 26 women whose pregnancy ter- 
minated in stillbirth of unexplained etiology had Rh-negative blood (the hus- 
bands of all four had Rh-positive blood), but the bloods of nine of the 23 women 
■with a history of repeated miscarriages of unexplained etiology were Rh-neg- 
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, ative. Only one of the twelve mothers whose children developed physiological 
jaundice was found to have Rh-negative blood, and in no instance was an irreg- 
ular agglutinin detected in the mother’s serum. The mechanism by which the 
Rh factor passes across the placenta and immunizes the mother is discussed. 
No agglutinin was demonstrated in the blood of eight infants who were examined, 
but intravascular agglutination was noted in several of these cases. The possi- 
bility is advanced that the colostrum plays a part in causing destruction of the 
infant’s erythrocytes or that extracorpuscular Rh substance may absorb some 
Rh agglutinin before it reaches the Rh-positive erythrocytes. 


Rh INCOMPATIBILITY AS A CAUSE OF MENTAL DEFICIENCY 

. Editorial 

Brit. Med. Jour., 188-189, August 11, 1945 

In this editorial recent evidence is reviewed pointing to the fact that a sub- 
stantial amount of mental deficiency is the result of Rh incompatibility. In 
the first place, reference is made to the work of Yannet and Lieberman showing 
that in 56 undifferentiated idiots (that is idiots in whom none of the known 
causes of idiocy was demonstrable) there were no fewer than 11 who were Rh 
positive with Rh negative mothers. If we were to draw a random sample of 56 
mothers and children from the general population, the expected number, ac- 
cepting the proportion of Rh-negative persons as 15%, would be 5.15 — less than 
half the number obser\md. In another comparable stud 3 ' bj’- Snj'der, Schonfeld 
and Offerman, in 11 out of 68 similar undifferentiated defectives the Rh reaction 
of the mother was negative and the offspring positive. Adding the two series 
together the number Is 22 out of 124. The expected number in a random sample 
of 124 is 11.40. The odds against so big a difference as this arising with the 
accidents of sampling are nearly 600 to 1. The editorial concludes that the 
evidence in favor of the hypothesis is thus veiy strong, but the figures are not 
sufficient jmt to allow anj' close estimates to be made as to how much mental 
deficiency is due to this cause. Should further -work reveal a figure similar to 
that indicated in these first series, then Rh incompatibility would be about 
half as important numerically as mongolism as a rau.^e of mental deficiency 
among institutional defectives. 
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THE Rh FACTOR IN OBSTETRICS 
Jacob Halperin, Mendel Jacobi and Alvin Dubin 
Am. J. Obst. & Gynec., 60: 32C-30, September, 1945 

The authors urge the adoption, by obstetric institutions, of the routine deter- 
mination of the Rh factor in all pregnant women. From a study of 3,885 de- 
hveries, they found that discrepancj’ in the Rh factor is the most potent cause 
of intragroup transfusion reactions in Rh-negative women, particularly if they 
have recently been pregnant. Also, in accord with the literature, they found 
that, with few exceptions, fetal erj'throblastosis results from a mating of an 
Rh-negative female udth an Rh-positive male. 

In the first 500 consecutive patients in whom the Rh factor was determined, 
there was an incidence of 13.2 per cent of Rh-negative women. An incidence 
of 65.7 per cent of these so far delivered showed some form of erj'throblastosis 
sjTnptoms. In these erj’throblastotic newborn infants, males predominated. 

New statistics and analj'ses are presented in this report which show that the 
male fetus is more susceptible to erythroblastosis fetalis than the female in the 
proportion of approximately 3:1, and in fatal cases approximately 5:1. The 
chances for a female to recover are, therefore, so much greater. This discovery 
offers one means of prognosticating the outcome. The explanation for the 
greater severity of the disease in males is difficult to explain on a sex-linkage 
basis. There may be another genetic factor involved which is not yet known. 
11 references. 

(The high incidence of “erythroblastosis symptoms,” 65.7 per cent, in the offspring of 
Rh negative mothers, as reported in this article, will provoke surprise in most readers. A 
partial explanation is afforded, perhaps, by the fact that the authors include what is usually 
termed “physiologic jaundice” among such symptoms. Even then, this finding is difficult 
to understand and is at great variance with the usual experience that only one in forty or 
so of the offspring of Rh negative mothers (with Rh positive fathers) manifest erythro- 
blastosis. 

The authors’ demonstration that the male fetus is more vulnerable to erythroblastosis 
than the female is in keeping with the curious preferential death rate which is active in 
utero against the male. Crew (Trans^ Edinb. Obst. Soc., 47, 122, 1927) estimates that the 
ratio of males to females at the onset of pregnancy is 170: 100. In a study of 1200 specimens 
of abortion in the Carnegie Institute of Embryology, Schultz (Contrib. to Embryol. 
No. 56, pp. 177-191) found a ratio of 110:100. Since it is well known that this ratio at term 
is 105:100, the conclusion is inescapable that abortion strikes the male fetus more frequently 
than the female. And in general about 60 per cent of abortions and the same percentage 
of stillbirths are of the male sex. That erythroblastosis should show a similar preferential 
death rate is of much interest. 

The authors’ contention that Rh determinations be done on all pregnant women is, of 
course, a gospel that needs preaching far and wide. There is also need for an educational 
program among all physicians in respect to the necessity of performing such typing on any 
person of any age prior to blood transfusion, particularly females. The occasional tragedy 
which will inevitably result from neglect of this dictum was exemplified by a patient who 
Was recently delivered in my clinic. Routine typing showed her Rh negative and her hus- 
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band Rh positive, but since she was a primigravida and since erythroblastosis is uncommon 
in primigravidae, a normal baby was anticipated. The baby at birth, however, showed a 
combination of the hydrops and icterus types of the disease and died soon after delivery. 
Further history taking revealed the fact that several years previous she had had a blood 
transfusion at another hospital for intractable nose-bleed. The chances are six out of seven 
that the donor was Rh positive. Had her Rh negativeness been established before the 
transfusion and had Rh negative blood been used the present tragedy would probably 
have been averted. This case teaches another important lesson: when an expectant 
mother is reported as Rh negative, always ask if she has ever had a blood transfusion. — 
Ed.) 


CONGENITAL DEAFNESS AND CATARACT FOLLOWING 
RUBELLA IN THE MOTHER 

Franz Altmann and Albert Dingmann 
Arch. Otolaryngol., 42: 51-2, 1945 

Following a brief review of the literature a case report is presented. The 
subject’s mother had contracted German measles during the latter part of the 
second month of pregnancy. When the child was four months old, a congenital 
cataract was removed from his right eye. At the age of ten months he still 
showed no recognizable reaction to sounds. The vestibular function was normal. 
No malformations or defects other than the unilateral cataract and complete 
loss of cochlear function were found. This is the first time, according to the 
authors, that the combination of deaf-mutism and cataract has been reported in 
the literature. It had been thought that the nature of the defect in the child 
depended upon the stage in pregnancy in which the mother contracted rubella. 
As it had been found that the average time during pregnancy was 2.3 months in 
the case of the children showing deaf-mutism and 1.4 months in that of children 
with congenital cataract, the present case shows that time of the onset of rubella 
cannot be the only determining factor. 


SO-CALLED GERMAN MEASLES DEAF-MUTISM, WITH PATENT 
DUCTUS ARTERIOSUS 


D. G. R. Vickery 
Med. J. Australia, 2: 57, 1945 


This case report deals with a child whose mother had had German measles in 
e third month of pregnancy. At the age of four years he weighed 27 pounds 
d exhibited cardiac dwarfism, congenital cardiac disease and deaf-mutism. 
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He did not respond to the spoken voice but could hear handclaps, vrhistles and 
other sharp noises. 


- SO-CALLED GERMAN MEASLES CATARACT, WITH 
CONGENITAL CARDUC DEFECT 

D. G. R. Vickery 
Med. J. Australia, 2: 57, 1945 

The patient was four years old at the time of this report. Her mother had 
suffered from German measles in the second month of pregnancy. The child’s 
hirth weight had been 6.5 pounds and her present weight was 23.75 pounds. A 
cataract of the right eye had been aspirated when she was a year old. She had 
cardiac dwarfism. Cardiac findings suggested a patent interventricular septal 
lesion and possibly a patent ductus arteriosus. Intelligence was nonnal. 


A CASE OF THIRD-GENERATION SYPHILIS 

' C. J. V. Heujwell* 

Brit. Med. Jour., 186, August 11, 1945 

The case history of a 14 year old boy with congenital taboparesis is presented 
with convincing evidence to show that it represents a case of third-generation 
syphilis. The boy had a t5T)ically tabetic gait due to spasticity of the lower 
limhs. The right pupil was dilated and did not react to light, while the left 
was normal and reacted to light. The blood Wassermann reaction was positive. 
The cerebrospinal fluid findings were as follows: Wassermann reaction-) — ) — )-; 
Lange, 5553210000; cells, 20 per c.mm.; total protein, 30 mg. per 100 c.cm.; 
globulin, increased. The boy was grossly defective mentally. 

On investigating the rest of the family — the two other children, the father, 
and the mother — the only one who showed a positive Wassermann reaction 
was the mother. She avowed that she had never had syphilis, nor any treat- 
ment; but that both her parents had died as a result of the disease. This would 
indicate that she herself was a congenital syphilitic, even though she shows no 
signs, apart from that complacent facies which is so often seen. The father had 
been a blood donor for more than twenty five years; it is therefore reasonable to 
assume that his blood Wassermann reaction had been negative aU that time and 
certainly during the twenty years that he had known the mother. Both the 
daughter, aged 17, and the yoimger son, aged 12, showed no signs of the disease 



74 


OBSTETRICAL AND GYNECOLOGICAL SURVEY 


and were brilliant scholars. It can thus be stated that these three members of 
the family were, and always had been, free from syphilis; and should the mother 
have acquired it at all it would have been manifested in one or all of them The 
evidence therefore shows that the mother is a congenital syphilitic who has 
given birth to a third-generation congenital syphilitic. 


THE EFFECT OF RESPIRATORY STIMULANTS IN THE 
NEWBORN INFANT 

. Kha Ti Lim and Franklin F. Snyder 
Am. J. Obst. & Gynec., 60: 146-153, 1945 

The purpose of this investigation was to determine the effect upon the normal 
newborn infant of various respiratory stimulants, including alpha-lobeline, 
coramine, metrazol, caffeine, and cyanide. In these experiments on rabbits 
it was aimed to take into account the peculiarities of the newly born animal in 
response to these agents and to eliminate complicating factors commonly as- 
sociated with clinical trial. The observations are confined to 83 newborn 
rabbits obtained from 41 litters. In one group of 57, pentobarbital sodium was 
injected subcutaneously one hour before the respiratory stimulants were tested. 
In the others, premedication was omitted. An additional /series of 21 rabbits 
was studied during the later neonatal period at a time when respiratory re- 
sponses were well established. Various amounts of the drugs were injected into 
the external jugular vein. For control injections Ringer's solution was used. 
It was difficult to demonstrate significant stimulation of respiration following 
the administration of alpha-lobeline, coramine, and caffeine; following metrazol 
or cyanide, the slight stimulation was transient, lasting less than a minute. The 
range between the effective dosage and that which caused convulsions was very 
narrow. This hazard was particularly noticeable in the presence of pento- 
barbital premedication. In several of these instances the effective dose resulted 
in convulsions. No marked change was noted in the range of safe dosage in the 
series of sucklings. Injury resulting in death frequently followed convulsions 
•which occurred after administration of alpha-lobeline, coramine or caffeine. 
After metrazol or cyanide the animals survived despite the occurrence of con-vul- 

sions. 
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THE BIRTH OF A TWENTY-POUND INFANT 
J. J. Gwin 

J. Teiin. State Med. Assoc., 38: 20G, 1945. 

The mother of the subject of this case report was a white women with a history 
of three previous pregnancies resulting in three healthy babies. The first 
weighed nine pounds at birth, the second 9.5 pounds, and the third 12 pounds. 
The mother' was verj- obese (height, five feet, four inches; weight, 245 pounds) 
and had disregarded dietary instructions given at various times during her 
fourth pregnancy. Nine days after the expected date of confinement, daily 
doses of thyroid extract and magnesium sulphate were given. Three days later 
labor was induced by doses of obstetrical pituitrin. Ether analgesia and assists 
were used at delivery. The head and trunk were extricated with onR- moderate 
difficulty, but the shoulders and pelvic girdle were extricated with extreme 
difficulty. The cord (ca. 29 inches long) was wrapped once around the neck. 
The baby was dead at birth. No fractures were found. The infant weighed 
twenty pounds and the afterbirth 4.5 pounds. The mother sustained only a 
slight mucous membrane laceration and had an uneventful convalescence. 
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DYSTOCIA DUE TO THE SHOULDERS 
Charles G. Bahnum 

Am. J. Obst. & Gynec., EO; 439-42, October, 1945 

Dystocia due to the shoulders occasionally presents a serious problem. It 
may be due to one or more factors; with an over-sized baby the shoulders are 
large in proportion to the head and the anterior shoulder may impinge upon the 
anterior arch of the pelvis in such a manner as to offer a serious obstacle to 
delivery. This may occur unexpectedly when a large baby is being delivered 
through a slightly contracted pelvis, through which a moderate-sized baby had 
previously been delivered with ease. Analgesia and anesthesia add to the 
difficulty by preventing cooperation by the patient and minimizing the effective- 
ness of the natm-al forces. 

The writer describes his procedm-e in such a situation: With adequate anes- 
thesia the fetal body is allowed to rise in the mother’s abdomen as far as it would. 
The operator’s hand is introduced posteriorly, to find the posterior arm. Failing 
to flex the elbow, the operator’s hand is advanced until the fetal wrist can be 
released from its positions across the posterior border of the pelvic inlet. The 
fetal elbow is flexed and the hand swept down over the anterior chest. At this 
time the posterior shoulder is out, but the anterior shoulder is still engaged 
against the symphysis. 

To release the anterior shoulder, the fetus is rotated approximately 180 degrees 
(with the help of an assistant), so that the shoulder which is out comes into a 
position just outside the symphysis. This maneuver entirely unlocks the 
obstruction and the remainder of the delivery is readily completed. 

Subsequently, the first part of this procedure was found described by DeLee 
snij a similar description in Titus’ “The Management of Obstetric Difficulties.” 
Both state that after delivery of the posterior shoulder the remainder of the de- 
livery was easUy accomplished. This, the author states, does not appear to 
always be the case, and DeLee’s illustration shows the operator’s hand making 
suprapubic pressure to force the anterior shoulder under the symphysis, which 
might subject the fetal thorax to severe compression. This pressure could be 
transmitted to the heart, leading to permanent cardiac arrest. The method of 
rolling the baby over on its longitudinal axis and unlocking the obstruction, 
avoids compression of the thorax. Since first extemporizing this procedure 
several years ago, the writer has used it on several occ^ions when commoner- 
methods failed, and in these cases delivery was accomplished without injury to 

mother or child. 
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A PERITONEAL STAINING TECHNIQUE FOR EXTRAPERITONEAL 

CESAREAN SECTION 

George A. Bourgeois 
Am. J. Obst. & Gynec., 60: 191-195, 1945. 

A description is given of a peritoneal staining technique designed to facilitate 
dissection of the peritoneofascial flap and to aid in preventing its accidental 
puncture during cesarean section. The urinarj' bladder is emptied by catheter 
and refilled with about 250 cc. of 0.001 per cent phenol^ulfonphthalein solution 
and the catheter is left in the bladder. A midline incision is made do^vm to the 
transversalis fascia which is stripped by blunt dissection from the undersurface 
of the recti muscles. A single small premeditated opening is then made into the 
peritoneal cavity at the extreme upper pole of the incision. A soft rubber 
catheter, to which a s 3 Tinge containing 5 cc. of 0.5 per cent aqueous methylene 
blue solution has been attached, is inserted through this opening into the 
peritoneal cavity toward the bladder. The bladder is then emptied and the dye 
injected slowly over its peritoneal surface. Simultaneous manipulation of the 
catheter tip through the transversalis fascia and peritoneum will bring the dye in 
contact with all of the future peritoneofascial’ flap. Overflow of dye onto ex- 
traperitoneal ti^es can be prevented by having an assistant elevate the edges of 
the peritoneal opening. The peritoneal incision is closed by fine chromic gut. 
The resulting sharply demarcated blue peritoneum furnishes guides for dissection 
of the peritoneofascial flap. 

Ten cases in which this method has been employed are reported. Incomplete 
staining occurred in one instance because the amount of dye was insufficient and 
in another because the dye was injected in the presence of a distended bladder. 
No maternal or fetal deaths occurred. No injury to bladder or ureters was noted. 
Convalescence of all patients was free of peritoneal irritation or postoperative 
vomiting. At follow-up examinations all uteri were well involuted and freely 
movable. 


THE USE OF FINE CHROMIC CATGUT FOR POSTPARTUM PERINEAL 

REPAIR 

Edward G. 'Waters 

Am. J. Obst. & Gynec., 60: 319-25, September, 1945 

The author suggests that the use of very fine chromic catgut sutures is 
followed by primary healing of the incised perineum. When the soft parts are 
neither excessively overstretched by the fetus nor damaged by instrumentation, 
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a nulli parous type introitus may be looked for as the end result in most partu- 
rient patients. Primary posterior colpoperineorrhaphy is designated as a good 
procedure to follow in multiparas ivith relaxed structures. These findings re- 
present the results in the follow-up of 80 per cent of a group of 400 patients 
studied by the author. 

The function of a suture is to obtain hemostasis and hold in opposition the 
divided structures sufficiently long to permit adequate wound healing before loss 
of effective suture strength through absorption. The most desirable suture is 
, one which evokes the least leucocytic response and permits earliest proliferation 
of fibroblasts. A consideration of the available experimental data indicates the 
. use of the smallest chromic sutures possible with due consideration of the need 
for initial tissue coaptation. The chromic catgut used throughout this series 
was No. 0000 chromic catgut, with average tensile strength of 2 pounds. 

In this series, the suture material removed on the third day in experimental 
cases only varied from 1 pound 4 ounces to 2 pounds 8 ounces in tensile strength. 
An incidence of over 72 per cent of patients with no postoperative pain response 
is notable. Ninety-eight and eight-tenths per cent of these wounds healed by 
primary intention with no excessive or notable tissue disturbance. 

The conviction is advanced that a consideration of the theory of wound healing 
involving the use of fine chromic suture material and the clinical data derived 
from the study of these 400 patients in whom this type of suture material was 
used, gives evidence to the belief that it is the proper suture material to use for 
postpartum perineal repairs. 5 figures. 


CONTINUOUS CAUDAL ANALGESIA IN CURETTAGE FOR ABORTION 

Charles W. Newton, Jr. and George J. Andros 
Am. J. Obst. & Gynec., 60: 430-33, October, 1945. 

This article deals with the attempt of the authors to decrease blood loss at the 
time of therapeutic abortion and curettage for incomplete abortion by the use 
of continuous caudal analgesia as an anesthetic method. This technique 
maintains tonicity of the uterine muscle and at the same time provides analgesia 
of the perineum, vagina and in the cervical and fundal portions of the uterus. 

The technique used is based upon the method originally described by Hing- 
son and Edwards. Preoperative medication in the form of 0.2 Gm. pentobarbital 
sodium (Nembutal) is administered orally approximately thirty minutes before 
the patient is taken to the anesthetic room. With the patient on her abdomen, 
the lower back is surgically prepared and draped. After local infiltration of the 
skin a malleable steel needle is inserted into the sacral canal through the sacral 
hiatus. When it has been determined that the needle is properly placed, a test 
d 'c of 8 cc of 1.5 per cent metycaine in Ringer’s solution is injected. After a 
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ten-minute period of observation, and in the absence of signs of spinal anesthesia, 
an additional 22 cc. of the analgesic agent are injected, and the patient is placed 
immediately upon her back. Care must be taken to prevent displacement of the 
needle. The operating table is tilted into 5 degrees Trendelenburg position, the 
patient’s feet are held upward for two or three minutes, following which the legs 
are suspended by stirrups in lithotomy position. After an interval of about ten 
minutes the level of analgesia on the abdominal skin is tested by means of a 
sharp needle. Blood pressure is checked at five-minute inteiwals during the 
entire procedure. 

The amount of 1.5 per cent met 5 'caine used has been relativelj’’ constant, the 
smallest total amount injected being 40 cc. and the largest 70 cc. The average 
dose has been less than 55 cc. This variance in amount necessary, to produce 
satisfactoi^’’ analgesia is probably due to individual susceptibility to the drug and 
to the size of the patient. The amount must be regulated by objective and 
subjective findings. 

In the series of 22 consecutive cases there were no anesthetic, operative or 
postoperative complications. Convalescence and return to normal activity of 
the patient is hastened. 

One table; three references. 
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THE INFLUENCE OF SOCIAL AND ECONOMIC FACTORS ON 
STILLBIRTHS AND NEONATAL DEATHS 

DugaijD BAraD 

J. Obst. & Gyna^c. Brit. Emp., 62: 217-34, June, 1945 


In order to compare stillbirth and neonatal mortality-rates in different 
social classes, the author has analysed the records of 3 groups of Aberdeen cases. 
Group 1 composed a series of 1, 419 delivered in a musing home, belonging to the 
Registrar-General’s social classes I and II (high income groups) and mostly \mder 
the care of the family doctor. Group 2 was a series of 8,808 booked hospital 
cases, under the care of specialists, belonging to social classes III, IV and V (low 
income groups). Group 3 consisted of 501 cases in private specialist practice. 
In the 3 groups the stillbirth-rates were 25.3, 30.4 and 10.0 respectively and the 
neonatal mortality 13.0, 34.5 and 8.1. 

In Groups 1 and 2 the stillbirth-rates in full-time and premature infants were 
the same, and in each group the stillbirth-rate in prematiue infants was 10 times 
that in full-time infants. The excess mortality of Group 2 over Group 1 was due 
to the incidence of prematiuity in Group 2 being almost double that in Group 1. 

The patients in Groups 1 and 3 are in the same social class and the differences 
in the stillbirth- and meonatal mortality-rates are probably due to different 
standards of obstetric care. In Group 1 the stillbirth-rate has fallen from 47.6 
in the years 1933-37, to 14.9 in the year 1944. This fall is due mainly to im- 


proved obstetrics. 

In Group 2 the stillbirth-rate is 3 times that in Group 3, although the standards 
of obstetric care are the same. There is very little scope for reductibn in the 
stillbirth-rate in Group 2 except by measiues designed to improve the health 
and nutrition of the mother. The problem of the high neonatal mortality in 
Group 2 is largely one of the prevention of prematurity. 

The stillbirth-rate is relatively high with first pregnancies, least in the second 


and thereafter rises with each pregnancy. The rate rises with age in each parity. 
In Group 2 the stillbirth-rate in the age group 25 to 34 in primiparae is nearly 
5 times that in the same age group of primiparae in Group 1. The reproductive 
efficiency in Group 2 as measured by the stillbirth-rate falls off steadily after 
the age of 20, whereas in Groups 1 and 3, the fall in efficiency is delayed until the 
aee of 30 In Group 2, 63 per cent of the primiparae are under 25 years of age 
and in Groups 1 and 3, 19 per cent. The stiUbirth-rate in the latter groups 
would be very high if the reproductive efficiency in these groups feU off as quickly 

w^+h ace as it does in Group 2. . , . 

Over 30 per cent of the stillbirths in full-time infants m Group 2 are due to 
intra-uterine death of the fetus due to unexplained causes. The cause of the 
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onset of prematiire labor is unexplained in about 50 per cent of cases. The 
most probable explanation in both instances is poor health and nutrition of the 
mother. 

From a national point of view, the stillbirth and neonatal mortality-rates will 
be lowered most substantially by improvement in the health and nutrition of 
the mothers in Social Classes III, TV and V, corresponding to Group 2 in this 
series, as they constitute the vast majority. 9 references. 


THE INFLUENCE OF SOCIAL AND ECONOMIC FACTORS ON 
STILLBIRTHS AND NEONATAL DEATHS 

Dugald Baird 

J. Obst. & Gynaec. Brit. Emp., 52; 339-66, Aug., 1945 

The author proposes, in this paper, to examine the probable causes of pre- 
maturity, basing the discussion on a previous paper which showed the importance 
of prematurity as a cause of stillbirth and neonatal mortality in Social Classes 
III, rV and V. 

Prematurity is almost twice as high in Social Classes HI, IV and V as in Classes 
I and II. In the former classes, 50 per cent of the prematurity is unexplained. 
The most common obstetrical condition associated with prematurity is eclamptic 
toxemia and this is twice as conamon among the poor as the well-to-do for the 
same age and parity group. Twin pregnancy is a great strain in the lower 
classes. The most likely explanation of these diflferences is that among the lower 
classes the health and nutrition of the mother is inferior. Variability in the 
incidence of prematurity within the lower classes suggests that poor health of the 
mother may be dependent upon growth and general nutrition in early years 
rather than on the diet during pregnancy. 

In the pre-war years it has been shown by Orr and others that as the income 
rises, the amount spent on food increases and the diet improves. Fifty per 
cent of the population has a diet inadequate for full health. This 50 per cent 
contains about two-thirds of the children. As income increases, disease and 
death rate decrease, children grow more quickly, adult stature is greater and 
general health and physique improve. 

A study was made of the heights of expectant mothers and of the weights of 
their babies with results showing that the weight of the baby increases with the 
height of the mother. If a mother does not grow to full height, her pelvis is 
unlikely- to develop fuUy. The danger of this would be increased if the mother’s 
nutrition during pregnancy were good and a large baby produced. The in- 
cidence of rickets is high in association with general poor health and ph 3 rsique 
and also in association with high stillbirth-rates. 

A study of diets of 300 women was made as follows: 100 mothers with stillborn 
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infants; 100 mothers with’premature born infants; and 100 mothers of full-time 
infants. The average daily caloric intakes in these groups were 1,644, 1,710 and 
1,946 respectively. The diet of the mothers of full-time infants was superior 
in every respect. 

From a study of the stillbirth and neonatal mortality-rates during the war 
years, it can be inferred that the war has improved the social position of Classes 
III, IV and V, in so far as it affects women in these classes having fewer still- 
births and deaths in the firsts 3 days of life from prematurity and “unknown 
causes.” Improved nutrition during pregnancy seems to be the most likely 
explanation. 

In 1940 and 1941 there was a sharp fall in food supplies and at the same time a 
rise in neonatal mortality due to infection. In 1942 figures show an improvement 
in food supplies largely resulting from Lend-Lease supplies and from then on the 
supplies have remained fairly constant. Since the war, unemployment has 
disappeared and wages are higher. In 1943 there was an 80 per cent increase in 
the consumption of liquid milk in the working classes. 

The stillbirth-rate has been falling fairly steadily throughout the war years in 
Scotland, England and Wales, while that part of neonatal mortality due to pre- 
maturity, congenital debility and birth' injury has fallen markedly since 1942. 
19 references. 



Maternal Mortality Reports 


(Secrelarics of Maternal Mortality Committees are invited to submit selected 
cases of maternal deaths, with analyses appended, for publication in this section 
of the Survey. Cases should be chosen on the basis of educational value, not be- 
cause of rarity. For obvious reasons complete anonymity will be maintained. 

Readers should note that the comment which follows each case history represents 
the opinion of the Committee concerned and does not necessarily reflect the attitude 
of the Editors.) 


CASE NO. 1 

The patient was a twenty-seven year old colored multigravida, who was admitted to the 
hospital on June 21 at 1:45 A.M. with a history of having had three generalized convulsions 
prior to admission. The E. D. C. was the latter part of August. She was first seen on March 
15, at which time her blood pressure was 130/65, her weight 9S pounds and she was thought 
to be twenty to twenty-two weeks pregnant. She was observed on four subsequent occa- 
sions, the last time being on May 31. At that time the blood pressure was 114/78; the 
weight 114 pounds, and she was instructed to return on June 21. On June 20, however, 
she visited the office about noon complaining of intermittent abdominal pain and it was 
thought that she was probably in premature labor. On examination the presenting part 
was floating and the cervix was not effaced and not dilated. She presented no apparent 
signs that the examiner recognized as indicative of toxemia. Her blood pressure was not 
taken and her urine was not examined. She was told that she was not in labor and could 
go home. 

She was next seen approximately twelve hours later in the hospital. The history ob- 
tained at that time was that she had had three generalized convulsions during which she 
chewed her tongue, and following which there was loss of vision. On admission her blood 
pressure was 220/140. The fundus was 23 centimeters above the symphysis and the fetal 
heart could not be heard. There was a small amount of ankle edema and the patient was 
comatose. The temperature was 101° rectally, the pulse rate 96 per minute and the respira- 
tions 24. A catheterized specimen of urine revealed four plus albumin. Treatment was 
begun immediately. Sedation and digitalization, accompanied by the administration of 
considerable quantities of glucose, wore carried out. Her blood pressure readings remained 
at a high level for the first twenty-four hours of hospitalization, and then began to drop 
reaching a low point of 135/104 at 4:00 A.M. on June 22. Continuous oxygen by mask was 
being given and it was frequently necessary to remove mucus and vomitus from the mouth 
and throat by auction. Ophthalmoscopic examination revealed small hemorrhages in both 
fundi and evidences of hypertensive retinitis. The patient’s condition remained critical 
throughout the 23rd and 24th of June. At 3:42 A.M. on June 25 she was delivered spontan- 
eously of a 30 week dead macerated child weighing 2 pounds 12 ounces. She seemed to im- 
prove somewhat for a few hours, but on the morning of the 26th she lapsed into a coma, 
her pulse became weak and at times imperceptible, and her respirations markedly increased. 
Plasma, whole blood, and glucose were given but no improvement resulted. Every manner 
of supportive therapy was attempted with little result and on July 1 respirations ceased. 

Discussion: The value of adequate prenatal care as a means for the prevention 
of eclampsia has been amply demonstrated in the experience of everyone con- 
cerned with the care of the pregnant female. This basic principle of maternal 
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care needs no additional substantiating proof here. Registration early 5n preg- 
nancy with complete physical examination followed by adequate observation 
throughout pregnancy is an essential part of good care. The failure to take 
this patient’s blood pressure when she was seen prior to the onset of the eclamptic 
convulsions was inexcusable, and probably played a large part in the result in 
this case. Adequate treatment at that time might have avoided the convulsions 
and the subsequent fatality. This death must be judged as a preventable one. 


CASE NO. 2 


The patient was a thirty -six year old white multigravida, IV, who was admitted to the 
hospital on February 14. According to the history given by the patient, she had been under 
the care of a midwife and had an entirely uneventful prenatal course except for some slight 
ankle edema during the last three weeks. At no time had she been seen by a physician 
prior to admission to the hospital. She began to have labor pains at noon on February 13 
and sent for the midwife. After seven hours of poor pains no progress seems to have been 
made. During that period frequent and repeated non-sterile vaginal examinations were 
carried out by the midwife. No history could be elicited of the administration of any 
oxytocics. > 

Early on the morning of February 14 the midwife sent for a physician, who after a physi- 
cal examination, including a rectal examination, sent the patient to the hospital. On ad- 
mission to the hospital the patient’s temperature was 96°F.; the pulse rate 168 per 
minute, the blood pressure 130/100, and the fetal heart was not audible. Upon examination 
the patient was found to have a frank breech presentation, the presenting part being at the 
level of the spines, and the cervix fully dilated. There was no bleeding apparent. The 
patient was catheterized and about 15 cc. of gross blood was obtained. Contractions of the 
uterus were noted at this time which were of slight intensity and very irregular. X-ray 
examination confirmed the presentation of the fetus. 

Further examination of the patient established a diagnosis of a rupture of the uterus 
and the patient was taken to the operating room. Four hours after admission the abdomen 
was opened under ether anesthesia and a classical cesarean section performed. The child 
was stillborn. There was no free blood in the peritoneum, but upon examination a tear was 
found in the right lateral wall of the uterus extending from the region of the cervix to the 
cornu. The right broad ligament was markedly infiltrated with old blood clots. An hys- 
terectomy and a right salpingo-oophorectomy were performed and a drain placed through 
the cervical stump. During the operation 450 cc. of blood and glucose were given the pa- 
tient and she left the operating room in fair condition with a blood pressure of 120/90 and 
a pulse rate of 160 per minute. 

Due to the foul odor of the uterine contents found at operation, sulfa therapy was started 
inimediately and lOOO cc. of citrated blood were given late that evening. The patient 
appeared to rally satisfactorily. Fluids were taken fairly well and the urinary output was 
good. On February 15 another 500 cc. of citrated blood was given. However, on Febru- 
ary 16 the patient became increasingly drowsy and finally lapsed into coma. Her downhill 
course was rapid and respirations ceased at 4:45 A.M. on February 17. 

Postmortem examination was refused but from the clinical picture it was thought that 
the patient died of an overwhelming infection. 


Discussion: The repeated vaginal “examinations” by the midwife doubtless 
entailed efforts to manipulate the breech and were probably the immediate 
cause of the rupture. The fact that they were unsterile contributed also to the 
fatal outcome in as much as the tenninal picture was one of generalized infection. 
THs reprehensible that this type of midwife should be allowed to practice at all, 
let alone manage breech deliveries. The Committee feels that these untrained. 
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"Granny” midwives must be eliminated entirely and replaced either by phy- 
sicians or by supervised nurse-midwives if the high maternal mortality rates in 
certain areas are to be lowered. 

Upon admission to the hospital the rapid pulse, the bloody urine and the 
absent fetal heart indicated that rupture had already taken place. Why, then, 
did foiur hours intervene between admission and operation? Although this 
obviously preventable death is primarily chargeable to the midwife, prompter 
operation might have saved the patient. 

CASE NO. 3 

This patient was a seventeen year old white primigravida who was admitted to the hos- 
pital on June 23 at 5:25 P.M. She was in active labor, and her temperature, pulse and 
respirations were normal. The blood pressure was 120/80. Her last menstrual period was 
September 12 and the estimated date of confinement was June 19. Her labor pains began 
on June 23 at 6:00 P.:M. On June 24 at 4:15 A.M. the patient was given 50 mg. of Demoral 
by mouth. At this time the cervix was 6 centimeters dilated and the presenting part was 
in low pelvis. At 12:10 PAI. the patient was taken to the delivery room and prepared for 
delivery. Under sterile technique, a vaginal examination revealed the cervix to be almost 
fully dilated. The patient was given two minims of pitocin intramuscularly and the mem- 
branes were artificially ruptured. At this examination the head was found to be in low- 
mid pelvis. At 12:30 PAI. forceps were applied to the presenting part and a right-occipito- 
transverse was rotated with the forceps to an anterior position. At 1:(H PAI. a full term 
living male child weighing 7 pounds 3 ounces was delivered by forceps extraction under 
ether anesthesia. A first degree laceration was immediately repaired. There was no 
abnormal bleeding at this time and at 1:15 P.M. the placenta and membranes were ex- 
pressed intact. The patient was given one ampule of»pitocin intramuscularly and an 
ampule of ergotrate intravenously at this time. The uterus however did not seem to remain 
firm in spite of vigorous and continuous massage through the abdominal wall. The bleed- 
ing continued rather freely in spite of another ampule of ergotrate by vein. The situation 
became alarming and it was decided to pack the uterus. At 1 :30 P.M. one uterine pack was 
inserted. At 2:00 P.M. her blood pressure was thought to be 42 mm. of mercury systolic. 
Five hundred cubic centimeters of ten per cent glucose was started intravenously and five 
hundred cubic centimeters of normal saline was given by hypodermoclysis. At 2:12 P.M. 
morphine sulphate grains i and atropine sulphate grains tIv were given. At 2:20 P.M. 
five hundred cubic centimeters of blood plasma were rapidly administered and another five 
hundred cubic centimeters of ten per cent glucose was begun. The patient was given 
oxygen by mask. At this time she was very restless and quite noisy. The uterus repeatedly 
relaxed as soon as active massage was stopped. At 2:30 P.M. the pulse and blood pressure 
were unobtainable and at this time the injection of five hundred cubic centimeters of 
citrated blood was begun. One ampule of ephedrine sulphate and more pitocin were given 
the patient between 2:30 P.M. and 2:45 P.M. 

At this time the Obstetrical Resident removed the uterine pack and examined the 
patient carefully by vagina. There was no evidence of an inversion of the uterus, but a 
email cervical laceration at three o’clock was found. The uterus was then packed tightly 
With three large gauze packs soaked in bichloride of mercury solution. At this time the 
radial pulse was unobtainable and the respirations were quite shallow and rapid. At 
3:00 P.M. respirations stopped completely; however the use of adrenaline and artificial 
respiration served to reestablish breathing. The patient’s condition was critical, and in 
spite of stimulants and the use of a respirator, she was pronounced dead at 3:40 P.M. 

Discussion: What was the hurry in this case? The fact that the patient was 
taken to the delivery room and prepared for delivery seems to have been taken as 
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an indication for prompt action, despite the fact that the cervix was not yet 
’fully dilated. Between “almost fully dilated” and “fully dilated” there is a 
great gulf of difficulty. It would have been immeasurably better obstetrics 
to have removed the drapes and given this patient an hour or more of labor. In 
all likelihood this would have resulted very shortly in a completely dilated cervix 
and a head which was on the perineum, in sight and in occiput-anterior position. 
An easy outlet forceps would then have been possible. 

Instead, two minims of pituitrin were given, the membranes were artificially 
ruptured and after trventy minutes forceps were applied when the head was 
still in “low mid-pelvis” and had not yet rotated. There was no indication for 
this interference. That it was not an easy forceps operation is shown by the 
fact that it required 34 minutes for delivery. 

The Committee suspects that the unnecessary haste in effecting th's delivery 
caused: (1) .unrecognized injury to the cervix and lower uterine segment in 
addition to the small tear which was observed; and (2) uterine relaxation because 
of the prolonged anesthesia necessary. It feels, moreover, that no death in 
which pituitrin is given prior to the birth of the infant can be written off as non- 
preventable unless proof positive can be adduced to rule out uterine rupture and 
cervical tears. The extreme rapidity with which this patient died suggests 
rupture in this case. 

The use of pituitrin in this case plus the unjustified forceps operation seemed 
to the Committee reprehensible as were also the inadequate amount of blood 
given the patient and the use of uterine pack soaked with bichloride of mercury. 
It was classified as a preventable death. 

CASE NO. 4 

The patient was a 28 year old colored multigravida, (V) who was admitted to the hospital 
on October 8, not in labor, and with a diagnosis of an upper respiratory infection and the 
possibility of cardiac decompensation. Her past history revealed that she had a syphilitic 
infection for which she had been receiving wholly inadequate treatment. The last men- 
strual period was on February 9 and the estimated date of confinement November 16. 

On admission to the hospital, the patient’s temperature was 100.2°F., her pulse rate 98 
and respirations 34 per minute. She complained of pain in her chest and shortness of 
breath. The blood pressure was 130/70. She was seen by a competent medieal consultant- 
shortly after admission to the hospital and it was his impression that there was an acute 
upper respiratory infection present, mitral and aortic heart disease, and unmistakable evi- 
dences of cardiac failure. Digitalization and a decreased fluid intake were immediately 
ordered. 

Careful study of the prenatal record of this patient revealed that in May she had been 
examined by a cardiologist because of the presence of a heart murmur, but the suspected 
aortic valvular disease was diagnosed at that time as “purely functional with no evidence 
of heart disease.” On admission to the hospital the duration of pregnancy was about 34 
weeks ‘Vn -x-rav on this day revealed no pulmonary pathology. 

The oatient’s course was uneventful for the first twenty-four hours of hospitalization 
PvcPnt for frequent coughing. The temperature varied between 99.2°F. and 100.8“^., the 

1 rate varied between 92 and 120 per minute, and the respirations between 24 and 40. 

OMoher 9 at approximately 8:28 P.M., the patient went into labor spontaneously, and 

r * fnl Ifllinr of four hours and twenty -five minutes she was delivered without anes- 
""by breech extraction of a slightly premature living child in good condition. The 



MATERNAL MORTALITY REPORTS 


87 


third stage was uneventful and there was no abnormal amount of bleeding. The time of 
delivery was 2:18 A.M. on October 10. Following delivery she was given pitocin, ergotrate, 
and i grain of pantopon. At this time her condition seemed to be satisfactory. The pulse 
rate was 108 per minute and the respirations 2C. At about 3:00 A.M. however it was dis- 
covered that the patient was markedly dyspneic, her pulse rapid and weak, and the blood 
pressure unobtainable. Immediately following delivery it was 98/58. The patient was in 
great respiratory distress at this time, and the radial pulse rapidly became imperceptible. 
The lung fields revealed palpable rhonchi and audible inspiratorj’ and expiratorj' rales over 
the entire anterior and axillary areas. Tourniquets were applied to all four extremities, 
oxygen was given bj' mask, and 50 cc. of 50 per cent glucose was administered. Morphine 
sulphate grains }, aminophyllin and strophanthin were given but to no avail. Respirations 
became more and more labored and increasingly slow. The patient’s condition grew worse 
rapidly and at 4:23 A.M. on October 10 she expired. No autopsy was obtained. 

Discussion: The early recognition and appropriate treatment of organic heart 
disease complicated bj' pregnancy are essential if the number of deaths asso- 
ciated with this condition are to be decreased. The classification of heart 
disease on a functional basis by the New York Heart Association is based upon an 
estimation of cardiac capacity derived from the patient’s historj' of past and 
present disability. Recommendations for the treatment of pregnant women 
with heart disease based upon this functional classification have greatly reduced 
the fatalities from this serious complication. Almost one-tenth of all deaths 
•from puerperal causes are caused by heart disease. 

In this patient the heart disease was not recognized early in pregnancy and as a 
result proper treatment was impossible. Hence, the death was classified as 
preventable. Restriction of physical activity during pregnancy even to the 
ejctent of complete bed rest for many weeks when indicated, frequently spells 
the difference between life and death for the patient. The proper conduct of 
labor, the appropriate method of delivery and the intelligent choice of anesthetic 
are most important. 

The death of the cardiac patient in the first twenty-four or forty-eight hours 
following delivery is not unusual, and in every patient with heart disease it is 
important to watch her most closely following delivery. The frequency of 
avoidable maternal deaths from this cause should warn us of the seriousness of 
this condition and keep us on the alert for its recognition and appropriate treat- 
ment. 

CASE NO. 5 

The patient was a fifteen year old white primigravida who was admitted to the hospital 
on February 12 in active labor. The last menstrual period was in June and the estimated 
data of confinement in February. Her prenatal course had been negative except for slight 
edema of the ankles and an elevation of blood pressure up to 145/90 of one week’s duration. 

Labor pains began on February 12 at 2:00 A.M., twelve hours prior to admission to the- 
hospital. The past history and family history were negative. Examination on admission 
revealed a full term fetus lying in an L.O.T. position, estimated weight of the fetus approxi- 
mately seven pounds. The blood pressure was 135/90. There was a one to two plus pitting 
edema of the lower extremities. The heart was questionably enlarged to the left and 
tubular breath sounds were thought to be heard over the left upper chest posteriorly. The 
examination of the urine was negative. Rectal examination showed the cervix to be five 
cms. dilated, the membranes intact, and the presenting part level with the spines. 
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Following admission laboc progressed normally, and at 1:30 P.M. the patient was given 
nembutal grains 3. No other medication except Vitamin K was given. At 2:30 P.M. the 
membranes ruptured spontaneously. At this time the cervix was fully dilated and the 
presenting part was 3 cms. below the spines. Her blood pressure was 135/90. 

The patient was taken to the delivery room, prepared for delivery and at 2:47 PJd. 
nitrous oxide and oxygen anesthesia was begun. Approximately fifteen minutes later the 
anesthetic mixture was changed to ether-oxygen. Examination revealed the cervix to be 
fully dilated and the presenting part on the perineum. At 3:25 P.M. a full term living 
male child weighing 7 pounds 8 ounces was delivered by low forceps following a central 
episiotomy. The baby cried spontaneously requiring no resuscitation. At 3:37 P.M., 
the placenta and membranes were expressed intact. 

Inspection of the vagina and cervix revealed no lacerations. The total length of labor 
was 13 hours and 47 minutes. The total blood loss was estimated to be about 400 cubic 
centimeters. At 3:45 P.M. the repair of the episiotomy was begun. At 4:00 P.M. it was 
noticed that the patient was extremely cyanotic and that she was breathing very poorly. 
Metrazol, caffeine-sodium-benzoate, intracardiac adrenalin, artificial respiration and intra- 
tracheal oxygen were of no avail and the patient was pronounced dead at 4:05 P.M. Post- 
mortem examination revealed atelectasis of the lower lobes of both lungs and fatty changes 
in the liver. 

The anesthetic was given by an intern on the obstetrical house staff. Everyone present 
at the time of this patient’s death was of the opinion that this was undoubtedly an anes- 
thetic death of unknown etiology. 

Discussion: The universal use of properly selected anesthetics of proved safety 
administered by adequately trained anesthetists could be the means of saving 
the lives of a considerable number of pregnant women annually in the United 
States. No single analgesic or anesthetic is entirely satisfactory for all patients 
during labor. Analgesia prolongs labor and increases fetal and maternal mor- 
tality, and accordingly must be used cautiously and intelligently. The re- 
sponsibility of the obstetrician is primarily to insure a living mother and baby. 
The alleviation of pain at a cost of the mother or the child must be avoided in 
spite of any vociferous demands of, the lay public which is in no position to esti- 
mate the part played by the increased use of analgesia and anesthesia as a cause 
of many preventable deaths. 

The cause of death in this particular case was a most unique one and was only 
discovered many hours after this patient’s death. The Oxygen tank was con- 
nected to the nitrous oxide valve and the nitrous oxide tank was connected to 
the oxygen valve. Ether and nitrous oxide were being given in error instead 
of oxygen. What price anesthesia! 
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TREATMENT OF HYPOOVARIANISM BY THE SEQUENTIAL AND 
CYCLIC ADMINISTRATION OF EQUINE AND CHORIONIC 
GONADOTROPINS— SO-CALLED ONE-TWO CYCLIC GONADO- 
TROPIC THERAPY. SUMMARY OF FIVE YEARS' RESULTS 

E. C. Hamblen and C. D. Davis 
Am. J. Obst. & Gynec., 60: 137-146, 1945 

This article brings up to date the results of a series of experiments on treatment 
by the sequential or cyclic administration of equine or chorionic gonadotropins 
begun in 1939 and reported upon in the October, 1940, and March, 1941, issues 
of the same journal. In all, 116 patients with hypofunctioning ovaries were 
studied. The clinical studies of all the patients included endocrine and gyneco- 
logical surveys, determinations of basal metabolic rates, roentgenograms of 
the sella turcica and, in patients ivith deficient sexual maturation and those 
under 20 years of age, roentgenological estimations of osseous age. Special 
methods of study and of handling of the patients in the four clinitfal categories 
are described in detail. The first group included seven patients TOth deficient 
sexual maturation and non-occiurence of menarche. Only one of these yielded 
a progestational endometrium during one-two cyclic gonatropic therapy. Group 
2 was comprised of 13 patients with infrequent and/or scanty bleeding. Four 
(30.5 per cent) yielded progestational endometrium during therapy. Fifteen 
(48.5 per cent) of the 31 patients in group 3 with prolonged and/or excessive 
estrogenic bleeding yielded progestational endometrium during therapy. Seven 
of the 14 patients with prolonged and/or excessive estrogenic bleeding (group 4a) 
3delded positive responses, including four pregnancies, during therapy, and 9 of 
50 patients with cyclic bleeding from immature progestational endometrium 
(group 4b) became pregnant during therapy. It is concluded that patients with 
hypoestrogenism (as illustrated by group 1) respond poorly to this system of 
gonadotropic therapy, whereas those with anovulatory failure without hypo- 
estrogenism (groups 2-4) respond well. 

(See also comment on following abstract of a paper by the same authors. In the present 
paper, the results reported will not fill anyone with enthusiasm concerning the results of 
organotherapy in spite of the apparently fair results in the small group of anovulatory cases 
included in the authors’ series. This is no reflection on the authors or the plan of gonado- 
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tropic therapy they describe, because the results by any other plan are just as unfavorable. 
In this field of organotherapy, as in so many others, we are still in the flounderine 
stage. — Ed.) 


A COMPARATIVE STUDY OF THE CLINICAL RESPONSES OF WOMEN 
WITH HYPOFUNCTIONING OVARIES TO TWO METHODS OF 
COMBINED GONADOTROPIC THERAPY 

C. D. Davis and E. C. Hamblen 
Am. J. Obst. & Gynec., 60: 269-74, September, 1945 

The authors found, in a previous study, that the sequential and cyclic adminis- 
tration of equine and chorionic gonadotropins (one-two cyclic gonadotropin 
therapy) restored to a fertile status a number of women with hypofunctioning 
ovaries. Believing that the commercial product containing both pituitary 
synergist and chorionic gonadotropin might yield as effective therapy as the 
former, they made a comparative study of the two types of treatment in a group 
of twenty-one patients. 

These patients fell into four clinical categories: (1) four patients with deficient 
sexual maturation in whom the menarche had not occurred; (2) six patients with 
infrequent and/or scanty estrogenic bleeding; (3) five patients with prolonged 
and/or excessive estrogenic bleeding; and (4) six patients with presumed ovarian 
sterility associated with bleeding from immature progestational endometriums. 

The two methods of treatment, single and sequential administration of equine 
and chorionic gonadotropins and administration of a mixture of pituitary 
synergist and chorionic gonadotropin (hereafter called SYN.), were employed. 
Positive responses followed the latter therapy only when it was given for 20 days, 
from the fifth through the twenty-fourth days of the cycle. The primary cri- 
terion for an evaluation of these responses was a study of endometrial biopsies 
taken prior to and following treatment. 

No patient gave any evidence that her ovaries were stimulated to full physi- 
ologic activity. None of the patients with deficient sexual maturation responded 
to either therapy. Patients with infrequent and/ or scanty estrogenic bleeding 
and those Mth prolonged and/or excessive estrogenic bleeding responded to both 
therapies. The more positive responses were associated with one-two cyclic 
gonadotropic therapy. No pregnancies were associated with either therapy in 
the group of patients with presumed ovarian sterility. However, it is the opinion 
of the authors that when a larger series of patients -with sterility are treated Mth 
SYN pregnancies may be obtained. Despite negative skin tests, 3 of the 21 
patients experienced rather severe local and constitutional reactions. 

^ Cyclic therapy with SYN. may produce progestational endometriums in 
patients experiencing various grades of estrogenic bleeding. It is apparent, 
Lwever that when these two groups of patients are considered, the use of SYN. 
th rapy ' although producing favorable responses, does not afford as high -an 
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incidence of these responses as the single and sequential administration of equine 
and chorionic gonadotropins. G references. 

(The number of cases on which this comparative study was based is a rather small one, 
and the results in this small group would not seem to warrant anj’ very decisive conclusions 
as to the relative cfhcacy of the two plans of treatment discussed in the paper. Further- 
more, the results obtained by both methods appe.ar rather unimpressive. The experimental 
work of Evans and others certainly justifies the opinion that a pituitarj- synergistic factor 
is of importance in the still rather obscure field of hypoph3’sio-gonadal interrelationships, 
and there is circumstantial evidence along this line in some of the human endocrinopathics 
involving these two glands, cspecialK' in pregnant women. 

Since the over-enthusiastic report of Davis and Koff some years ago as to the supposed 
value of equine gonadotropin as a stimulant of human ovulation, followed by a wild wave 
of such gonadotropic therapy in the treatment of stcrilitj', more and more ex-idcnce has 
accumulated to indicate that the equine and other gonadotropins have verj' little effect 
upon the human ovarj’, and certainU' no critical observer has published anj- worthwhile 
eindence of their clinical value. One always feels like apologizing for making such destruc- 
tive criticisnis, since it docs not seem possible to recommend anj' other plan of treatment 
which would be anj" more eficctive or logical. 

Certainlj' the comparative studj" reported in this paper for the four indications enum- 
erated therein is a laudable one, and it is hoped that it will be extended to a larger group of 
patients. The commercial sj'nergistic preparation which the authors designate os SVN 
is obx-iouslj" sj'napoidin. A hazard which manj- have emphasized in connection with the 
use of this preparation is that it may produce even rather large cj’sts of the ovarj-. While 
these maj- be onlj- transitorj-, they are certainlj- undesirable, and the substance should be 
einploj-ed with caution, avoiding too large dosage or too prolonged administration. — Ed.) 


STUDIES IN -AMENORRHEA, OLIGOMENORRHEA, -AND ANO^^JLO- 
MENORRHEA. I. EFFECT OF EQUINE GONADOTROPHIN UPON 
ESTABLISHMENT OF CYCLIC MENSES -AND OATJLATION 

A. R. Ab.vrb.yxel -yxd J. H. Le.\them 
Am. J. Obst. & Gj-nec., 60: 262-69, September, 1945 

-A gonadotrophin isolated from the serum of the pregnant mare, known as 
equine gonadotrophin, recently has received attention from the medical profes- 
sion for the treatment of the clinically hypofunctioning ovary. 

In this report, the author discusses results from the use of equine gonado- 
trophin in treating 22 patients. Of these, 3 had primary amenorrhea, 
11 had secondary- amenorrhea, 7 had oligomenorrhea and one had regular 
anoj-ulomenorrhea. 

Pretreatment data included endometrial biopsies, determinations of basal 
metabolic rates, red cell counts and hemoglobin, routine urinah'sis and, where 
mdicated, x-ray studies of chest and bone. If the regular menses did not appear 
after an ohseivation period of from 3 to 9 months, adjuvant therapj-^ with equine 
gonadotrophin was instituted. Each course of equine gonadotrophin was given 
over a seven to ten daj- period. 
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The effects of equine gonadotrophin on these four conditions were as follows: 
the hormone failed to establish menses in the 3 cases of primaiy amenorrhea; of 
the 11 cases of secondary amenorrhea, ovulation was apparently stimulated ia 2, 
although one case was open to serious question; in the 7 cases of oligomenorrhea, 
equine gonadotrophin apparently restored cyclic menses in one but failed to 
stimulate ovulatoiy response in any; equine gonadotrophin was ineffectual in 
the one case of regular anovulomenorrhea. Nine of these patients la,ter were 
salvaged with an adequate diet and, usually, thyroid extract. 

There proved to be possible harmful effects in the administration of equine 
gonadotrophin including a gonadotoxic effect on the ovary, development of 
antagonistic substances with neutralization of subsequent injections of the 
hormone, and development of allergic manifestations, in spite of negative skin 
tests. 

It seems like more rational therapy to influence the clinically hypofunctioning 
ovaiy by means of its normal regulator, the anterior pituitaiy, by means of a 
nutritionally balanced diet and the thyroid hormone than by the use of substi- 
tute heterogeneous gonadotrophins whose value as yet is improved and whose 
effects at best are temporaiy and may be even gonadotoxic. 15 references. 

(The study of this small group of patients, yielding almost negative results from the 
employment of equine gonadotrophin in the various ovarian deficiency disorders, can be 
added to similarly unfavorable reports by various other observers. It would seem probable 
that the enormous sales which must formerly have been made of commercial preparations 
of the equine gonadotrophes must have undergone considerable shrinkage during the past 
two or three years. While not exactly comparable, it would be well to refer the reader to 
the abstracts in this issue of papers by Hamblen and Davis. — Ed.) 


HORMONAL INDUCTION OF MATING RESPONSES IN A RAT WITH 
CONGENITAL ABSENCE OF GONADAL TISSUE 


Frank A. Beach 
Anat. Rec., 92: 289-292, 1945 

The case is reported of a virgin female rat, between 90 and 100 days of age, in 
which examination for spaying disclosed the absence of uterine horns and 
unruptured external vagina. Later, at autopsy, no trace of gonadal tissue nor 
masses of fatty tissue normally associated with the ovarian capsule and the 
uterine horns were found. The vagina entered a short, abortive, uterine-like 
structure, 8 mm. long, which ended blindly at about the point where bifurcation 
■would normally occur. An intramuscular injection of 500 R.U. of estradiol 
benzoate was followed after a 48-hour interval by the injection of 0.5 mg. of 
terone When placed with a male 12 hours later, this rat displayed all 
L^ents of the mating pattern shown by a female in normal estrus. 

E the record of this animal’s behavior the author concludes that it appeara 
thaSerentiation and development of the neural structures controlling sexual 
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behavior occurred in this case despite the absence of any gonadal hormones. It 
is proposed that the ontogenetic development of these mechanisms is inherent 
in the chromosomal constitution of the genetically determined sex of the organ- 
ism, and that insofar as overt behavior is concerned, the gonadal hormones may 
not come into play until, just before maturity, they reach a concentration 
sufficient to alter the sensitivity of the pre-organized neural mechanisms, and 
markedly increase the responsiveness of the latter to exteroceptive stimulation. 


SYNTHETIC OESTROGENS IN CANCER 

E. C. Dodds 
Biochem. J., 39: i-ii, 1945 

The synthetic estrogens are considered as belonging to two groups: (a) 
derivatives of normal hexane (hexestrol, stilbestrol, dienestrol) and (b) de- 
rivatives of ethylene (triphenyl ethylene and its derivatives). Those of group 
(a) possess greater activity than the naturally occurring hormones, while those 
of group (b) are many times weaker. Those of group (a) are all highly active by 
mouth. A brief review is given of the results of some of the work vith this group 
of compounds in relation to cancer. The first evidence that they could play a 
part in the treatment of cancer arose from observations on carcinoma of the 
prostate. The great majority of the patients who had been given synthetic 
estrogens by mouth showed complete relief of symptoms and could be main- 
tained symptom-free for long periods. 

The mode of action is still obscmre, but three possibilities are presented: (1) 
mhibition of testosterone secretion by the testis; (2) inhibition of secretion of 
gonadotrophin by the anterior lobe of the pituitary; (3) direct action on the 
growth. It is as yet impossible to assign the relative importance of these three 
possible factors, but the fact that compoimds of such widely differing chemical 
structmn as estradiol and stilbestrol are both capable of causing symptomatic 
relief, points to the activity lying in their estrogenic activity rather than their 
chemical structure. 

Empirical use has been made of this type of treatment in every type of cancer, 
but the reported results are of doubtful value. There does, however, appear to 
emerge the idea that favorable results may be obtained in a very limited 
percentage of cases of carcinoma of the breast. 

(A Bane and conservative presentation by the leader of the group of British physiologists 
who "discovered” the estrogenic potency of the non-hormonal stilbene group of substances, 
notably diethylstilbestrol. Would that all the stilbestrol disciples were equally conserva- 
tive! —Ed.) 
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The effects of equine gonadotrophin on these four conditions were as follows: 
the hormone failed to establish menses in the 3 cases of primary amenorrhea; of 
the 11 cases of secondary amenorrhea, ovulation was apparently stimulated in 2, 
although one case was open to serious question; in the 7 cases of oligomenorrhea, 
equine gonadotrophin apparently restored cyclic menses in one but failed to 
stimulate ovulatory respoirse in any; equine gonadotrophin was ineffectual in 
the one case of regular anovulomenorrhea. Nine of these patients later were 
salvaged with an adequate diet and, usually, thyroid extract. 

There proved to be possible harmful effects in the administration of equine 
gonadotrophin including a gonadotoxic effect on the ovary, development of 
antagonistic substances with neutralization of subsequent injections of the 
hormone, and development of allergjc manifestatiorrs, in spite of negative skin 
tests. 

It seems like more rational therapy to influence the clinically hypofunctioiring 
ovary by means of its normal regulator, the anterior pituitary, by means of a 
nutritionally balanced diet and the thyroid hormone than by the use of substi- 
tute heterogeneous gonadotrophins whose value as yet is improved and whose 
effects at best are temporary and may be even gonadotoxic. 15 references. 

(The study of this small group of patients, yielding almost negative results from the 
employment of equine gonadotrophin in the various ovarian deficiency disorders, can be 
added to similarly unfavorable reports by various other observers. It would seem probable 
that the enormous sales which must formerly have been made of commercial preparations 
of the equine gonadotrophes must have undergone considerable shrinkage during the past 
two or three years. While not exactly comparable, it would be well to refer the reader to 
the abstracts in this issue of papers by Hamblen and Davis. — Ed.) 
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Frank A. Beach 
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The case is reported of a virgin female rat, between 90 and 100 days of age, in 
which examination for spaying disclosed the absence of uterine horns and 
unruptured external va^a. Later, at autopsy, no trace of gonadal tissue nor 
masses of fatty tissue normally associated with the ovarian capsule and the 
uterine horns were found. The vagina entered a short, abortive, uteiine-lpe 
structure, 8 mm. long, which ended blindly at about the point where bifurcation 
would normally occur. An intramuscular injection of 500 R.U. of estradiol 
benzoate was followed after a 48-hour interval by the injection of 0.5 mg. of 
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A NEW TEST FOR BLOOD ESTROGEN 

Carl G. Hartman and J, Littrell 
Science, 102: 178-179, 1945 

The test described is based on the fact that the vagina of the rat remains 
closed until sexual maturity but opens earlier in response to the administration 
of estrogens. A 0.01 to 0.02 cc. sample is injected subcutaneously near the 
region of the future vaginal orifice. Observations are made once daily. On the 
average, four to five days are required for the vagina to open. However, the 
first indication of a positive reaction, a crescent-shaped transverse dimpling of 
the skin at the developing vaginal orifice, is easily recognizable within 24 hours. 
Usually 21-day-old female rats were employed, but six 16-day-old rats were used 
successfully. The test was sensitive to blood estrogens in amounts as small as 
0.02 cc. of untreated finger blood from a woman in the middle of her menstrual 
cycle. Bloods from four different men were always negative. The authors 
point out that the test costs little, for the animals are not sacrificed, and that the 
time required to make and read the test is almost negligible. 
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THE EFFECTS OF THE INJECTION OF HUMAN SEMEN 
INTO FEMALE ANIMALS 

P. Bacsich, a. Sharman and G. M. Wyburn 
J. Obst. & Gynec., 62: 334-38, August, 1945 

There has been some suspicion that semen ma}^ have functions other than 
fertilization and may contain substances which would have . a beneficial action 
on the female genital organs. ■ In view of the far-reaching biological and socio- 
logical implications of such a possibility, the authors performed experiments. by 
injecting semen and testosterone propionate into animals. From the results, 
they conclude that semen has no gonadotrophic action. 

A series of injections of human semen were given to immature rats and rabbit". 
There was no vaginal reaction, no evidence of estrogenic or progestational 
change of the uterus and no ovarian stimulation. 

Injections of human semen u'ere given to immature guinea pigs. There was 
no vaginal reaction and no evidence of ovarian stimulation. On the average 
there was a slight uterine hypertrophy but this was not regarded as significant. 
Injections of testosterone propionate were given to immature guinea pigs. In 
all the animals there was, during treatment, hypertrophy of the clitoris and in 
2 guinea pigs the vaginae opened and diestrous smears were obtained. There 
was uterine enlargement, more marked than in the semen-treated guinea pigs, 
but far short of the response of the immature uterus to estrogenic therapy. 
There were a greater number of atretic follicles in the ovaries. 

From these experiments, the authors conclude that semen does not possess 
the biological qualities of testosterone, nor is it probable that testosterone could 
be entrusted to ensure uterine maturation. 17 figures. 16 references. 

(As the authors state, it has from time to time been suggested that absorption of semen 
might have some beneficial, pbssibly endocrine, effect upon the female genital organs. 
An ardent early advocate of this idea, Kohlbrugge (1909-10), even suggested that this con- 
stant absorption of her husband’s sperm might explain why in the course of many years of 
married life a woman is supposed to become more and more like her husband. The older 
readers will remember also the discussions of an earlier day on the subject of “felegony,’ 
according to which, as Hartman defines it, “the offspring resemble not the father but an 
early mate of the mother either in physiological or, more commonly, pathological peculiari- 
ties. Thus, for example, a woman has a son with hypospadias by a husband with 
hypospadias. Her second husband is normal yet she has sons by him who also have 
hypospadias.” This was explained by the assumption that the first husband infected the 

germ. . , . j 

The studies reported in the present paper are of course on a properly scientific plain, and 

it is of interest to note that semen was found to have no testosterone-like effect. To revert 
for a moment to the possibility of actually harmful effects from semen absorption, the old 
Question of spermatotoxins can not yet be completely set aside. Its application in recent 
vears has been in the broad field of hormonal sterilization, since there were some who hoped 
that temporary sterility might be made possible by the injection of sperm material. Like 
th r methods of hormonal sterilization which have been suggested and tried, the sperm 
injection experiments which have been done by. various observers have yielded no re- 
sults. — Ed-) 
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accepted viewpoint as to the ovulation span. The author himself states, for example, that 
regardless of the length of the cycle, the temperature shift occurs approximately 14 daj's 
before menstruation, as Ogino and others have urged for many years. 

Granted that the exact date can be determined by the careful application of the basal 
temperature method, one must decide for himself if this extra information offers sufficient 
advantage over the simple plan of advdsing that coitus take place frequently during the 
comparatively short span of the optimum period. It must be remembered, in making such 
a decision, that the ovum is believed to retain its fcrtilizability for a good many hours, 
perhaps as much as 24, and that the spermatozoan is believed to maintain its fertilizing 
potency for at least 30 hours. It should also be remembered that the method is far more 
valuable in the intelligent type of patient, such as those reported bj- Tompkins, than in 
those of less intelligent type, and that definite possibilities of errors in interpretation exist, 
as Tompkins and others have emphasized. 

It is still too early to predict whether the method will gradually achieve wide edoption, 
or whether it will gradually die a natural death, and this is said in no disparaging way. Per- 
haps a good compromise plan would be to recommend this diagnostic aid in those women 
whose intelligent cooperation can be assumed, while for others the customary advice as to 
the optimum time for fertilization might be considered to suffice. — Ed.) 

INTERPRETATION DES CYCLES DITS “ANOVULAIRES” 
CHEZ LA FEMME 

G. Dubbeuil 

Gynec. et Obst., Paris, 44: 61-65, 1944-45 

A systematic examination of 450 ovaries of women in the reproductive period 
led the author to the conclusion that the so-called anovulatory cycles are in 
reality “progestative.” The following case is cited as an example. A pregnancy 
terminated by delivery in September, 1943. The first cj'^cle began in December 
and terminated January 6th. The second cjrele was interrupted on the four- 
teenth day by a subtotal hysterectomy for myoma. The two intact ovaries 
were examined and, in addition to normal and atretic follicles, showed, on the 
one hand, the presence of a large ‘corpus albicans which evidently represented 
the residue of the corpus lutemn preceding the pregnancy. On the other hand 
there was no evidence of a recent corpus luteum, but there was foimd a large 
convoluted follicle with an edematous internal theca, and this was judged to 
date from the December cycle. The author therefore concludes that in the 
December cycle there had been a perfectly normal ovulation but that the lutein 
transformation of the ruptured follicle had not taken place. This leads the 
author to the generalization that so-called anovulatory cycles as a rule behave 
ia the same manner as do the ovulatory; that is to say, ovulation occurs, but for 
lack of the production of the corpus luteum in the dehiscent follicle these cycles 
are “aprogestative.” The results are the same, as the ovum cannot find the 
necessary' conditions for fixation and development. The cycle thus consists 
of a single prolonged foUiculin pliase rather than two. The author does not, 
however, deny the possibility that anovulatory cycles can occur in the human 
female. 
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BASAL BODY TEMPERATURE GRAPHS AS AN INDEX 
TO OVULATION 


Pendleton Tompkins 


J. Obst. & Gynaec. Brit. Emp., 62: 241-52, June, 1945 


It now appears that the basal body temp)erature of woman is directly related 
to the phases of the menstrual cycle. The author purposes, in this report, to 
illustrate temperature curves in non-pregnant and pregnant women and to 
suggest that temperature graphs may constitute a valuable instrument of 
investigation, especially in the study of infertility. 

Some 60 private patients kept the temperature graphs, recording their daily 
temperatures, menstrual periods and dates when intercourse occurred. In order 
to assure rmiformity, temperatures were taken per rectum before arising in the 
morning or taking any foods or liquids. The high intelligence of the group and 
the fact that most of the patients were eager to conceive assured excellent 
co-operation. 

The resulting graphs show that the temperature is relatively low prior to 
ovulation, shifts to a higher level about the time of ovulation, and maintains this 
higher level until the next menses when it falls and the cycle is repeated. In 
most cases, regardless of the length of the cycle, the temperature shift occurs 
approximately 14 days before menstruation. 

From a study of the graphs, basal body temperature records may be put to the 
following uses: 

1. As an index of ovulation to determine the time of maximal fertility for 
those who wish to conceive and to determine the “unsafe” period for those not 
using contraceptives. 

2. As a suggestive sign of early pregnancy (“The poor man's Friedman test”). 

3. As an aid in evaluating treatment intended to stimulate ovulation. 

4. As an aid in securing biopsies in the preovulatory (proliferative) or post- 
ovulatoiy (secretory) phases of the endometrium. 

5. As an aid in the search for early human ova, unfertilized, fertilized or 


nidated. 

6 As a method of establishing a measure of “control” in studying the effective- 
ness of contraceptives. 

7. As a means of investigating some types of irregular uterine bleeding. 
4 references. 


(That the basal body temperature of women is directly related to the phases of the men- 
tnial cvcle will be conceded by everyone, but there is still considerable difference of opinion 
* + the nraotical value of this fact. Some are very enthusiastic about the method; others 
t warmed up to it at all. Although seven advantages of the procedure are enumer- 
bave no , remains that its chief indication has been in the management of 

wilit I know of no evidence adduced by this plan of study which conflicts with the 
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accepted viewpoint as to the ovulation span. The author himself states, for example, that 
regardless of the length of the cycle, the temperature shift occurs approximately 14 days 
before menstruation, as Ogino and others have urged for many j'cars. 

Granted that the exact date can be determined by the careful application of the basal 
temperature method, one must decide for himself if this extra information offers sufficient 
advantage over the simple plan of advising that coitus take place frequently during the 
comparatively short span of the optimum period. It must be remembered, in making such 
a decision, that the ovum is believed to retain its fertilizability for a good many hours, 
perhaps as much as 24, and that the spermatozoan is believed to maintain its fertilizing 
potency for at least 30 hours. It should also be remembered that the method is far more 
valuable in the intelligent type of patient, such as those reported by Tompkins, than in 
those of less intelligent type, and that definite possibilities of errors in interpretation exist, 
as Tompkins and others have emphasized. 

It is still too early to predict whether the method will gradually achieve wide edoption, 
or whether it will graduallj’ die a natural death, and this is said in no disparaging way. Per- 
haps a good compromise plan would be to recommend this diagnostic aid in those women 
whose intelligent cooperation can bo assumed, while for others the customarj' advice as to 
the optimum time for fertilization might be considered to suffice. — Ed.) 


INTERPRETATION DES CYCLES BITS “ANOVULAIRES” 
CHEZ LA FEMME 

G. Dubheuil 

Gynec. et Obst., Paris, 44; 61-65, 1944-45 

A systematic examination of 450 ovaries of women in the reproductive period 
led the author to the conclusion that the so-called anovulatory cycles are in 
reality “progestative.” The foUotving case is cited as an example. A pregnancy 
terminated by delivery in September, 1943. The first cycle began in December 
and tenninated January 6th. The second cycle was interrupted on the four- 
teenth day by a subtotal hysterectomy for myoma. The two intact ovaries 
were examined and, in addition to normal and atretic foUicles, showed, on the 
one hand, the presence of a largemorpus albicans which evidently repre.sented 
the residue of the corpus luteum preceding the pregnancy. On the other hand 
there was no evidence of a recent corpus luteum, but there was found a large 
convoluted follicle with an edematous internal theca, and this was judged to 
date from the December cycle. The author therefore concludes that in the 
December cycle there had been a perfectly normal ovulation but that the lutein 
transformation of the ruptured follicle had not taken place. This leads the 
author to the generalization that so-called anovulatory cycles as a rule behave 
in the same manner as do the ovulatory; that is to say, ovulation occurs, but for 
lack of the production of the corpus luteum in the dehiscent follicle these cycles 
are “aprogestative.” The results are the same, as the ovum cannot find the 
necessary conditions for fixation and development. The cycle thus consists 
of a single prolonged foUiculin phase rather than two. The author does not, 
however, deny the possibility that anovulatory cycles can occur in the human 
female. 
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(The idea which Subreuil appears to convey is that many of our supposed anovulatory 
cycles are really cases in which ovulation actually occurs, but in which luteinization fails. 
The evidence which he presents for this is very incomplete, although he is correct in saying 
that the physiologic results would be the same in either case. The prevailing viewpoint, 
and this has far more support than Dubreuil’s concept, especially from the study of anovu- 
latory cycles in monkeys, is that ovulation fails to occur, the follicle simply ceasing its 
functional activity and degenerating at or perhaps shortly after the usual time of ovu- 
lation. — Ed.) 


DIETHYLSTILBESTROL IN THE TREATMENT OF FUNCTIONAL 

OVARIAN DISORDERS 


Captain George D. Patton, M.C., U.S.A. 
Am. J. Obst. & Gynec., 60: 417-21, October, 1945 


The author gave diethylstilbestrol in 5 mg. doses, for twenty days, to any 
, patient who had one of the so-called functional ovarian disturbances, including 
dysmenorrhea, simple cystic ovaries, irregularity in menstrual rhythm, menor- 
rhagia and infertility. The drug was administered to 107 women with 232 func- 
tional ovarian complaints. Approximately one-half of the patients had nausea 
of varying degree, and 9.3 per cent stopped taking the drug because of the 
severity of this symptom. Usually the nausea ceased if the patient persisted 
- with the treatment. Nervousness was often relieved during the course of treat- 
ment. Uterine bleeding during the therapy was unpredictable, sometimes being 
normal as to time and duration, and sometimes abnormal. Because this was 
upsetting to the patients’ peace of mind, it was decided to start therapy at the 
end of a menstrual flow. Withdrawal bleeding occurred ^vithin eight days in 
all cases except two, and the next menstrual flow occurred 28 to 35 days later and 
was designated as the first normal menses, the first bleeding to occur as the result 
of the cyclical activity of the ovary. 

Partial or total relief was obtained in 56 per cent of the patients \vith dysmenor- 
rhea. Ovaries returned to normal size in 37 of 47 patients with cystic ovaries. 
In 13 of 14 patients continuous uterine bleeding ceased after one to four days. 
Of all menstrual disturbances 70 per cent were partially or entirely corrected. 

Due to the fact that the patients seen were in the Army clinics and the tenure 
vof these patients temporary, the infertility study is not complete; however, 26 
per cent conceived. 

It was suggested that all the disorders considered are but different manifesta- 
tions of a malfunctioning ovary. From the clinical standpoint, diethylstilbes- 
trol in the dosage used, corrected the symptoms of ovarian dysfunction in the 

majority df cases. 

Four tables. Five references. 


naner apparently advocates a charming simplification of the whole mixed-up 
problem of gynecological organotherapy, since diethylstilbestrol alone apparently answers 
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all purposes in pretty nearly all indications. I am inclined to agree with the author that 
if only one drug were available, diethjdstilbestro! would probably more often be helpful 
than any other. I am sure he would not wish to undertake to give the rationale for the use 
of diethylstilbostrol in all the indications he has enumerated, and he will probably agree 
that in some cases more harm than good would be done. To give but one example, such 
doses as he recommends would certainly lessen fertilitj' in some cases by inhibiting ovula- 
tion, as can be readilj' done by diethylstilbostrol begun postmenstrually, as he advises. 
None of us can brag about our results in gj’necological organotherapy, and most of us 
are guilty of occasional slips into empiricism, but we should at least try to be as discriminat- 
ing as possible in our use of endocrine preparations. While it is true that these various 
disorders are “different manifestations of a malfunctioning ovary,” the mechanisms of 
these malfunctions show wide variations. It would seem unfortunate if the gj'necologist 
had to limit himself to one arrow for his organotherapeutic bow. — Ed.) 


THE TREATMENT OF PRIMARY DYSMENORRHEA WITH 
DEPROTEINATED PANCREATIC EXTRACT 
(DEPROPANEX) 

Lawrence L. Grossxun.n 
Am. J. Obst. & Gynec., 60: ^11-16, October, 1945 

This article deals tvith a new treatment for primary dysmenorrhea. There 
have been many theories advanced for the cause of primary dysmenorrhea and 
any number of methods of treatment developed, tvith no great success; even 
surgical inten'ention has not proven satisfactory. Recent investigation has 
indicated that dysmenorrhea occurs only in the presence of active uterine con- 
tractions and that these are spastic in character. 

In the past few years a number of endocrine substances have been used in 
attempts to relieve dysmenorrhea, but with little effect. Search was made for a 
preparation which was non-toxic and would produce the desired effect rapidly 
and with reasonable certainty, by diminishing the contractions of the men- 
struating uterus. A review of the literature revealed that a suitable preparation 
was available, but had been employed almost exclusively in peripheral vascular 
disease and in urology, — this was depropanex. Depropanex is a saline solution 
of a chemically derived, protein-free nitrogenous fraction obtained from acid- 
alcohol treatment of beef pancreas. It is free of insulin, histamine and acetyl- 
choline. The dose recommended in the current literature is from 2 to 5 cc., 
given intramuscularly. 

The series of cases studied by the author consisted of workers in two industrial 
plants and a group of private patients. There were 31 of the former and 25 
of the latter. In the industrial series the treatments were given by the nurses 
at the plants, and since there was little or no information in regard to the dosage 
in the treatment of the condition, it was thought advisable to be^ nuth less 
than the minimal dose of depropanex recommended for serious circulatory and 
urologic disorders. Orders were given for 1.5 cc. of the drug to be administered 
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intramuscularly, and this appeared sufficient in most cases, but in some instances 
was increased up to 4 cc. This regimen was also carried out for the private 
patients, the 25 women in this group receiving 63 treatments of from 1.5 cc. to 
4 cc. Complete relief from dysmenorrhea was afforded within from fifteen min- 
utes to one hour subsequent to the administration of fifty treatments (79.4 
per cent). Partial relief was afforded ivithin the same period of time after 
eleven treatments (17.5 per cent). Complete or partial relief, therefore, was 
obtained in the 25 patients on 61 occasions representing 96.9 per cent of treat- 
ments administered to the group. The 31 patients in the industrial group re- 
ceived 41 treatments, 22, or 53.7 per cent of which afforded complete relief, 
and 6, or 14.6 per cent, afforded partial relief from dysmenorrhea. Favorable 
response was denied after 13 treatments (31.7 per cent). 

The striking disparity between the two groups is due to several factors. In 
the industrial group the labor turn-over made it frequently impossible to follow 
up the patients or repeat the medication. Some employees resisted parenteral 
treatment, and often denied any beneficial effects after the extract was adminis- 
tered. In most cases the denial was not borne out by the clinical appearance 
of the patient. The experience among the private cases was different, and 
definite, uniformly successful results were obtained in nearly all instances, 
the degree of relief varying somewhat in individuals, but in no ease did the patient 
state no relief whatever was obtained from the extract. A noticeable decrease 
in pain occurred in most patients within 15 minutes after the drug was given 
and sometimes the pain had almost disappeared by that time. In other indi- 
viduals relief was more gradual and from 30 minutes to one hour was required 
for the amelioration or disappearance of symptoms. A few patients noted that 
after several treatments the symptoms diminished to such an extent that further 
treatment was unnecessary. 

The case history of one patient is given; a twenty year old woman, who had 
had severe dysmenorrhea since the menarche at 14 years of age, having been 
incapacitated from one to three days throughout her menstrual life. She was 
unmarried. Thorough study had failed to elicit any cause for such severe dys- 
menorrhea.* Depropanex was administered on two occasions, in amounts of 2 
and 4 cc. respectively, ivith no favorable results. A presacral neurectomy was 
performed during the ensuing month. The following menstrual period was 
' extremely painful. After pain had continued four hours with no abatement, 2 
cc. of depropanex were administered intramuscularly. Partial relief was ob- 
tained in fifteen minutes and almost complete disappearance of pain in one hour. 
On three subsequent occasions the same experience was observed. The symp- 
toms are now gradually decreasing in severity and during the last menstrual 
period no medication was necessary; moreover, the patient has not been totally 
incapacitated as formerly. 

The results of the investigation indicate that deprotemated pancreatic extract 
is very effective in the treatment of dysmenorrhea and that the favorable re- 
•Donse is probably due to the spasmolytic action of the depropanex on the uterine 
le It would seem from the results of the study, that depropanex is a most 
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valuable agent for the relief of dysmenorrhea and merits the attention of the 
profession for more extensive clinical evaluation. 1 table. 24 references. 

(It is to be hoped that there will be no general rush to treat patients with “deproteinated 
pancreatic extract” until there is further evidence that it has some value. The countless 
remedies, chiefly supposed antispasraodics or inhibitants of uterine contractility, which 
have been suggested in the past and which have sooner or later passed into the discard, are 
reason enough for such skepticism. There is much plausibility in the prevalent view that 
exaggerated contractility of the uterine muscle is responsible for the pain of primary 
dysmenorrhea, but this viewpoint has certainly not been established beyond doubt. There 
is still much difference of opinion, too, on the roles of estrogen and progesterone in this 
respect, especially of the latter. Most important, it remains to be shown that “depro- 
teinated pancreatic extract” is reallj" an inhibitor of uterine contractility. Because of the 
subjective nature of the disorder and the frequently associated psychogenic factor, one 
must be doubly cautious in evaluating the results of treatment of primary dysmenor- 
rhea. — ^Ed.) 


VULVA AND VAGINA 


ADHESIONS OF THE LABIA MINORA IN CHILDREN. A 
REVIEW OF THE LITERATURE 

Robert E. Jennings 
Urol, (fe Cutan. Rev., 49: 529-531, 1945 

This review of the literature on adhesions of the labia minora from 1927 to 1944 
is concerned vith the symptoms, etiology, differentiation of this condition from 
vaginal atresia and pseudohermaphroditism, and correction of the condition. 
It is concluded that fusion of the labia minora is an acquired defect, and, although 
originally described as a condition of young children, several cases have been 
reported in which labial fusion either persisted into adulthood or began in elderly 
women, particularly unmarried women leading a sedentary life. Fusion of the 
labia minora is generally due to the formation of adhesions between the labia 
minora, forming a partial diaphragm distal to the urethral and vaginal outlets. 
At first these adhesions are thin and friable, but may become more densely or- 
ganized as the condition persists. Among small infants there are no outward 
indications that the condition exists and no symptoms, as the outflow of urine 
is not impeded. In older infants, and in children aged three to eight years, the 
presenting symptom is dribbling or dysuria due to backing up of the urine into 
the vagina. Except in very long-standing cases, correction of the condition 
can be readily accomplished by blunt dissection of the fused labia minora mthout 
anesthesia. 

(As the author states, it is remarkable how closely this comparatively simple condition 
can simulate and be mistaken for more serious ones, especially pseudohermaphroditism. 
There would seem to be no doubt that the common cause is simple inflammatory adhesion 
of the labia minora. In fact, in all of those which I have personally seen, the condition . 
was readily correct ible by gently, or rather forcibly if the adhesions are firmer, pulling the- 
adherent labia apart . I have seen no cases in which the condition persisted into later years, 
when the adhesions might well have become so firm that simple plastic procedures might bo 
necessary for correction.— Ed.) 

MALFORMATIONS VULVAIRES CHEZ DEUX FILLES NOUVEAU-NlfiES 

Ravina and Jamain 
Gynec. et Obst., 44: 20, 1944-45 

1 

In the first case reported here the infant presented a lesion of the posterior 
part of the hymen. A small, V-shaped mucous grotvth, 1 cm. long, protruded 
from the vulva but it could be observed that it belonged to the hymen. No 
secretions nor vaginal discharges were observed. 
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In the second case the infant presented at birth an inflammation of the vulvar 
re^on. The labia majora ivere congested and red. A hymenal corolla issued 
from the vulva and a tapering appendage extended about 2 cm. below the level of 
the posterior part of the hymen. The vulva was separated from the anus by only 
a few millimeters, but both orifices were distinct. There were no anal malforma- 
tions and the thickness of the vagina was normal. Examination of fluid with- 
drawn at the level of the vulva showed numerous vaginal cells. Culture on 
agar showed the presence of colibacilli, staph 3 dococci and Gram-positive bacilli. 
Ablation of the growth was a simple procedure, without hemorrhage or perfora- 
tion of the rest of the hymen. On section of the growth a mass of connective 
tissue and a number of vascular cavities were revealed. Most of the vessels 
were small. A diagnosis of angioma was ruled out b}' the authors. It seemed 
more to resemble a cicatricial sequel of an inflammation or a traumatic lesion. 

THE TREATMENT OF TRICHOMONAS VAGINITIS WITH A 
SULFONAMIDE COMPOUND 

Helen M. Angelucci 

Am. J. Obst. & Gjmec., 60: 336-38, September, 1945 

The author describes the treatment of one hundred cases of Trichomonas 
vaginalis infestation in nonpregnant women with a lactose-allantoin-sulfanil- 
amide compound. 

The pathogenicity of the organism. Trichomonas vaginalis, is yet definitely 
to be proved. It can be said also that there is no specific therapeutic agent. 
The extreme variability in the reaction of different patients to the same treat- 
ment caused the author to feel it necessary to search for the method of therapy 
which, while at least giving as good results as anj' other method, does so with 
the least inconvenience and discomfort to the patient. 

The medication used in this study consists of an ointment containing 15 
per cent sulfanilamide, 2 per cent allantoin, and 5 per cent lactose in a greaselesa 
base, buffered to pH of 4.5 vdth lactic acid. It is expressed into the vagina by 
an applicator, delivering about 10 Gm. per dose, trvice a day. It is odorless, 
nonstaining, nonirritating, appears to spread over the vaginal and vulvar sur- 
faces, and is free from messiness, not necessitating pad or tampon. 

One hundred patients were seen for periods of from four to ninety-one weeks. 
The average period of actual treatment was eleven weeks. Good results were 
considered to be: subsidence of symptoms, disappearance of trichomonads, and 
return of the vaginal mucous membrane to normal. A cure was a period of six 
months -without treatment, with freedom from symptoms and recurrences. A 
failure was a case in which the trichomonads did not disappear during the course 
of treatment, four weeks being considered a reasonable period of trial. 

Good results were obtained in 98 per cent of cases, permanent cures in 84.6 
per cent, and failure in 2 per cent. The method was found therapeutically 
satisfactory and esthetically acceptable to the patient. 3 references. 
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THE VAGINAL SMEAR IN DIAGNOSIS OF CARCINOMA OF THE 

UTERUS 

Olive Gates and Warren Shields 
Am. J. Pathol., 21; 567-601, 1945 

This study is based on 341 vaginal smears from 233 patients, mainly from the 
out-patient gynecologic clinic of the New England Deaconess Hospital, Boston. 
The authors were primarily interested in the practical aspects of the vaginal 
smear as a procedure for the routine diagnosis of the presence or absence of uterine 
carcinoma, what can be expected of the method, and the pitfalls in diagnosis. 
The stain developed by Papanicolaou was used in nearly all of the smears; the 
others were stained ivith hematoxylin and eosin, a method which was found 
satisfactory. The interpretation of each smear, based on pathologic criteria, 
is given, and then correlated with other data pertaining to the particular case. 

Nuclear changes were found to be the most reliable criteria of malignancy. , 
These nuclear changes are variable, but a nucleus larger than normal in relation 
to its cytoplasm, or a relatively large one with unusual appearance or arrange- 
ment of chromatin, should arouse suspicion. The nuclei of malignant cells may 
be pale and finely powdered with granules ; occasionally the chromatin is coarse, 
and scattered and sometimes closely attached to the nuclear membrane. In 
some malignant cells the nucleus rvas granular and took a homogeneous deep 
basophilic stain, but these cells usually showed some evidence of degeneration. 
The significance of mitotic figures in smears is negligible ; such figures were seldom 
seen, and appeared also in smears in which the cells were atypical but not clearly 
malignant. Striking variation in size of cells was also found not to be of sig- 
nificant diagnostic . value, as nonmalignant normal and pathological cells are 
variable in this respect. However, confirmation was made of Papanicolaou’s 
statement that within a group of cells anisocytosis is quite significant. The 
arrangement of carcinoma cells in clumps of three or four was not conspicuous 
in the authors’ series. Sheets of cells were seen most often in cervicitis, vaginitis, 
and radiation reaction. 

As single malignant cells do not always carry’ distinctive features indicating 
their origin, and those seen in patches often bear little resemblance to the normal 
cell types of the uterus seen in section, the classification of the type of carcinoma 
on the basis of the smears is more difficult than the recognition of malignant 
cells. However, in differentiating carcinoma of the endometrium, the presence 
of endometrial cells in the smear, except during menstruation, is abnormal, 
and an unusual number or clumping of endometrial cells is strong evidence of 
adenocarcinoma. Many of the cells are vacuolated with eccentric nuclei of 
•met ring type. In undifferentiated carcinoma the cells may be veiy small, 
with dark basophilic nuclei and only fine tails of cytoplasm. 
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In the authors’ total series, the smears from 101 patients were classified as 
nomnalignant and 132 as malignant. In all but four of those classified as ma- 
lignant there were positive biopsies, and clinically those four were unquestionably 
carcinoma. Only 33 of the malignant cases were not radiated. The cases 
classified as nonmalignant were considered clinically benign; biopsy had been 
performed on only 36. 

The smears taken during or after radiation treatment were more difficult to 
analyze. Frequentlj’’ they were unsatisfactory because of degeneration, but the 
greatest difficulty arose from an uncertainty of interpretation of the cases in which 
radiation reaction was present. Two prominent features of smears showing 
radiation reaction are: (a) a high proportion of “basal” cells, and (b) variation 
in their appearance. These “basal” cells are large wdth swollen nuclei, which 
tend to be pale rather than hypeiehromic or very small -with deeply pyknotic 
nuclei. They usually vary in shape as well as in size. Heavily spotted nuclei, 
with large distinct clumps of chromatin, sometimes without a nuclear mem- 
brane, may be seen in cervicitis and are identical with nuclei in some early 
epidermoid carcinomas or in a grade I epidermoid carcinoma. Some of these 
atypical cells were seen in patients who had remained without evidence of disease 
five or more years after radiation treatment. Some of the cell changes prominent 
in radiation reaction were also seen in nonirradiated elderly patients, and w^ere 
usually associated with infection. In radiation reaction, however, there were 
more cells that differed from one another in appearance and usually more 
anaplastic cells than were seen in nonradiated benign conditions. The extent 
of radiation reaction w'as unpredictable in that it floes not seem to be con-elated 
with either the time element or the amount of radiation. 

In the authors’ series, 46 of 157 smears showed definite radiation reactions, 
and 23 were suggestive of such reaction. On the other hand, there were 10 
smears which seemed to show radiation reaction, but the patients had not been 
irradiated. 

There w-ere four cases in which a positive diagnosis on the smear was the first 
evidence of carcinoma: a case of carcinoma in situ; three cases of “hidden” or 
unsuspected carcinoma, including an adenocarcinoma and one postradiation 
recurrence. 

Tables are presented showing first diagnoses and final diagnoses (i.e., reread- 
mgs after experience in analysis) from the smears, and clinical and biopsy diag- 
noses for each case. 

It is concluded that: (a) untreated carcinoma of the cen'ix of low to moderate 
malignancy may be easily recognized from the smear, but carcinoma of the cervix 
of high malignancy, sloughing tumors, adenocarcinomas of the endometrium 
and endocervix, as w-ell as the irradiated carcinomas, may be recognized only 
'vith difficulty even by pathologists familiar with the method; (b) the smear 
may be of value as a screening test for detecting the existence of cervical or 
endometrial cancer in large groups of w-omen; (c) it may be valuable in diagnosis 
to detect recurrence after radiation since in these cases biopsy is preferably 
avoided; and (d) it may be useful as a subsidiary test in cases of “hidden car- 
cinoma.” 
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THE VAGINAL SMEAR IN DIAGNOSIS OF CARCINOMA OF THE 

UTERUS 

Olive Gates and Warren Shields 
Am. J, Pathol., 21: 567-601, 1945 

This study is based on 341 vaginal smears from 233 patients, mainly from the 
out-patient gynecologic clinic of the New England Deaconess Hospital, Boston. 
The authors were primarily interested in the practical aspects of the vaginal 
smear as a procedure for the routine diagnosis of the presence or absence of uterine 
carcinoma, what can be expected of the method, and the pitfalls in diagnosis. 
The stain developed by Papanicolaou was used in nearly all of the smeare; the 
others were stained ivith hematoxylin and eosin, a method which was found 
satisfactory. The interpretation of each smear, based on pathologic criteria, 
is given, and then correlated with other data pertaining to the particular case. 

Nuclear changes were found to be the most reliable criteria of malignancy., 
These nuclear changes are variable, but a nucleus larger than normal in relation 
to its cytoplasm, or a relatively large one with unusual appearance or arrange- 
ment of chromatin, should arouse suspicion. The nuclei of malignant cells may 
be pale and finely powdered with granules; occasionally the chromatin is coarse, 
and scattered and sometimes closely attached to the nuclear membrane. In 
some malignant cells the nucleus was granular and took a homogeneous deep 
basophilic stain, but these cells usually showed some evidence of degeneration. 
The significance of mitotic figures in smears is negligible; such figures were seldom 
seen, and appeared also in smears in which the cells were atypical but not clearly 
malignant. Striking variation in size of cells was also found not to be of sig- 
nificant diagnostic . value, as nonmalignant normal and pathological cells are 
variable in this respect. However, confirmation was made of Papanicolaou’s 
stateihent that within a group of cells anisocytosis is quite significant. The 
arrangement of carcinoma cells in clumps of three or four was not conspicuous 
in the authors’ series. Sheets of cells were seen most often in cervicitis, vaginitis, 
and radiation reaction. 

As single malignant cells do not always carry distinctive features indicating 
their origin, and those seen in patches often bear little resemblance to the normal 
cell types of the uterus seen in section, the classification of the type of carcinoma 
on the basis of the smears is more difficult than the recognition of malignant 
cells However, in differentiating carcinoma of the endometrium, the presence 
of endometrial cells in the smear, except during menstruation, is abnormal, 
and an unusual number or clumping of endometrial cells is strong evidence of 
adenocarcinoma. Many of the cells are vacuolated with eccentric nuclei of 
■ et ring type. In undifferentiated carcinoma the cells may be very small, 
w^ dark basophilic nuclei and only fine tails of cytoplasm. 
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experimental knowledge that once an experimental malignant state has devel- 
oped as the result of an oncogenic stimulus the malignancy may continue in the 
absence of the original initiating mechanism. In other words a cancer cell 
probably remains a permanently altered cell. 

Theories, past and present, on the origin and etiologj' of cancer and work on 
the experimental production of cancer in animals by the use of chemicals and 
estrogenic substances arc discussed briefly. Up to the present time experimental 
cancer has not been produced in the monkey or any rodent other than the mouse. 
The author brings out this fact in order to reveal the tenuous structure on which 
some base their fear of inciting human cancer from the use of estrogens. Before 
one applies the highly artificial results on rodents unreseri'edly to the human 
being it is important to consider that various species of rodents may vary in their 
response to substances other than tumor incitants and that this field of experi- 
mentation is fraught with pitfalls, not only for the inexperienced investigator 
but also for the clinician who attempts to find an immediate clinical application. 
However, this docs not imply that no relationship may be shovra later to exist 
between endocrine stimuli and human neoplasia. 

At the present time it is not known definitely whether cancer begins from a 
focus of a single cell or a group of cells, whether it originates by transformation 
of a preformed normal cell, whether a previously normal cell gives spontaneous 
origin to cancer cells abruptly during the process of cell division, or whether this 
change occurs gradually through a series of cell division. One cannot say from 
histologic appearance whether a given cell or group of cells showing a non-inva- 
sive carcinomatoid change are destined to maintain their present statas, regress 
to normal or go on to obvious rhalignant change. Because of this the question 
of so-called non-invasive carcinomatoid lesions in the cervix uteri is still nebulous 
and unsettled. 

Martzloff expresses the opinion that an impasse in the solution of these prob- 
lems has been reached, that much of the investigation being done now is a form 
of repetition, and that it is probable that new techniques and basic discoveries 
in allied sciences udll have to occur before the underlying mechanism of tumor 
production is solved. 

The treatment of cancer of the cervix is considered as having progressed 
through two distinct eras: first, the exclusively surgical era, and, second, the 
present radiological era. From the standpoint of surgical treatment, the present 
century may be said to have offered a more rational attitude toward some of 
the fundamental principles first evolved. In the light of greater experience and 
study it has become understandable why fulfillment of some of the theoretical 
aims of the radical operation were often not attainable in practice. The three 
primary anatomical zones to which cancer of the cervix tends to produce com- 
paratively early extension or metastases are the ones which the radical operation 
m its fundamental concept aimed to remove. However, under conditions of 
actual trial, radical surgery alone has proven itself generally incapable of success 
when extrauterine extension of disease other than to the vagina has occurred. 
The limitations of effective procedure have now been delineated, although the 
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j[Since the publication of. the monograph by Papanicolaou and Traut in 1943 '(Papanico- 
laou, G. N and Traut, H. F., Diagnosis of Uterine Cancer by Vaginal Smear. New York; 
Commonwealth Fund, 1943) only a few studies have been reported by others. The most 
important of these are those of Meigs and his coworkers, and that of Gates and Shields, 
abstracted above. The two papers by Meigs and his group, the second of which appeared 
very recently (Meigs, J. V., Graham, R., Fremont-Smith, M., Janzen, L. T., and Nelson, 
C. B. The Value of the Vaginal Smear in the Diagnosis of Uterine Cancer. Surg. Gyn. & 
Obst. 81; 337, 1945) was based on the study of 1015 patients, and the conclusions of the 
authors were perhaps more enthusiastic than those of Gates and Shields, although they also 
pointed out certain limitations (K the method. 

There would seem to be no doubt that even in early stages of cancer there is some degree 
of desquamation of cancer cells from the lesion. One’s first thought would be that the diag- 
nosis of cancer in the highly attenuated form represented by the vaginal sniear could 
scarcely be as decisive as the diagnosis made by biopsy or curettage from the concentration 
of cancer cells represented by the lesion itself, and this view is probably correct. It is 
probable, too, that most gynecological pathologists will feel that not a great many cancers 
, are missed by properly performed biopsy or curettage, though occasional exceptions may 
occur, and repetition of the procedure may be called for in the occasional early case. Again, 
when biopsy is improperly done, or when it misses the site of very early lesions, or when 
microscopic study is not sufficiently thorough, the percentage of mistakes is obviously 
increased. 

On the other hand, diagnosis by vaginal smear clearly presupposes an expert knowledge 
of cytology, for it often means a diagnosis based on the morphology of single cells. It is 
quite certain that it will not replace biopsy as a decisive diagnostic method. Both Gates 
and Shields, as well as Meigs and his group, suggest that the chief value of the method may 
be as a screening test in the detection of cancer in larger groups of women, and it is entirely 
possible that it might therefore prove of great value in the campaign against cancer. One 
can not recommend routine or periodic biopsy or curettage in ostensibly normal women, 
but it should not be difficult to persuade such women to submit to periodic vaginal smears. 
If such smears were examined by expert cytologists, working perhaps in state departments 
of health, it is possible that a good many unsuspected cases of cancer might be brought 
to light. 

It is to be hoped that the method will be further investigated in well organized clinics. 
It would seem to be a good plan to train one or more members of gynecological staffs in- 
tensively in this field, for in no other way can one acquire the cytological acumen necessary 
to employ the method intelligently or profitably. There will no doubt be further reports 
on results from time to time, and we shall probably have frequent opportunity in the future 
for further evaluation of the method. — Ed.) 

CANCER OF THE CERVIX UTERI. SOME FUNDAMENTAL 
CONSIDERATIONS 

Karl H. Martzloff 

West. J. Surg., Obst. & Gynec., 63: 255-267, 1945 


This paper begins with a brief review of the liistoiy of the recognition of the 
pathology of cancer in general and cancer of the cervix in particular. The 
fundamental pathologic anatomy of cancer of the cervix was thoroughly recog- 
nized and described in the nineteenth century. The present century has only 
ntributed a better clinical and pathologic correlation of the disease and the 
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FACTS AND FIGURES ON CANCER OF THE CERVIX AND 
ENDOMETRIUM AND THE INCIDENCE OF THESE 
DISEASES IN A METROPOLITAN CITY OF TEXAS 

T. R. Haknon 

Texas State J. Med., 41: 186-190, 1945 

During the year 1944 there were 192 patients wth cancer of the cervix and 
37 with cancer of the fundus admitted for treatment in five of the larger hospitals 
of Houston, Texas. This represented an incidence rate of 48.2 cases per 100,000 
population, a figure slightly lower than the 53.5 cases per 100,000 population 
quoted by the United States Public Health Service for the total urban popula- 
tion of the country'. The highest percentage (25.5) of the women noth cer\’ical 
cancer was in the 40-to-50-year age group; 72.9 per cent were between 30 and 60 
years of age. The lowest percentage (4.2) was between 20 and 30 years of age. 
Similarly, the majority of those ndth cancer of the endometrium were over 30 
years of age, the percentage distribution for each decade being approximately 
equal. 

An analysis of the presenting symptoms demonstrated that the. majority of 
the patients were admitted nlth sj'mptoms indicating that the disease was al- 
ready far advanced, and at the time of hospital admission showed evidence of 
metastasis and obstruction, cachexia and pressure. The largest percentages of 
cases were in Stages III and PV. 

A great variation in methods of treatment was found. Surgery ranged from 
total hysterectomies (some with one or both ovaries left unremoved) to vaginal 
hysterectomies without the removal of adnexal organs. The type and dosage of 
radium therapy also varied considerably', and frequently appeared inadequate 
on the basis of recognized present-day therapy dosage. The type and dosage of 
x-ray irradiation could not be determined from a review of the hospital records. 

No data are presented on the outcomes following treatment or mortality 
rates in the series. It is, however, pointed out that the survey emphasizes the 
need for physicians who are better trained and more diligent in the early' diagno- 
sis of these diseases, and better acquainted -with the recognized standard methods 
of treatment. 

In the discussion of this paper, Allen L. McMurray, of Houston, states that 
he has cured, uith no evidence of recurrence, cases of carcinoma of the cervix 
by superficial conization for biopsy. Several of his patients were in the twenties 
and early thirties. Karl J. Kamaky, also of Houston, expressed the opinion 
that the majority of 709 cases of cancer treated at the Jefferson Davis Hospital 
could have been prevented by cauterization or coagulation of the cervix. Among 
over 5,000 women on whom conizations had been done not one developed a car- 
cinoma of the cervix. 

(It would be fine if an analysis of this sort could be made in other communities; if, for 
example, every death from pelvic cancer were subjected to impartial review to determine 
whether the patient had had the benefit of early dia^osis and adequate therapy, and if not. 
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more or less isolated experiences of Bonney and a few others must be considered. 
The essential correctness of this is corroborated by the fact that the percentage 
of so-called five-year cures obtained by the vaginal operation is about the same 
as for the abdominal procedure, i.e., varying from 30 to 50 per cent. 

At the present time it is probable that the increased success of radiation 
therapy is due to its greater effectiveness in destroying cancer in the cervix 
proper and its immediate peripheral zone rather than to any markedly effective 
action on cancer infected lymph nodes. An occasional opportunity to observe 
superficially situated metastatically involved lymph nodes which receive compe- 
tent maximum deep roentgen ray therapy only to find them harboring viable 
cancer cells months later when they are removed, serves to confirm this impres- 
sion. As far as one can now ascertain, there probably is no acceptable proof 
available that radiation therapy as now employed for cancer of the cervix 
destroys metastases in the regional lymph nodes with any degree of regularity. 

It is also recognized that a cancerous cervix which has healed after radiation 
and assumed an essentially normal appearance may still harbor histologically 
demonstrable viable cancer in from 20 to 30 per cent of patients so treated. 
This has been observed within a few millimeters of the cervical canal where a 
total of 3,000 mgh. had been previously directly applied. 

For the present it seems that as a minimum the field of radiation therapy in 
cancer of the cervix uteri should comprise: (1) its preoperative use in ulcerative 
carcinoma that is to be subjected to operation; and (2) its use in operable cancere 
in women who are obvious poor operative risks. The spindle cell group of epi- 
dermoid cancers which have been shown to possess such a poor prospect of salvage 
by operation alone, and such a high degree of curability by radiation both in early 
and advanced disease offer a special problem for the combined treatment. 

It is pointed out that the high mortalities once experienced by surgery for 
cervical cancer were due largely to operative shock peritonitis or postoperative 
nonembolic pneumonia. Due to better anesthesia as well as preoperative and 
postoperative care, shock is now a minor factor in proper surgical risks. Post- 
operative peritonitis has also decreased since preoperative radiation is being 
used. It is concluded that in order to obtain the best results from treatment 
with our present methods and with our present limited knowledge concerning 
this disease both radiology and surgery properly utilized offer a better outlook 
than one method singly employed. 

(The author, whose studies and contributions in the field of cervical cancer are well 
known presents a comprehensive and well-tempered review of the whole problem, and the 
conclusions he draws will meet with the approval of most gynecologists. His views on the 
possible hazard of estrogens in inciting cancer growth, emphasizing the fallacy of applying 
animal experiments indiscriminately to the human and calling attention to the absence of 
any evidence of carcinogenic haz.ard from ordinary therapeutic doses of estrogen, seem very 
sound as does his discussion of the treatment of cervical cancer. Few will disagree with 
h' as to the limited regional effect of radium therapy, and also its not infrequent local 
inl^pctiveness as shown by the finding of viable cancer cells in repeat biopsies. Nor will 
disagree with him as to the extremely poor prognosis with any method of treatment 
once disease has spread to the glands. The article presents very ably the present status 
of the whole problem.— Ed.) 
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entirely limited to the cendx. Group II. The carcinoma has infiltrated the 
parametrium on one or both sides; the upper two-thirds of the vagina or a 
portion of this area; if an inverting type of grouih, the body of the uterus may 
be invaded. Group III. Infiltration has invaded the pelvde wall on one or both 
sides; on rectal examination there is no free space between the tumor mass and 
the. pelvic wall. Frozen pelvis. All of the vagina involved. Group IV. 
The carcinoma involves the bladder or rectum. Fistulae may be present. It 
may have spread outside the true pelvis, above the pelvis, below the introitus; 
distant metastases may have occurred. 

It is pointed out that vaginal bleeding may be a ver\' late symptom of cervical 
cancer. The author has found some surprisingly early cases since he has made 
it a rule to biopsy eveiy^ cei^dx which required treatment. This is a simple, 
rapid,- inexpensive office procedure, which produces no harm and little discom- 
fort to the normal patient. 

In planning treatment and making prognosis other factors in addition to 
climcal and cell classification of the carcinoma should be taken into consideration. 
These include age of patient, her general health, size and obesity, the presence 
and extension of pchnc inflammatorj' changes, adhesions of bowel to adjacent 
structures, and the resistance the patient may or may not have to the malignancy. 
In general, the follonang rules are recommended. 

Radical panhystero-bilateral salpingo-oophorectomy, with removal of upper 
one-third of the vagina is the procedure of choice in the following cases which 
are relativelj’’ radioresistant: (a) cell classification Broder’s I, hlartzloff’s I, or 
spindle cell in squamous cell carcinoma (earl3’')> ^lod clinical classification Groups 
la, b or c ; (b) cell classification Broder’s II, or MartzlofT’s transitional, and clinical 
classification Groups la or b; (c) Broder’s III or IV, or IMartzl off’s spindle or 
basal cell, and clinical Group la. Irradiation on the hj'pogastric, external iliac 
and presacral lymph nodes may be emploj^ed, if necessarj', following the op- 
eration. 

A combination of x-raj^, radium and operative procedures is recommended 
for cases in clinical Groups Ib and c, and cell classifications as noted in (c) above. 
In all cases in which the cells have invaded the tissues bejmnd the cervix, that is, 
from Group II on, irradiation by x-ray and radium is the procedure of choice. 

The necessitj’ of careful follow up during the course of therapj”^ is stressed. 
For example, the clearing up of inflammatorj'^ changes following some x-radiation 
may show that what w-as originallj’^ thought to have been an extensive growth 
may have been only an induration from inflammatory' changes. The patient 
may thus be placed in a lower clinical group with the coiTesponding change in 
course of therapy. 

In the presence of infection, it is better to use x-radiation prior to radium, 
unless one has one or two grams of radium, and can expose the tissue to hea-vy 
doses at short interwmls and very' short duration of time at each exposure, and is 
able to clear up the infection by local applications in the form of sulfonamide, 
antiseptics, or penicillin. Another indication for x-ray', prior to radium, is the 
effect of x-rays in sealing off sonie of the ly'mphatics and blood vessels, so that 
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to try to fix the responsibility for the dereliction, for educational rather than punitive 
purposes. The now large group of maternal mortality committees operating in many cities 
have done a splendid work of this sort on another problem. 

It is of interest to note that Philadelphia, which I believe took the lead in the maternal 
mortality work, has again taken the initiative through the creation, as recently announced, 
of a Philadelphia Committee for the Study of Pelvic Cancer (Amer. J. Obst. and Gyn. 60: 
592 (Nov.), 1945). The primary aim of this Committee is the detailed study of the ‘‘delay 
period” in every case of death from pelvic cancer, and it is probably a wise plan to com- 
mence the project in this restricted way, though there would seem to be no reason why 
the scope of the study should not later be broadened somewhat along the lines indicated 
above. The Philadelphia Obstetrical Society is to be congratulated for its enterprise in 
inaugurating this new educational project. 

Hannon’s review of the Houston cases again reveals the depressing fact that the majority 
of cases are found to be advanced and often hopeless when treatment is applied for. It 
also illustrates the great variation in methods of treatment, and the fact that in a certain 
proportion the method chosen could scarcely be considered adequate. It is rioted that in 
some cases treated surgically, one or both ovaries were conserved, which is contrary to 
standard concepts, in spite of the relative rarity of ovarian metastases in cervical cancer. 
It is of interest, however, to note that a few excellent gynecologists are showing a tendency 
to leave one ovary where panhysterectomy is done for cervical carcinoma in the younger 
group of patients. 

I do not think that any experienced gynecologist will doubt that very early unsuspected 
cancer has in some cases been cured by very simple conservative measures, such as cau- 
terization, conization, trachelorrhaphy, tracheloplasty or cervical amputation. In the 
older surgical era in the treatment of cervical cancer, allusion was often made to the fact 
that Byrne of Brooklyn had obtained just about as good results with his high cautery am- 
putation of the cervix as were achieved by those doing the extensive radical operations 
of those days. 

There will of course be a difference of opinion as to Karnaky’s statement that ‘‘the 
majority of 709 cases treated at the Jefferson Davis Hospital could have been prevented by 
cauterization or coagulation of the cervix.” This brings up the question of the predisposing 
role of chronic irritative lesions of the cervix, on which point there is emerging a difference 
of opinion. The question is too big a one to embark on here but we shall quite surely have 
occasion to comment upon it from time to time in the future. See also comments on two 
succeeding abstracts. — Ed.) ' 

TREATMENT OF CARCINOMA OF THE CERVIX BASED UPON 
CLINICAL AND CELLULAR CLASSIFICATION 


John D. Weaver 

Texas State J. Med., 41: 191-195, 1945 

In the author’s opinion Martzloff’s and Broder’s cell classifications of cervical 
carcinoma are satisfactoiy, but the clinical classification, as clarified by the 
Radiological Sub-commission of the Cancer Commission of the League of Nations 
places too much emphasis on the late and hopeless case and offers no 
classification or subdivision for the early cases. The foUotving clinical classifica- 
is proposed- Group la. Microscopic lesions; some cases only surface 
chTnves. clinically not recognized; “precancerous; or “suspicious.” Group Ib. 
Macroscopically recognizable, but only surface mvolved. Group Ic. Cancer 
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ment of epidermoid carcinoma of the cervix in all stages. However, the fact 
remains that at the present time 20 per cent of St^e I and at least 30 per cent of 
Stage II cases are not cured by even the most competent and skillful radiation 
therapy. The question arises whether these failures represent types of the dis- 
ease essentially not suitable for radiation therapj' (and, if so, whether these 
lesions could be controlled by radical hysterectomy pro\dded they are recognized 
prior to treatment) or whether they are due to other reasons which are not evi- 
dent in a statistical evaluation. In an attempt toward clarification of this 
problem the authors analyzed the 19 failures among the 79 patients wth carci- 
noma of the cer\dx in operable Stages I and II treated by irradiation at the 
Swedish Hospital Tumor Institute between 1935 and 1943. 

Of the 19 patients, three with controlled carcinoma died of complications 
secondary to an intestinal irradiation necrosis. Two of these, of slight build, 
were treated early in the series when the dangers of super\'oltage x-ray therapy 
were not sufficiently understood, and received a depth dose through large fields 
which was sufficient to cause lethal intestinal damage. 

There were four patients with pelvic complications. One died of pelvic 
peritonitis following immediate postpartum treatment for a Stage II carcinoma 
and associated pelvic cellulitis. It is believed that this patient could probably 
have been saved by a more judicious and delayed conduct of therapy. Another 
patient in this group developed pyometra following treatment and died of a 
pelvic abscess in spite of repeated drainage. It is believed that the treatment 
was as good as possible and that death was unavoidable in the other two cases 
in this group. 

The authors believe that two patients could have been saved by a better dis- 
tribution of the dose in space. In both cases the parame trial dose was insuffi- 
cient. In twm cases treatment was incomplete (one, insanity; the other, mental 
attitude). Pulmonary metastases occurred in one case, and extrapelvic com- 
plications (pelvic disease controlled) in three cases. Four patients, listed as 
unexplained failures, died of parametrial recurrence. 

Although none of the failures in the present series was due to uncontrolled or 
recurring cancer in the cervix itself, failure due to this cause does occur in rare 
instances, and is probably explained by an unusual radioresistance of the tumor. 
In the authors’ total series of 135 cases of all stages there w'as obsen^ed only one 
regrowth in the cervix and this occurred after four years’ freedom from demon- 
strable disease in a Stage III carcinoma in a patient 70 years of age. 

From this study and reviews of Lacassagne’s, Taussig’s and Meigs’ obseiv^a- 
tions and views, the authors come to the following conclusions. 

Early Stage I carcinomas have an excellent chance of permanent cure bj-^ ra- 
dium only with one week hospitalization and no subsequent morbidity due to 
the treatment itself. For this type of case a procedure of the magnitude of the 
Wertheim operation seems imnecessary. 

It seems that radiation therapy can control pelvic disease beyond the cervix if 
it represents a diffuse direct invasion through the lymphatics of the broad liga- 
ment but not disease in the lymph nodes. Therefore, apparently extensive 
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instrumentation may not.accelerate the metastases. Following the use of x-ray, 
there is a decrease in the size of the lesion. This is an important fact in more 
advanced cases, because it gives a smaller area to radiate with the radium which 
has an effective range of no more than 3.5 cm. 

The amount of x-radiation or radium, their direction and placement are 
discussed briefly. 

It is pointed out that with the present knowledge and materials to prevent 
and treat shock, and the use of sulfonamides and penicillin to treat infection, 
the radical operation may become a relatively safe procedure. 

(The fact that the author urges the advisability of subdividing the Group I cases of the 
League of Nations Classification is of interest, emphasizing the increasing intensiveness of 
study of early cases of cervical carcinoma. If such a subdivision is adopted, some such 
grouping as the author suggests would seem quite rational. It is rather surprising, though 
perhaps not too unfortunate, that the author did not see fit to distinguish between the 
so-called “pre-invasive” and “invasive” early lesions, a question which has given rise to 
much study and some differences of opinion. 

As the author says, vaginal bleeding may in some cases not occur until the lesion has 
reached a fairly advanced stage, so that even an intelligent, alert patient may at times be 
doomed before this symptom is noted. There can be no criticism of his practice of subject- 
ing to biopsy every cervix requiring treatment, even though this is a more advanced rule 
than that in more general use, of invoking biopsy in every lesion which is in any way sus- 
picious. 

Nor can there be any important objection to the general rules of treatment laid down 
by the author, recognizing the fact that at the present moment the matter of treatment 
appears to have again become somewhat unjelled. The radiotherapeutic enthusiasts, if 
one can find room for enthusiasm in any form of therapy for cervical cancer, still hold their 
fort, in spite of those who follow radiotherapy in certain cases with radical panhysterec- 
tomy, and the small brave band who, like Meigs, have made the complete revolution, given 
up radiotherapy and gone back to a Wertheim or super-Wertheim operative plan in selected 
cases. Most of us are quite willing for the present to stand on the side-lines and watch 
this experiment. It is undoubtedly justifiable to hope that improvements in surgical tech- 
nique, transfusion, and sulfa and penicillin therapy will yield a far lower mortality than 
could have been possible in the earlier surgical phase of cancer therapy. However, it still 
remains to be demonstrated that the yield of cures in cases where there is extensive gland 
involvement wdll be appreciably greater than it was a generation or so ago, when it appeared 
to be the universal observation that recovery is rare indeed when the disease has spread to 
the glands — and probably beyond those accessible to pelvic operation. It will be interest- 
ing to see the results of this surgical resurgence unfold over the years, and we shall try to 
keep our readers abreast of developments in this field. See also comment on preceding and 
following abstracts. — Ed.) 

IRRADIATION FAILURES IN EARLY CERVICAL CANCER. 

IMPROVED IRRADIATION OR RETURN TO SURGERY 

Franz Buschke and Simon F. Cantril 

Am. J. Roentgenol., 64: 60-71, 1945 

It is now generally accepted that statistically the results of adequate radiation 
therapy are superior to those of the radical Wertheim hysterectomy in the treat- 
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frank and profuse bleeding in 76 cases and contact bleeding, occasional spotting 
or vaginal discharge in 69 cases. Sixty-one of the 76 patients had associated 
pathologic conditions (fibroids, fundal sarcoma or carcinoma, ovarian tumors, 
etc.) which could explain the bleeding more readily than could the cervical polyp. 
In the group of 69 with occasional spotting, chronic cendcal infections and 
lacerations were observed frequently. The impression' was gained that the 
infection and not the polyp was often the underlying cause for the spotting and 
blood-tinged discharge. In all, 33 per cent of the 228 patients were asymp- 
tomatic, and 80 per cent of the 99 patients without other pathologic conditions 
were free of complaints directly referable to the cendcal polyp. Therefore, it is 
concluded that when a patient presents herself with the complaint of frank 
bleeding and a polyp is found on examination, care should be taken to exclude 
other causes of bleeding. 

Uterine polyps were also encoimtered in women of all ages, but the largest 
number was found in patients between the ages of 41 and 50 years. A variety 
of associated pathologic conditions was found in 58 of the 82 cases. 

The structures of both of.these types of mucous polyps resemble those of the 
cervical and uterine mucosa, respectively, and generally show only slight varia- 
tions. Secondary changes involving epithelium and stroma are frequent. The 
most important changes are nonmalignant epidermization in cervical polyps and 
malignancy in endometrial poljqjs. While a true polyp may become malignant, 
these changes are usually evident upon clinical examination and thus rarely 
cause confusion. 

Although all of the cases in the present series were treated in hospital, it is 
felt that if the absence of serious associated pathologj'' has been fully ascertained 
and if the symptoms of the patient can be explained by its presence alone, a 
simple cervical mucous polyp may be removed in the physician’s office. The 
treatment of choice is excision and cauterization of the base. 

(While this comprehensive statistical study has revealed no noteworthy new facts about 
cervical or endometrial polyps, it serves to emphasize some which are of clinical importance. 
For example, the authors very properly caution that the mere finding of a polyp in a patient 
who is bleeding should not lead one to assume that the polyp is the source of the abnormal 
bleeding, though it will often be found to be. The common practice of removing many 
cervical polyps in one’s office is not in itself reprehensible if one bears in mind the possibility 
that other causes of bleeding, often much more important, may be present. There is no 
doubt, however, that a too casual attitude in this respect has not infrequently led to the 
overlooking of such lesions as early cervical carcinoma or submucous myoma, not to speak 
of bleeding of functional type. — ^Ed.) 
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disease of Stage III can' be controlled in a certain percentage of cases while 
apparently less advanced stages in which the involvement of peripheral pelvic 
nodes cannot be demonstrated by palpation develop parametrial disease from 
these uncontrolled lymph nodes. Three of the four patients in the. authors’ 
series which belonged to this group would not have been accepted for surgery 
according to Meigs’ standards. In Meigs’ series of 65 patients on whom he 
operated nine belonged in this group, from which the authors conclude that 
three of 20 could be saved and 17 would be subjected to unnecessary surgery. 
Since it is impossible to recognize these cases prior to treatment, the authors 
consider it most likely that from a statistical point of view the actual survival 
rate by surgeiy would be smaller than if radical radiation therapy were insti- 
tuted. They conclude that the survey of their own material has sho^vn that 
more cases were not controlled by irradiation because of some avoidable inade- 
quacies of treatment than would have been saved by surgery of cases essentially 
unsuitable for irradiation, and that improvement of radiation therapy by more 
careful attention to details of technique, by the elimination of inadequate pro- 
cedures of the past and by the careful adaptation of the procedure to individual 
requirements will probably save more patients than a return to surgery. 

(This paper is a good illustration of the widely differing attitudes of mind still revealed 
with reference to the most effective treatment of early cancer of the eervix. Only a few 
years ago wo were all but universally ensconced in the almost exclusively radiotherapeutic 
approach, but now there seems to be a growing tendency toward combinations of radio- 
therapy and surgery, of one type or degree or another. The present authors have analyzed 
their 19 failures in 79 patients of Stages I and II, belonging presumably to the operable 
group, and conclude that even with due regard for the inadequacies of radiotherapy in this 
group, the results were better than could have been expected from surgery. It is remark- 
able that in only 1 of 135 cases of all grades was cervical regrowth observed. Excellent 
as are the usual local results of radiotherapy, post-radiation biopsies have in our experi- 
ence shown a not infrequent persistence of what are obviously viable cancer cells. See 
also two preceding abstracts. — Ed.) 

POLYPS OF THE CERVIX AND UTERUS 

Kurt Newgard and Daniel G. Morton 
West. J. Surg., Obst. & Gynec., 63; 268-275, 1945 

The authors made a review of the cases in which uterine polyps had been 
diagnosed at the University of California Hospital between 1930 and 1939. 
There were 228 cases with a diagnosis of cervical polyp and 82 with a diagnosis of 
endometrial polyp. This paper is concerned primarily with the former group. 
While cervical mucous polyps occurred in women of all ages, 60.9 per cent of the 
women in the present series were between 40 and 60 years of age; 23.7 per cent of 
.the patients had never been pregnant. Only 99 (43.4 per cent) were Mthout 
additional pathologic findings. Seventy-two had no gynecologic complamts 
whatsoever and the discovery of the polyp had been accidental. Among the 
patients with symptoms the most frequent complaint was bleeding. There was 
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OVAHIAN NEOPLASMS. A COLLECTR^ REVIEW OF THE 
RECENT LITERATURE 

Malcolm B. Dockerty 
Sui^., Gynec. & Obst., 81: Suppl., 179-204, 1945 

The range of variety exhibited bj' neoplasms in the ovaiy' is being continuallj’’ 
expanded by the addition, from time to time, of what appear to be new oncologic 
entities. The discovery within this group of several members which exert a 
“physiological” influence on their host has led to exhaustive study of the hor- 
mone content of these neoplasms. Experimental production in animals of 
ovarian tumors has opened up a new field for investigating some fundamental 
histogenic problems. In the present review, the author attempts to evaluate 
current facts which have been established in these different fields of studj-^ and 
to coirelate the data on the subject of ovarian neoplasms which have been pub- 
lished since July, 1938. More than 400 articles were consulted, and about 200 
of these are listed in the bibliography. Endometriomas are omitted from the 
discussion because of their frequent occurrence as primary growths in locations 
other than ovarian, and because their origin has not been entirely agreed upon. 
Included in the reriew are: serous cystadenoma (serous cystoma, ovarian endo- 
salpingioma, etc.); pseudomucinous cystadenoma (mucinous cystadenoma); 
carcinoma of the ovary; ovarian fibromas; dermoid cysts and complex teratomas’; 
strumal tumors; granulosa-cell tumor; theca-cell tumor; arrhenoblastoma; 
adrenal-Uke ovarian tumor associated with Cushing’s syndrome (so-called 
mascuhnovoblastoma, luteoma, hypernephroma, adrenocortical carcinoma 
of the ovarjO; dysgerminoma ovarii; Brenner tmnor; mesonephroma of the 
ovary; and secondary tumors of the ovaty’^ including Krukenberg’s tumor. 

(This is an excellent and comprehensive review of a difficult subject, and it can be com- 
mended to the consideration of all who are interested in the study of ovarian tumors. — Ed.) 


A CASE OF HEMOLYTIC ANEIVHA RELIEVED BY REMOVAL 
OF AN OVARIAN TUMOR 

Edgar Jones and Clifford Tillman 
J. Am. Med. Assoc., 128: 1225-7, 1945 

For two years the patient had been complaining of a variety of symptoms, 
notably weakness, pain at various sites, mostly of the extremities, and a wide- 
spread, erythematous skin eruption. A diagnosis of dermatomyositis was 
made at two institutions. Subsequently, when seen at a third hospital, she had 
developed a marked anemia, the red blood cell count having fallen to 1.75 
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THE SYNDROME OF OVARIAN TUMOUR ASSOCIATED WITH 
ASCITES AND PLEURAL EFFUSION (MEIGS’ SYNDROME) 

Stuart R. Townsend 
Canad. Med. Assoc. J., 63; 245-247, 1945 

This paper presents a case of multiovular cysts with ascites and pleural 
effusion in an unmarried woman aged 49. In 1940 she consulted her physician 
because of progressive swelling of the abdomen, weakness, and decrease of men- 
strual periods in amount and in lengthening of the interval between them. At 
examination a mass in the abdomen and a right pleural effusion were found, and 
a diagnosis was made of inoperable carcinoma, with metastases to the lung. 
Following this diagnosis, the patient endured severe suffering, remained bed- 
ridden and refused operation for two years. In May, 1942, the tumor had be- 
come the size of a nine-month pregnancy, was irregular in outline, slightly 
movable and gave the impression of being cystic. There was evidence of bi- 
lateral pleural effusion. There was no dependent edema. In June the patient 
accepted operation, and a total hysterectomy and bilateral salpingo-oophorec- 
tomy was performed. Recovery was uneventful and rapid and within three 
weeks after operation the pleural fluid had entirely disappeared. Three years 
later the patient was still alive and well, with excellent nutrition and a gairt in 
weight of from 78 to 140 pounds. Microscopic examination of sections of both 
ovaries showed papillary cystadenocarcinoma. Sections of the abdominal 
wall and peritoneum revealed marked thickening and fibrosis with chronic in- 
flammatory cells. There was no infiltration. 

To the present time 27 cases of benign tumors of the ovary associated 'vv'ith 
ascites and pleural effusion have been reported, but in all of these cases the 
ovarian tumor was a fibroma and the presenting symptom in the majority was 
respiratory distress. In the present case the presenting symptoms which re- 
quired relief were dyspnea and enlargement of the abdomen. Also in this case 
carcinomatous degeneration existed, but as far as known had not metastasized, 
nor was the pleural effusion due to secondary metastases. The author feels 
that these exceptions should be included in Meigs’ syndrome, as they seem to 
present the same features and respond in the same manner when removed as do 
the ovarian fibromata. 

(Either this paper was written a considerable time before its publication or else the search 
of the literature was incomplete, since the Meigs’ syndrome has been described, not only 
with fibroma of the ovary, but with various other ovarian tumor types (carcinoma, granu- 
losa cell tumor, thecoma, Brenner tumor).— Ed.) 
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There was no accompanying nausea or vomiting. A thick, tenacious vaginal 
discharge was noted. Menstrual periods had been normal and regular until the 
last, which had been missed. IVhen seen in the hospital, the patient was in 
acute distress. Inspection of the abdomen revealed a slight elevation just to 
the left of the umbilicus. On palpation there was marked tenderness about the 
umbilicus and a mass, about the size of a lemon, was felt in this area. Dullness 
percussed in both flanks. On pehdc examination no glands were palpated. 
Cervix extremely soft and deviated to the left vaginal wall. Fundus of uterus 
pushed to right. Left adnexa presented a small tumor in the region of the left 
ovaiy. During pelvic examination the patient experienced for the first time a 
burning pain in the left shoulder, with shortness of breath and pain on breathing. 

It W’as decided to do a laparotomy. Upon opening the abdominal cavity, a 
considerable amount of free blood was found and suctioned out. Right tube and 
ovaiy normal. Left ovary enlarged, irith e\ddence of hemorrhage on its medial 
aspect. It was connected with the uterus by the ovarian ligament. The tube 
was entirely discrete from the ovary. The surface of the tube was smooth and 
not injected; the fimbriated end was normal. The tube was not removed, but 
the ovary was. 

Examination of the ovary microscopically showed fragments of placental 
tissue. There was a defect on the surface, which was lined in part by large 
irregular cells containing irregular nuclei, resembling syncytial cells. Another 
section of the ovary presented a large intact corpus luteum. Here, also, were 
seen groups of cells resembling Langhans’ cells. Some few appeared to be 
syncytial cells. There was some hemorrhagic extravasation in the adjacent 
tissue. Pathological diagnosis was (1) ruptured ovarian pregnancy; (2) corpus 
luteum of pregnancy. 

Three figures. 

(Although there is no direct evidence on the point, it would seem^ilmoBt certain that a 
considerable number of spermatozoa must traverse the tube and make contact with the 
ovary, and yet ovarian pregnancy, as the authors state, is relatively rare. The logical 
explanation for this would seem to be that the ova as they exist in the ovary are immature 
and therefore not capable of fertilization. The first polar body is probably thrown off 
in the ovary, but the second is believed to be extruded in the outer portion of the tube. 
This same inunaturity of the ovum probably explains the usual failure of cornual implanta- 
tions of the ovary. That in rare cases maturation may be completed in the ovary is indi- 
cated by the rare occurrence of ovarian pregnancy and the occasional success with cornual 
pregnancy. — Ed.) 
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millioii and the hemoglobin to 5 Gm. She had been greatly debilitated. Treat- 
ment of the anemia was gi’eatly handicapped by the fact that the patient was 
Rh negative, had panagglutinins in her blood and became jaundiced after any 
transfusion given her. 

When the patient came under the authors' care at the Vanderbilt University 
Hospital in 1942, she appeared chronically ill. Her skin showed the changes of 
dermatomyositis. On pelvic examination a mass was ielt which was thought to 
be a uterine fibroid. Her red blood cell count was 2.04 million, composed largely 
of spherocytes; the white cell count was 5,500 with a normal differential; hemo- 
globin was 7.5 Gm. She was Rh negative. After attempts to find compatible 
blood for transfusion failed, and the patient became increasingly anemic (17 
days after admission the red cell coimt had dropped to 1.93 million, with a 
hemoglobin of 5.8 Gm.), an exploratory laparotomy wms done. A large right 
ovarian cystic tumor (later found to be a pseudomucinous cystadenocarcinoma) 
was removed and the small intestine was freed from a large fibrous capsule. 
During the first five postoperative days three transfusions of plasma were given 
without reaction, but no whole blood transfusions were attempted. Within 26 
days the red cell coimt rose to 3.97 million and the hemoglobin to 8.5 Gm., and 
the patient was discharged much improved. No spherical erythrocytes ivere 
seen. About six months later she ivas operated upon for an acute intestinal 
obstruction. Red blood cell counts on admission and discharge were 3.30 and 
3.337 million, respectively, and hemoglobin contents, 11.8 and 9 Gm., respec: 
tively. This appears to be the first instance reported in which removal of an 
ovarian tumor alone was sufficient to effect pronounced improvement in a 
hemolytic process. 

The authors offer the suggestion that some material elaborated by the ovarian 
tumor acted as a hemolysin; and refer to two other reports recording relief of 
hemolytic anemia following removal of an ovarian tumor. 


OVARIAN PREGNANCY 


''J. B. Ballina and N. E. Chiodi 
Am. J. Obst. & Gyn., 60: 456-58, October, 1945 

Because of its rarity, ovarian pregnancy is of great interest. The number of 
proved reported cases is very small. The case described in this article seemed 
to the authors to fulfill the criteria of Spiegelberg. In t^ case the Fallopian 
tube was not removed, since it was not edematous or injected and in no way 
connected with the ovary. 

The reported case was that of a 26 year old woman, admitted to the hospital 
the diagnosis of ruptured ectopic pregnancy. The morning of admission 
she had been seized with severe, sharp pain just to the left of the umbilicus. 
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hysterectomy and bilateral salpingo-oophorectomy is the operation of choice 
in the case of older patients who have theca cell tumors of the ovary. From 
this study they also conclude that postoperative roentgen therapy is indicated 
only in those cases in which carcinoma involves the cervix or the fundus of the 
uterus. 

(.A good review, and valuable especially because it is one of the few reports of end results 
in the treatment of thecoma. Such reports arc almost as few regarding the much more 
numerous sister type of tumor, the granulosa cell carcinoma. Since no recurrence had 
occurred in the 20 cases of this scries, one would have the impression that their malignant 
potentiality is less than that of the granulosal tumors. In the older group of patients radi- 
cal operation is the proper plan, not merely because of the possibility of associated uterine 
carcinoma (the numerical incidence of this as.sociation is not really very high), but because 
of the malignant potentialities of the tumors themselves, admitting that they are far less 
wicked than ovarian cancer in general. — Ed.) 


MESENTERIC THROMBOSIS COMPLICATED BY DERMOID CYST 

Ruth Ellis Lesh 

Am. J. Obst. & Gynec., 60: 422-26, October, 1945 

This article presents a case historj' and a brief summary of the literature 
regarding mesenteric thrombosis. Although this disease is relatively rare, the 
cases are important out of proportion to their number, because of their severity 
and grave prognosis. 

Early diagnosis is made difficult by the fact that the symptoms can be those 
of other abdominal emergencies. However, a few sjTnptoms occurring in 
practically all recorded cases sufficiently suggest occlusion of a mesenteric vessel 
as to warrant correct diagnosis. The typical symptoms of mesenteric th»-om- 
bosis are described. 

One case is reported, that of a 39 year old woman. Pain in the lower left 
abdomen began suddenly. Nausea and vomiting ensued. Pulse did not indi- 
cate shock. No relief from morphia or other drugs. Patient had been married 
16 years; two children. For two years had been extremely nervous and morose. 
Sixteen years before right ovary, tube and apendix removed. Menstruation 
regular. On examination face was colorless. Heart sounds slow, weak and poor 
quality. Respirations 25. No mass palpable in abdomen, but extreme tender- 
ness in lower portion, particularly on the left. Four hours after onset became 
shocked, mth almost imperceptible pulse. On admission to hospital R.B.C. 
4,030,(X)0; leucocytes 15,050. Abdomen had become rigid in lower quadrants, 
and a deBnite mass was palpable in the left lower quadrant, extending above the 
symphysis. On vaginal examination a mass was felt in the left fornix. Differ- 
ential diagnosis made of ovarian cyst wdth twisted pedicle or ruptured ectopic 
pregnancy. 
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THECA CELL TUMORS OF THE OVARY. A CLINICAL AND 'PATHO- 
LOGIC STUDY OF TWENTY-THREE CASES (INCLUDING 
THIRTEEN NEW CASES) WITH A REVIEW 

Edwahd a. Banner and Malcolm B. Dockerty 
Surg., Gynec., & Obst., 81 : 234-242, 1945 , 

- Data on 23 cases of theca cell tumor seen and studied at the Mayo Clinic 
during the period 1910-1944, inclusive, are presented TOth a correlation of 
clinical, pathologic, and chemical data. Ten of these cases had been reported 
by the junior author in the American Journal of Obstetrics in 1940 but have been 
re-examined in the light of more recent observations in staining reactions and of 
chemical assays of lipoid substance as applied to tumors of this type. 

From this investigation it appears that these tumors are derived from the 
ovarian mesenchyma and are closely related to the granulosa ceU group of tumors. 
Occasionally the relationship may be a histologic one \vith elements of both 
types discernible with the same neoplasm, but usually both tumors present a 
“purity” of type. The relatively high incidence, especially in postmenopausal 
patients, of associated myometrial hypertrophy and uterine fibromyomas, 
combined frequently with endometrial hyperplasia and cervical and fundal 
carcinoma, suggests the production by the ovarian tumors of estrogenic hormone. 
Inability to demonstrate measurable quantities of this hormone through assays 
of tumor tissue is perhaps not to be regarded as conclusive evidence of absence 
of the hormone. A chemical analysis of 8 theca cell tumors gave evidence that 
these tumors contained increased amounts of cholesterol (0.2-1 .8%) and choles- 
terol ester (trace-1. 0%) fractions, as compared with the values (0.18-0.34% 
and trace, respectively) for these substances found present in 7 normal ovaries. 

Although the tumors did not invariably produce clear-cut clinical symptoms, 
their presence could often be suspected by an alteration in the menstrual habits 
of the patient. Postmenopausal bleeding from a hypertrophic endometrium 
was commonly encountered in this series of patients. 

In spite of the employment of new stains, the authors encountered difficulty 
in distinguishing certain fatty fibromas from theca cell tumor histologically. In 
such doubtful cases, examination of the endometrium was often found of value. 

Follow-up studies made on 20 of these patients revealed that not one had died 
as a result of a malignant process beginning in a theca cell tumor. Seven had 
died from causes apparently not related to their ovarian tumors. Thirteen were 
living at the time of follow'-up and had been well for postoperative periods vary- 
ing from 6 months to 33 yeare. The authors conclude that surgical treatment 
in cases of theca cell tumor need be directed along radical lines only because of 
associated lesions, such as uterine fibromyomas and endometrial carcinoma, and 
not because of any malignant potentialities inherent in the theca cell tumor 
. gjjjgg how'ever, the incidence of associated uterine carcinoma is so high 

ammg postmenopausal patients who have theca cell tumors, they believe that 
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formed on March 23, 1944, the tumor being the size of a full-size rugby football 
after removal. The right ovarj’ and uterus ^vere conserved. There Avere no 
adhesions. 

Gross and histological appearances. — The tumor which weighed 1,320 Gm. 
(about 3 lb.) wa.s contained within a thick-walled capsule and had a variegated, 
lobulated appearance; small areas of cystic degeneration were present. The 
gross appearances corresponded Avith those of a solid ovarian teratoma. Similar 
tumors Aveighing up to 25 kg. (about 55 lb.) have been recorded. In the tumor 
the following t3'pes of tissue Avere observ'ed; Squamous epithelium and keratin; 
hair follicles and sebaceous glands; fat and fibrous tissue; muscle bundles; 
cartilage and bone; blood-A-essels and Ij'mphoid tissue; saltearj' gland tissue; 
secreting glandular tissue resembling mammary' gland; tall mucus-secreting 
epithelium resembling large intestine; tall ciliated columnar epithelium resem- 
bling bronchial mucosa; nervous tissue resembling brain tissue; other epithelial 
tissue rmidentified, some of Avhich resembles fallopian tube. 

Pathologists such as Bland-Sutton, EAA'ing, Boyd, Beattie and Dickson state 
that these rarest of all ovarian tumors are malignant from the start and that they 
grow AA-ith extreme rapidity producing metastases of embryonic tissue that are 
sarcomatous in type. Gynecologists are, hoAvcA'er, divided in their opinion as 
to the correct surgical procedure, for Avhereas Frank records a mortality of 
88.8% Arithin a year of operation, Curtis of Chicago states that 27% recoA'er 
completely without hazard. Wilfred ShaAv considers that at least 20% are 
innocent. 

Hartman, Fraenkel, Williams and Chipman consider that if the patient is 
young, the ovarian capsule intact and the other ovaiy' healthy, conservative 
surgery should be advocated; whereas Graves, Frank and Bonney adA'ise com- 
plete extirpation of the uterus and both ovaries AA'hatever the age and condition 
present. 

Judging by the long experience of one of the authors (V. B. G.-A.) and that 
of H. R. Spencer, these cases are very rare. In the first case operated upon by 
one of the authors (V. B. G.-A.), he remoA'ed uterus and both ovaries and the 
patient succumbed from pulmonary metastases in seven months time. This 
present case has not been AA'atched long enough to assess the result of conservative 
measures. 

Postscript (May 12, 1944). — Patient’s condition is satisfactory. 

The authors then summarize certain aspects of our knowledge of these tumors 
as follows: cystic dermoid and solid teratoma of the ovary together appear to 
constitute about 10% of all ovarian tumors; the solid teratomas being very much 
the less frequent. Cystic dermoids and solid teratomas probably have an 
identical origin and appear to represent the extremes of a series of tumors arising 
from a common sdUrce. The cystic dermoid is initially benign and may rarely 
become carcinomatous; the solid teratoma is generally regarded as malignant- 
from the start; the intermediate types are less or more liable to be malignant 
according to their position in the series. 

The solid ovarian teratomas are of complex structure in AA'hich elements of all 
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Laparotomy performed. A small amount of serosanguinous fluid was en- 
countered, and a gangrenous loop of ileum presented. About 48 inches of gut 
was excised and a V-shaped section of mesentery. Left tube and ovaiy appeared 
normal, except for adhesions. Pathological report showed a hemorrhagic 
infarction of intestine. 

Patient had a stormy postoperative course, but was finally discharged on the 
fifty-third postoperative day, at which time the wound still drained from fecal 
material. The fecal fistula closed two weeks later. 

Pelvic examination two months afterward disclosed a large mass in the pelvis. 
No symptoms referable to the growth, although patient said in a month she had 
gained weight rapidly. Menstrual periods and bowels normal. Mass enlarged 
steadily and in two months the patient was again admitted to the hospital and 
operation performed. A large dermoid cyst, containing cheesy material and 
hair, was found supplanting the left ovary and adherent to uterus, tube, omentum 
and intestines. In freeing the cyst a large abscess cavity, posterior and to the 
right, was entered, and drained. Postoperative course was uneventful, patient 
leaving the hospital in fourteen days. Three months follo\ving this operation 
she seemed entirely well. 

The above case was offered to emphasize the symptoms common to such cases 
and to state the author’s belief that surgical treatment without delay 'vvill lower 
the mortality. In the cited case, the author considers the most likely cause of 
the mesenteric thrombosis to be the fact that patient had entered the age of 
degenerative disease and that she had been under emotional strain for two years. 
The occurrence of the cyst was probably unrelated to the thrombosis, but perhaps 
elements contributing to the grow’th of the cyst were present in sufficient amount 
at the time of the first operation to have been the causative factor in the formation 
of the embolus. 16 refs. 

(The dermoid cyst in this case was quite surely not related to the mesenteric occlusion, 
its chief importance being that the pelvic mass, and not unnaturally, obscured the preopera- 
tive diagnosis. — Ed.) 


A SOLID OVARIAN TERATOMA: CASE REPORT 

V. B. Green-Armytage and R. G. L. Waller 
Proc. Roy. Soc. Med. (Sect. Obst. & Gyn.), 37: 435-436, June, 1944 


The patient, age 20, was sent to the West London Hospital on February 11, 
1944 complaining of an abdominal tumor the size of a seven months pregnancy 
and 'two months’ amenorrhea. The breasts were active but examination, 
ultation X-rays and a negative Aschheim-Zondek test eliminated pregnancy. 
The mottled appearance of the radiograph together with the ascites present 
suggested the preoperative diagnosis of teratoma. Left ovariotomy w-as per- 
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complained of menorrhagia and occasional intermenstrual bleeding. The last 
period began on March 26, 1942. 

March 27, 1942: Examination under anesthesia. The uterus was bulky and 
a small swelling was felt in the left ovai^'. Curettings were profuse and the 
case was thought to be one of metropathia hemorrhagica ^^^th an ovarian reten- 
tion cyst. Radium (3,000 mg. hrs.) was inserted into the uterine cavity. Sec- 
tion of the curettings showed a hypertrophic endometrium in the secretory phase. 

June 23, 1942: The patient readmitted complaining of continuous bleeding 
since the insertion of radium. 

June 26, 1942: Laparotomy. The uterus appeared normal. There was a 
small solid tumor in the left ovar}^ Total h 3 '-sterectomy, bilateral salpingo- 
oophorectom}' and appendectomj’- performed. 

The convalescence was uneventful and the patient is now well. 

Specimen. — ^Uterus slightlj' bulkj’ with a small submucous fibroid. 

There was a small solid tumor in the left ovary l-J- in. by 1 in., which resembled 
a fibroma but with the characteristic yellowish areas. The right ovarj”^ was 
normal. 

Sections of the uterine wall showed degeneration and atrophy of the endo- 
metrium. The ovarian tumor was a typical thecoma and a section stained for 
fat showed the characteristic droplets in the epithelioid cells. 

Nature and origin of the tumor. — Novak (1940) believes these tumors are 
granulosa-cell tumors which have undergone luteinization. Schiller (1940) 
places the thecoma in the groups of tumors which arise from the ovarian mesen- 
chyme and classified them as a subgroup of the fibromata of the ovary. It is not 
possible at present to decide which of these view's is correct, but there seems to 
he some groimd for regarding the thecoma as a separate pathological and clinical 
entit 3 ^ Traut and Butterworth (1937) were able to produce thecomata and 
granulosa-cell tumors in immature mice b 3 '’ irradiation of the ovaries, thus 
suggesting that the origin of the two groups of tumor is similar. 

The interest of the case reported above lies in the presence of a comparatively 
rare ovarian tumor and in the persistence of uterine bleeding in spite of the 
atrophy of the endometrium caused by radium. It is suggested that in all 
cases of fibroma of the ovary, especially if there has been an irregular uterine 
hemorrhage, a section of the tumor should be stained for fat. It is probable 
that this tumor is much commoner than the reports would suggest. 

(There is still a tendency, it seems to me, to take granulosa cell and theca cell tumors 
too lightly from the standpoint of malignant potentialities. Granted that their malignant 
propensities are far less than those of the more common primary types of ovarian cancer, 
many cases in the literature emphasize that recurrence, metastasis and a fatal termination 
occur in a considerable number, and this may be true even when radical operations have 
been done. Although this group of tumors has been recognized for now many years, there 
IS still a paucity of reports as to the ultimate results in large groups of these cases, although 
no doubt a better crystallization of opinion on this point will be possible before many more 
years. 

In most cases of thecoma, as in the one reported by Barnes, there is an admixture of 
epithelial (granulosal) or epithelioid cells, pointing strongly to their close kinship and to 
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organs have at one tune or another been identified. These elements of the 
various tissues of the body are mixed indiscriminately without any attempt at 
formation of complete organs. The degree of malignancy in the series of tumors 
appears to be dependent upon the extent of differentiation or absence of differen- 
tiation into completed organs. 

Owing to the absence of differentiation, this present tumor must be regarded 
as malignant and liable to give rise to metastases of a sarcomatous or undiffer- 
entiated embryonal type via the blood-stream, chiefly in the lungs and liver. 
Perforation of the capsule does not appear to have occurred in this case, so that 
direct extension or implants within the pelvic or abdominal cavities are imlikely. 

(The English source of this report is amusingly manifest in that the tumor is described 
as having the size of a “full-size rugby football," Could you imagine such a comparison in 
an American paper? 

As the senior author has found in his long and rich experience in gynecological practice, 
these tumors are very rare, which may seem rather surprising in view of the frequency of 
their benign prototype, the common dermoid cyst. It is not strange that there are not 
more studies as to their degree of malignancy. That this is high, there can be no doubt 
on the basis of individual case reports. Even the most radical operations have often been 
followed by rapid metastases, as in the case mentioned by Green-Armytage from his early 
e.vperience, and most gynecologists will probably hesitate to perform conservative opera- 
tions in the removal of such tumor, in spite of the unfortunate fact that this tumor is char- 
acteristically found in young women and often in children. — Ed.) 


THECOMA OF OVAKY; CASE REPORT 

c 

Josephine Barnes 

Proc. Roy. Soc. Med. (Sect. Obst. & Gyn.), 36; 364, May, 1943 

The tumor commonly knoivn as thecoma of the ovaiy was first described in 
1927 by two Italians, Moretti and Arrigoni, who named it “fibroma thecocellulare 
xanthomatodes ovarii.” 

The tumor occurs mainly in women who have passed the menopause, thougb 
several of the reported cases have occurred in younger women. It may cause 
menstrual irregularity or post-menopausal bleeding. It is always unilateral and 
is a solid tumor, consisting of connective tissue cells, surrounding islets of more 
deeply staining cells, which in suitably stained sections will be seen to be laden 
with fat droplets. These cells may be epithelioid or spindle-shaped. Wolfe and 
Negus (1941) were able to demonstrate that these fats are mainly cholesterol and 
phospholipoids. Geist and Spielman (1935) showed that the tumor contained 
estrogenic hormone, and, using castrated mice, were able to sh6w that the amount 
exceeds that found in an equivalent weight of placenta! tissue. 

Malignancy is rare and unilateral oophorectomy is often the only treatment 

^T^freport: The patient was aged 48 and had had eleven children. She 
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this paper is to illustrate that intensive irradiation in this patient at the age of four and a 
half had not destroyed ovarian function, since she began to menstruate normally at 12 and 
continued to the age of 19. This is of interest, especially since there are so few observations 
as to the effect of irradiation on the ovaries of subpuberal girls. However, it is a well- 
known fact that during reproductive life ovarian function is at times permanently abolished 
by far less intensive treatment than was employed in this girl, while in other patients, as 
illustrated in the irradiation induction of the menopause for functional bleeding, the ovarian 
secretory function seems very hard to kill. In other words, there are verj' wide differences 
in the degree of responsiveness of individual ovaries to either X-ray or radium. 

The particular point of discussion has been as to the safety of the “stimulating” radia- 
tion treatment of the ovary, the pituitary, or both for the often refractory cases of amenor- 
rhea and sterility, to mention the two chief indications for which it has been employed. 
Some, like Kaplan, have reported good results, with apparently little or no harmful effect. 
Others, including the majority of conservative gynecologists, are apprehensive as to possible 
injurious effects upon the germ cells, with the possible production of defects in the ova, 
resulting in later sterility, miscarriage or the birth of defective children. It must be ad- 
mitted that there is no very convincing e\’idence of such serious results in humans, but 
geneticists like Little have apparently shown that the danger is a real one in the experi- 
mental animal. Nor are the clinical results obtained by this method uniformly good, nor 
anj-tlung like ns good in the experience of other observers as those reported by the few 
enthusiasts for the method. Some who formerly employed it rather enthusiastically have 
abandoned its use. It is probable that the majority of gj-necologists will continue their 
conservative attitude toward this method, at least until the evidence for its value and its 
harmlessness are more sharply crystallized than they are at present. — ^Ed.) 


PRIMARY CARCINOMA OP THE FALLOPIAN TUBE 

R. M. Mitchell and R. W. Mohler 
Am. J. Obst. & Gyneo., 60: 283-92, September, 1945 

The objective of this article is threefold: (1) to submit a case report of primary 
carcinoma of the Fallopian tube discovered on routine microscopic examination 
of segments removed at the time of an elective cesarean section; (2) to bring 
the literature up to date as far as possible; and (3) to mention briefly again the 
salient points regarding primary carcinoma of the Fallopian tube, even thou^ 
this case is not entirely comparable with respect to diagnosis, since it W'as acci- 
dentally rather than preoperatively suspected. 

To date, some 449 cases of this disease have been recorded. Its frequency 
rate among tumors of the genital tract averages about 0.5 per cent. Age appar- 
ently has no eSect on the disease, although the greatest incidence is in the fifth 
decade. Unilateral involvement occurs in 70 per cent of cases and bilateral 
lesions in 30 per cent. Secondary carcinoma of the Fallopian tube is ten t.impg 
as frequent as primary carcinoma. 

Although the etiologic factor is unknowm, several investigators believe that 
inflammatory pelvic disease predisposes to its occurrence, and Fullerton states 
that the frequency of coincident tuberculosis may be of importance. 
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their common origin from the ovarian mesenchyme. It is this viewpoint which I have 
myself urged and not, as the author very wrongly quotes me, that thecomas arc "granu- 
losa-cell tumors which have undergone luteinization." Tumors of the latter group are of 
course not thecomas, and they constitute an entirely different variety, the so-called "folli- 
culome lipidique.” — Ed.) 


THE EFFECT OF IRRADIATION ON THE FUNCTION OF THE OVARY 

IN YOUNG GIRLS 


Ira I. Kaplan 

Am. J. Obst. & Gynec., 60: 340-41, September, 1945 


In 1939 the author reported the case of a young girl who received intensive 
irradiation, x-ray and radium treatments for a pelvic tumor at the age of 
years, and who nevertheless menstruated normally from the age of 12 to 19 years. 
The purpose of that report was to show that unwarranted apprehension was 
present in the minds of clinicians in regard to the effect of irradiation in girls 
and y'oung women. In this paper he presents the unfortunate conclusion of the 
case. 

The patient reported to the author on July 2, 1943, complaining of a painful 
area on the right side of the coccyx of about 6 months duration. Ah extremely 
tender, firm, regular, round nodule was found at the base of the spine to the 
outer border at the gluteal margin. It was not attached to the skin, not too 
firmly attached to the underlying tissues, and was not compressible. X-ray 
therapy was administered with apparent relief of symptoms. 

Several months later she reported increasing pain at the coccyx area on sitting 
down. Examination revealed persistence of the tumor which was then removed 
by surgery. Pathologically the neoplasm proved to be a neurogenic type tumor. 
Temporary relief was obtained until recurrent pains became very distressing 
and x-ray therapy was given, failing to bring relief. Three months later x-ray 
was again instituted. In April, 1944 she was examined and a large tumor felt 
through the rectum firmly ffling the right pelvis. She was operated upon but 
the tumor could not possibly be removed. Microscopic examination showed that 
the tumor was a ganglioneuroma that had undergone malignant neurinoma 
changes (neurogenic sarcoma, graded I). The wound failed to heal and another 
piece of tissue, removed in May, 1944, was examined and the diagnosis made of 
spmdle-cell sarcoma, neurogenic type, of buttock. 

The patient died, in spite of all measures taken, in September, 1944. Autopsy 
revealed the tumor fixed to the rectal wall by its capsule and bulging into the 
pelvis. The exposed portion revealed large areas of dirty grayish necrosis and 
adjacent areas of hyperemia and hemorrhage. 1 reference. 


Ruthor has been an enthusiast in the treatment of such endoorinopathies as amenor- 
rhea Ld certain cases of sterility by light irradiation of the ovaries, and the purpose ol 
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of the papillary variet 5 ^ Although the microscopic report revealed that the 
lesion had been removed in its entirety at the time the sterilization %vas done, in 
view of the unfavorable prognosis for this disease, complete extirpation of the 
uterus, tubes and ovaries was considered imperative. 44 references. 

(The interesting case reported in this paper represents a “lucky find,” but a find which 
would not have been yielded except for the routine examination of all removed tissues, the 
importance of which the authors properly emphasire. The follow-up of this case should 
be of great interest. The prognosis should certainly be far better than in most cases of pri- 
mary tubal carcinoma, because the disease is such an insidious one that most of the reported 
cases have come to treatment in late stages. As a matter of fact, it is quite probable that 
it is this vcrj' insidiousness, with the lack of any symptoms until late stages, which has given 
this disease its wicked reputation even more than its own intrinsic characteristics, bad as 
these themselves may be. 

Not all will agree, therefore, that primarj' carcinoma of the tube is the most malignant 
form of carcinoma anywhere in the body; and that, for example, it is as hopeless as melano- 
mas, primary carcinomas of the liver, and certain other types of cancer, though this is a 
very minor point for discussion. The paper includes a comprehensive and useful review 
of the literature of this very rare but highly malignant disease. — Ed.) 


PRIlVIARY CARCINOIIIA OF THE FALLOPIAN TUBE 

J. Eenest Ayre, W. a. G. Baeld and P. J. Kearns 
Am. J. Obst. & Gynec., 60; 196-202, 1945 

The case of primary bilateral carcinoma of the tubes presented in this paper 
presents several points of interest. The tissues appeared generally quite clear- 
cut and free from extensive necrotic degeneration which might otherwise have 
destroyed the cytology. Some sections presented a papillary appearance, others 
a pseudoglandular or alveolar appearance. A second smaller tumor presented a 
definitely solid structure. It thus appears that not three independent types of 
tubal carcinoma (papillary, alveolar, and solid) are represented, but that these 
are merely local variations m morphology. These findings were obtained after 
panhysterectomy. Except for the presence of one or two marble-sized fibroids 
on the posterior surface of the uterus, the other pelvic organs appeared normal. 
The difficulties encountered in diagnosing tubal carcinoma clinically, the infre- 
quency with which it is encountered at operation, and the extremely high 
mortality associated with it are discussed. 

(The authors believe, as do many others, that the various histological types of primary 
tuhal carcinoma which have been described, viz., the papillary, the alveolar and the solid 
are actually only local variants of one type. Their photomicrographs, taken from different 
parts of the same tumor, appear to support this view'. In their paper they discuss the belief 
held by some that salpingitis is a predisposing factor in the development of tubal cancer, 
which would seem unlikely in view of the very great frequency of inflammatory lesions of 
the tube and the extreme rarity of tubal cancer. They themselves are more inclined to 
the belief that associated inflammatory reactions in the carcinomatous tube are to be ex- 
plained as a result of the malignant growth. — ^Ed.) 
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The most frequent site is the distal two-thirds of the organ. McGoIdrick et al. 
state that there are two kinds : the papillary, grooving into the lumen of the tube 
and the infiltrative, growing into the tubal wall. Invasion of the tubal wall is 
usually a late occurrence or may be absent. Metastases have been found in 
' the reproductive and urinary tracts and in the liver, lungs, stomach, large 
intestines, diaphragm, spleen, skin and supraclavicular nodes long before the 
tubal -wall has been involved. 

Bleeding is the earliest and most important symptom. The symptom complex 
of pain associated ivith gushing of water, yellow or bloody fluid from the vagina 
followed by relief of pain is known as “hydrops tubae profiuens” and is suggestive 
of carcinoma of the Fallopian tube. There may be disturbance of menstrual 
function or postmenopausal bleeding. 

Preoperative diagnosis is difficult but tubal carcinoma may be suspected where 
bleeding has recurred after a negative curettage of an atrophic uterus. 

The usually accepted form of treatment is total hysterectomy and bilateral 
salpingo-oophorectomy, with postoperative roentgen therapy in some cases. A 
normal-appearing opposite tube should not prevent radical procedure, since 30 
per cent of the reported cases are bilateral. Carcinoma of the tube is the most 
malignant form of carcinoma anywhere in the body and according to Fullerton, 
not more than 5 per cent of patients get a five-year cure. 

The case reported is that of a 23-year-old white woman who first registered at 
the Out-Patient Department of the Lying-in Division of the Pennsylvania 
Hospital in June, 1940. Her prenatal course was uneventful and she was de- 
livered in March, 1941 of a normal full-term infant. The postpartum course 
was normal. She again registered in May, 1942 and this pregnancy was inter- 
rupted by an emergency classical cesarean section for central placenta praevia 
in October, 1942. She was discharged twelve days postoperatively in good 
condition. She was next seen in July, 1943, two months pregnant, with a 
negative interval history. In February, 1944 she received an elective cesarean 
and sterilization. The tubes xvere ligated and resected and specimens of the 
resected tubes were sent to the laboratory for routine confirmation. The 
pathological diagnosis was as follows: “Segments of Fallopian tubes: one segment 
appears normal, the other segment shows primaiy carcinoma and both segments 
show pregnancy changes consisting of swollen smooth muscle fibers.” 

In view of these findings, the patient was subjected to a total hysterectomy 
and bilateral salpingo-oophorectomy. The patient’s postoperative course was 
normal and three months later she appeared entirely well. Six months after 
her physical examination was negative and she had gained six pounds. Deep 
roentgen therapy has been instituted. 

Interesting features in this case are: (1) the accidental discovery of the tumor; 
(21 the occurrence of primaiy carcinoma of the Fallopian tube with a normal 
intrauterine gestation at term; (3) the histo-pathologic study; and (4) the 
importance of a routine pathologic examination of tissues. 

mether the tumor was originaUy a benign papiUoma stimulated to growth by 
the effects of gestation is conjectural. The tumor appeared to be characteristic 



THE ADNEXA 


131 


of the fallopian tube, though Doran, in 1896, mentioned an unreported case of 
Raynaud’s from 1847, while in 1861, Rokitansky' gave the first pathological 
description of this disease. 

The most recent re'view is by H. J. Baron (Canad. Med. Ass. J., 1940, 43: 118- 
121), when he brought the total number of cases to 363, since when the present 
author has been able to find a further 15 in the literature. This disease is most 
common between the ages of 40 and 55, though cases have occurred in a girl of 
18 and a patient of 73. 

Syanptoms are fc%v, the most important being a slight watery', sometimes pink- 
stained, discharge. This may occur at inten'als and is a.ssociated u-ith attacks 
of colicky' low abdominal pain, when the distended tube may empty' its contents 
into the uterus. 

The diagnosis has only' been made pre-operatively on one occasion. However, 
the combination of a discharge of that character without uterine abnormality 
but accompanied by' an adnexal enlargement, might suggest a tubal carcinoma. 

(The statement that during operation a "friabic, pnpilliferous mass, the size of a golf- 
ball, fell out of the tubal orifice,” is of interest, as emphasizing the characteristic concen- 
tric or intratubal mode of growth of primary tubal carcinoma. In the more advanced 
Btagea, such tumors convert the tube into a large sausage-like mass looking like a large 
Pyosalpinx, except that often the tubal mass may be quite free, without the dense adhesions 
ordinarilj’ characterizing the pyosalpinx. On cutting across the tube in such a case, the 
tubal wall itself is often very thin, but the lumen is filled ts-ith a crumbling papillary mass, 
as in the case described by the author. In his case, an incomplete operation was done, and 
the ultimate prognosis is very poor, in spite of the fact that the patient seemed well four 
months after operation. For that matter, it would probably have been bad even with 
Complete operation, in ■view of the usual experience with primary tubal carcinoma. — Ed.) 


PRIMARY SARCOMA OF FALLOPIAN TUBE; CASE REPORT 
Braithwaite Rickford 

Proc. Roy. Soc. Med. (Sect. Obst. & Gyn.), 38; 322-323, May, 1945 

The patient, aged 69, on August 16, 1944 complained of vaginal discharge for 
two months. The previous history was not significant. Menstruation had 
started at 15 and had always been normal. The menopause had occurred 
nineteen yeare ago when menstruation ceased suddenly and there had been no 
further loss or discharge tmtil the onset last year. There had been tw'o children 
without any abnormalities, the last thirty-two years ago. One miscarriage had 
occurred which had required evacuation of the uterus. 

A heavy vaginal discharge had been present for two months which required 
two to four diapers a day. It was rather thick, whitish in color, and often 
definitely pink-stained. There had never been any frank bleeding, and it had 
never been offensive. There was no pruritus, pain or discomfort anywhere. 
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PRIMARY CARCINOMA OF FALLOPIAN TUBE: CASE REPORT 

Braithwaite Rickford 

Proc. Roy. Soc. Med. (Sect. Obst. & Gyn.), 38; 322, May, 1945 

The patient, aged 36, was first seen on October 25, 1944, complaining of 
sterility. Twenty-four years previously she had had an acute appendicitis ■with 
a pelvic abscess, which had necessitated her being in the hospital for nine months. 
She had been married for six years, her husband had been at home throughout 
and on investigation had been found to be fertile. 

Her menstrual histoiy was quite normal, starting at the age of 15, and was 
regular. She had noticed some vaginal discharge for the pre'vious ten years, 
which was most mai'ked for the seven days foUo'wing menstruation. 

On examination she was a healthy patient, not anemic, and was of average 
weight. The abdomen shorved a firm tumor in the midline, reaching about 1 
inch above the symphysis pubis. It arose from the pel-vis and was slightly 
mobile. Otherwdse there -was nothing of note on abdominal examination. 
Vaginal examination show'ed that this tumor was in the uterus, which was 
regularly enlarged to the size of about a fourteen weeks’ pregnancy. It was 
hard in consistency and mobility w'as limited. To the right of the uterus and 
posteriorly was another tumor, which was rather softer and apparently attached 
to the uterus. / 

Laparotomy was performed following an unsuccessful attempt at insufflation. 
The intestines were thickly adherent to each other and to the pelvic organs, 
■with dense matted felty adhesions. It was impossible to recognize the uterus or 
appendages on inspection. The uterus, how^ever, was palpated and found to 
contain a hard tumor in the anterior wall. To the right of the uterus was a 
softer mass, which appeared through the adhesions to be of a bluish-brown color, 
rather resembling that of a tubal abortion. This mass was separated digitally 
and during this process a friable papUliferous mass, the size of a golf ball, fell 
out of the tubal orifice. Surrounding the mass was a collection of thick, blood- 
stained glairy mucus. The right tube was then removed, the ovary being left 
in situ, and apparently normal. The left adnexa were palpated through the 
adhesions and were apparently normal. A myomectomy was then carried out 
for an interstitial fibroid after dissecting blindly through the adhesions covering 
the anterior wall of the uterus. Hemostasis was not absolute and the abdomen 
was closed with a tube drain for forty-eight hours. 

Convalescence was uneventful and a full course of deep .x-ray treatment to 
the right posterior quadrant of the pelvis was instituted sixteen days later and 
completed in twenty-eight days. 

Four months later the patient was extremely well and pelvic examination 
' vealed no abnormality. Menstruation had occurred once since operation. 
^^Pathology: “PapiUaiy columnar-cell carcinoma of the fallopian tube.” 

Orthmann' in 1886, reported the first authenticated case of primary carcinoma 
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COCCIDIOIDAL PEL^^C INFLAMMATORY DISEASE 

Eknest W. Page and L. Morgan Boters 
Am. J. Obst. & GjTiec., 60; 212-215, 1945 

This is the second case of infection of the female genital tract with Cocddioides 
immitis reported in the literature. In the first case, recoverj’- of the patient 
was attributed to the use of a coccidioidin vaccine and coUoidal copper. In the 
present instance, surgical removal of the involved organs (uterus, tubes and one 
ovary), followed by no “specific” treatment, effected a complete cure. The 
patient probably acquired the infection while digging ruins in the Arizona desert. 
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She Avas feeling very well in herself, there had been no loss of weight or anorexia. 
The bladder and renal functions were normal. 

On examination the patient Avas healthy, of average Aveight and not anemic. 
Abdomen Avas normal. On vaginal examination the cervix was small and atro- 
phic, and a firm mass could be felt in the left posterior quadrant of the pelAis 
and Avas thought to originate from the uterus. On August 29, 1944 the cervix 
was dilated and the uterus measured only 2 inches. No curettings were obtained. 
Following this there AA^as slight pyrexia associated Avith some loAA^er abdominal 
pain for three Aveeks. 

On November 3, 1944 laparotomy Avas done. No free fluid in the abdomen; 
a tumor about the size of a grapefruit Avas found in the left posterior quadrant 
of the pelvis Avhich Avas adherent to the back of the uterus. It was found that 
the upper serous covering of the tumor Avas the grossly thinned wall of the dis- 
tended left fallopian tube. The tumor had dilated the abdominal ostium and 
was attached directly to the posterior surface of this broad ligament and the 
uterus. It Avas removed in one piece Avith the tube. A considerable area of 
ragged, oozing tissue remained in the tumor bed. The abdomen AA'as closed 
Avith a drain doAAm to the pelAos. The left ovary Avas seen to be small and 
atrophic after the groAvth had been removed, Avhile the right appendages Avere 
normal and the uterus Avas small and atrophic. No glandular involvement Avas 
found, and the omentum Avas free from secondaries, as was also the liver. The 
tumor after removal Avas brain-like in appearance. There Avere considerable 
areas of necrosis and hemorrhage with many small cystic spaces. The fallopian 
tube Avas grossly dilated in its upper two-thirds, Avith the tumor growing from 
its inner Avail and through the abdominal ostium. 

Convalescence Avas complicated by a small infarct of the lung sixteen days 
later, Avhich rapidly resolved. A full course of deep X-ray treatment was given 
to the left side of the pelAus. 

February 10, 1945: Patient very Avell; no abnormality in the pelvis. 

Pathology: Spindle-cell sarcoma arising from the wall of the fallopian tube. 

The first reported case of sarcoma of the fallopian tube Avas described by 
Sanger in 1886, and the most recent review of the literature is by Jorgensen 
(Acta, obstet. gynec. scand., 1938, 18: 326). He revicAVS sixteen cases in all, the 
only previous English reference being by J. B. Banister, Proc. R. Soc. Med., 
1924, 17: Sect. Obstet., 31. 

(This is an e.xceedingly rare tumor, as the author states, much more so even than the 
very rare carcinoma. We have observed only one case in our own laboratory.— Ed.) 



FEMALE TTROLOar 


135 


1910, this later being modified by others, especially by Stoeckel in 1917 (the Goebell-Stoeckel 
operation). The recent publication of Aldridge (1942) reported excellent results from the 
use of transplanted strips obtained from the aponeurosis of the oblique muscles in combina- 
tion with a plastic operation on the bladder neck and upper urethra (Amer. J. Obst. & 
Gjmec., 44: 398, 1942). 

The two methods described by Studdiford, both utiliiing lateral strips of the aponeuro- 
sis, are well illustrated by good line drawings, and the interested reader will have to be 
referred to the original paper for these operative details. In the limited group of patients 
for whom Studdiford advocates these procedures the anatomic and functional results ob- 
tained would seem to justify the principles on which the operations are based — Ed. 


CASE OF CONGENITAL ANOMALY OF THE FEMALE URETHRA 

AND VAGINA 

C. C. Hightower 

Mississippi Doctor, 23: 398, August, 1945 

A 22-year-old woman came to the author with a histor3' of never having 
menstruated normally. Each month she had a black discharge lasting two 
weeks accompanied by pehde pains. She had been married two j^ears and coitus 
was satisfactory. Vaginal e.xamination showed that the vagina, normal in other 
respects, ended in a blind pouch. The uterus could be palpated on deep pressure. 
The urethra opened into the anterior vaginal wall near where the ceri’ix should be. 

-A.t operation, when the black discharge was present, its source was discovered. 
There was a pin-point opening in the dome of the vagina. Upon dilating this 
opening with a small probe it was discovered that the vagina was divided into 
two parts by a septum. The septum was remoi’ed and a normal cervLx and 
uterus found behind it. Nothing could be done with the abnormalh' situated 
urethra. Urination through the vagina seemed to cause no trouble before or 
after operation. 

Since operation, the patient has menstruated normallj'- and been cured of all 
dysmenorrhea. The dysmenorrhea was due to the fact that it required two 
weeks for the accumulated menstrual blood above the vaginal septum to pass 
through the minute opening in the septum. 

(I have seen a number of cases in which the urethra opened on the anterior vaginal W'all 
well within the introitus, but always in cases of pseudohermaphroditism in which the primi- 
tive and undeveloped vaginal canal joins the urethra at an acute angle some distance above 
the external orifice. By far the best source book for the embryological elucidation of the 
many possible anomalies in this region, is the monumental work of Robert Meyer on “Em- 
bryology of the Vagina.” — Ed.) 
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FURTHER EXPERIENCES IN THE USE OF TRANSPLANTED 
ABDOMINAL FASCIA IN THE RELIEF OF STRESS 
INCONTINENCE 

W. E. Stdddiford 

Am. J. Obst. & Gynec., 60: 119-137, 1945 

The anatomic basis for urethrocele and its associated symptom, stress inconti- 
nence, is reviewed and discussed briefly, together ndth the etiological factors 
which produce this condition. While incontinence of urine is a fairly common 
complaint in gynecological patients, it is usually so slight that it constitutes only 
a minor annoyance. However, it sometimes develops to such a degree that the 
patient discharges large quantities of urine upon the slightest muscular effort. 
It is with these extreme cases, particularly those in which previous efforts at. 
relief have failed, that this paper is chiefly concerned. It is thought that the 
essential weakness lies not in the internal sphincter but in the supporting struc- 
tures about the upper urethra and bladder neck, and that, therefore, the failures 
following the common type of surgical repair appear to be related to the attenu- 
ated character of the residual supporting tissue. Failures which follow the use 
of the transplanted tissue techniques may, in the author's opinion, be due to the 
fact that emphasis was placed on the substitution of voluntary muscle for a 
supposedly damaged internal sphincter rather than on the restoration of proper 
support. Two procedures, devised by the author, are described. Both of them 
utilize strips of abdominal aponeurosis in addition to plastic repair of the sup- 
ports. The first method was used for patients in whom previous surgical efforts 
had failed ; the second was utilized as a primary procedure in patients who had 
multiple complaints and required both plastic and abdominal surgery. Thirteen 
cases are reported in which these procedures had been used and follow-up to date 
of publication had not revealed a recurrent urethrocele or the reappearance of 
stress incontinence. 

(In this excellent paper on “stress incontinence,” a term said to have been coined by 
Eardley Holland, Studdiford emphasizes that his report is concerned chiefly with the ex- 
treme degrees, in which the patients are continent only on lying down or sitting quietly 
and even under. such circumstances there is lack of urinary control if the intra-abdominal 
pressure is raised. The mild cases are of minor consequence, and if any treatment is called 
for may be cured by comparatively simple operations, such as those of the Kennedy type. 
The author believes that the good results reported by many from the Kelly operation of 
tichtening the internal sphincter are to be explained by the unconscious inclusion in the 
Kelly stitch of the supporting tissues about the upper urethra and bladder neck. 

He reviews the modern concept of the mechanism of urination, and also describes the 
Dorting mechanism of the female urethra and bladder. For the extreme cases, in which 
finite nroportion of failures is inevitable with the simpler types of operation, a variety 
of more extensive procedures have been recommended, beginning with that of Goebell in 
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1910, this later being modified by others, especially by Stoeckel in 1917 (the Goebell-Stoeckel 
operation). The recent publication of Aldridge (1942) reported excellent results from the 
use of transplanted strips obtained from the aponeurosis of the oblique muscles in combina- 
tion with a plastic operation on the bladder neck and upper urethra (Amer. J. Obst. & 
Gynec., 44: 39S, 1942). 

The two methods described by Studdiford, both utilizing lateral strips of the aponeuro- 
sis, are well illustrated by good line drawings, and the interested reader will have to be 
referred to the original paper for these operative details. In the limited group of patients 
for whom Studdiford advocates these procedures the anatomic and functional results ob- 
tained would seem to justify the principles on which the operations are based — Ed. 


CASE OF CONGENITAL ANOMALY OF THE FEMALE URETHRA 

AND VAGINA 

C. C. Hightower 

Mississippi Doctor, 23: 398, August, 1945 

A 22-year-old woman came to the author with a history of never having 
menstruated normally. Each month she had a black discharge lasting two 
weeks accompanied by pelvic pains. She had been married two years and coitus 
was satisfactorj\ Vaginal examination showed that the vagina, normal in other 
respects, ended in a blind pouch. The uterus could be palpated on deep pressure. 
The urethra opened into the anterior vaginal wall near where the cenix should be. 

At operation, when the black discharge was present, its source was discovered. 
There was a pin-point opening in the dome of the vagina. Upon dilating this 
opening with a small probe it was discovered that the vagina was divided into 
tiro parts by a septum. The septum was removed and a normal cervix and 
uterus found behind it. Nothing could be done with the abnormally situated 
urethra. Urination through the vagina seemed to cause no trouble before or 
after operation. 

Since operation, the patient has menstruated normally and been cured of all 
dysmenorrhea. The dysmenorrhea was due to the fact that it required two 
weeks for the accumulated menstrual blood above the vaginal septum to pass 
through the minute opening in the septum. 

(I have seen a number of cases in which the urethra opened on the anterior vagina! wall 
well within the introitus, but always in cases of pseudohermaphroditism in which the primi- 
tive and undeveloped vaginal canal joins the urethra at an acute angle some distance above 
the external orifice. By far the best source book for the embryological elucidation of the 
many possible anomalies in this region, is the monumental work of Robert Meyer on “Em- 
bryology of the Vagina,”— Ed.) 
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' A SERIES OF FORTY CASES OF VESICOVAGINAL FISTULA 

G. Benion Thomas 

J. Obst. & Gynec. Brit. Emp., 62: 262-70, June, 1945 

In a study of the problem of vesicovaginal fistula, the author describes his 
experience in treating 40 cases, primarily by the flap method of operation. The 
fistulae are classified according to their situation as juxta-cervical, midvaginal or 
juxta-urethral, there being in this series, 18 juxta-cervical, 5 midvaginal and 17 
juxta-urethral fistulae. Of these 40 cases, 35 submitted to treatment and 28 
were cured, 25 by the flap method of operation and 3 by other means. There 
were two deaths from suppression of urine following transplantation of the 
ureters. Included in the 35 cases which submitted to treatment are 2 which 
were regarded as inoperable. Twenty of the 21 juxta-cervical and midvaginal 
cases submitting to operation were cured by the flap method at the first attempt. 
The juxta-urethral cases were less successful; of the 14 who agreed upon opera- 
tion, the flap method was performed on 7 noth 5 successes and 3 more cases were 
cured by other means, making a total of 8 cures. 

Because the author used the flap operation most frequently and found it the 
most successful treatment, he describes it in some detail. He recommends that 
at least 3 months should have elapsed since the last labor or operation before 
attempting a repair. An intraspinal anesthetic of light percaine is ideal and 
lasts sufficiently long. The surgical technique is explained \vith illustrations 
and advice as to after care is given. Other operations which were used are 
described: Bonney's operation for elongation of the urethra, saccule operation, 
colpocleisis and transplantation of ureters. 

The view is advanced that repair by the abdominal route is probably only 
rarely necessary. It was not required once in this series. Also, transplantation 
of the ureters rarely should be required and should be avoided if possible. 

Classical cesarean section is advocated in all deliveries subsequent to opera- 
tion upon vesicovaginal fistula. The descent of the head in vaginal delivenes 
is bound to stretch the scar of a healed fistula and considering the difficulties 
involved in so unfortunate an occurrence, classical cesarean section seems 
justifiable in all cases which one sees before labor begins and when considerations , 
of sepsis do not prohibit. 6 references. 6 figures. 

(Comment on this paper is made after the following abstract.) 
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VESICOVAGINAL FISTULA 
D. Joan Thompson 

J. Obst. & Gynaec. Brit. Emp., 62; 271-77, June, 1945 

In a total of about 80 cases of vesicovaginal fistula seen by the author, the 
cause in 3 cases was malignant disease. In the remainder, {about 95 per cent), 
the cause was faulty obstetrics. 

In a series of 42 cases reviewed in this report, infection of the bladder was 
found in 18 cases, gonococcal infection in 5 and in all cases Bact. coli were 
present. In all infected or doubtful cases, preliminary treatment, usually with 
sulphonamides, was given. 

Twenty-seven cases were treated by attempts at plastic repair. The results 
were: cured, 55.8 per cent; failed, 40.4 per cent; died, 3.8 per cent. Causes of 
inoperability were: size of fistula, difficulty of approach, destruction of the 
urethra, gross destruction of tissue and fistulae at the neck of the bladder ivith 
the urethra tom away. Causes of failure were: much scar tissue, especially in 
the bladder wall, infection and postoperative hemorrhage. 

The most effective method of treating inoperable cases is by transplanting 
the ureters into the large bowel, usually the sigmoid colon. Oblique implanta- 
tion is now generally considered to be the best. In this series, 13 cases were 
treated by ureterosigmoidostomy, 9 in 2 stages and 4 at a single operation. 
Eight patients were cured and 5 died. The two-stage operation is usually safer. 

Of the 5 deaths, one was due to anesthetic; another patient developed a 
urinary fecal fistula with amoebic dysentery and a retroperitoneal abscess which 
proved fatal. A third died of urinary peritonitis due to careless technique. 
The other two deaths were in patients wLo had received 1-stage operations. One 
died of renal failure and the other of what appeared to be peritonitis. 

Ureterosigmoidostomy is useless if there is a rectovaginal fistula or a tear of 
the sphincter muscle of the anus. 12 references. 

(It is interesting to compare the opinions of the authors of the two preceding papers, 
both emanating from clinics in India, and also to compare their results. Those reported 
by Thompson seem less favorable than those of Thomas, but this may mean only a difference 
in the types and degrees of urinary fistulas treated. That the group reported by Thompson 
must have included many difficult cases is indicated by the fact that she felt impelled to 
resort to ureterosigmoidostomy in 13 of her 80 eases, and there will be general agreement 
that this plan is the most effective and about the only feasible one in the treatment of other- 
wise hopeless cases. On the other hand, no issue can be taken with Thomas’ statement that 
transplantation of the ureters should only rarely be required and should be avoided if 
possible. 

Fundamental as was Sims’ original work on vesico-vaginal fistula, and valuable as the 
Sims operation still is in many of the simpler fistulas, great advances have been made since 
the time of Sims in the management of the more difficult fistulas, especially those of large 
size and those inaccessibly placed in the vault of the vagina. The important principle of 
free mobilization of the bladder before suture, and the employment of the Schuchardt inci- 
sion in the highly and inaccessibly placed fistulas, Imve been especially valuable contribu- 
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tions. Rather paradoxically, the very low hstulas which involve destruction of the urethra 
still are bugbears, and their cure taxes the plastic shill of any gynecologist, with failure as a 
frequent result. 

It is of interest to note that in Thompson’s series, about 95 per cent were ascribed to 
faulty obstetrics. While this figure might have applied also to the American picture of a 
generation ago, it certainly does not apply now. This is to be explained only partly by tie 
improvement in obstetrical care, since most of the fistulas now observed in this country are 
complications of operations, especially panhysterectomy and cysto’cele repairs of one sort or 
another, or of radiation therapy for malignant diseases. 

As a final comment, the statement by Thomas that repair of fistula by the abdominal 
route is only rarely necessary may be heartily endorsed.— Ed.) 


PROLAPSE OF URETHRA IN A CHILD OF 6 YEARS; CASE REPOET 

J. Chassar Moir 

Proc. Roy. Soc. Med. (Sect. Obst. & Gyn.), 37; 436-437, June, 1944 

The patient, a healthy child of six years, suddenly started to bleed from the 
vulva. The mother saw what she took to be a large blood-clot at the entrance 
to the vagina. There was no previous history of bleeding or of bladder 
symptoms. 

, The next day the child was sent to the hospital. She complained of soreness, 
and there was still a slight loss of blood. A dark red, velvety mass nearly an 
inch in diameter, bulged through between the labia and obscured all the struc- 
tures in that region. The author’s house-surgeon — an experienced man- 
reported that he imagined that the child must be suffering from some rapidly 
growing, fungating sarcoma. An X-ray examination did not show any foreign 
body in the bladder. 

Under anesthesia fuller examination was possible, and it became obvious that 
the condition was an extensive prolapse of the mucous membrane of the urethra. 
The passage into the bladder was situated at the posterior part of the mass. By 
firm, sustained pressure the mass was replaced. There was an obvious tendency 
to recurrence, and a catheter was therefore inserted into the bladder and secured 
in position vith the hope that the constant pressure would prevent a renewed 
protrusion of the mucosa. This treatment was only partly successful; by next 
day, in spite of immobilizing the child as much as possible, the catheter became 
dislodged and the prolapse returned as before. 

Two da3's later the child was again anesthetized. Four fine catgut stitches 
were inserted, flush with the fossa navicularis, passing from the outside to the 
urethra, and from urethra back to the starting point. The sutures were then 
tied and the redundant mucosa excised. A catheter was not inserted. The 
child made an uninterrupted recovery, and at no time had she any difiSculty mtb 
micturition She has been seen again recently and it was not possible to detect 
' abnormality. Micturition is normal. On questioning, the mother states 
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that the child has some “urgenc}’” but never wets herself, nor does she want to 
void urine unusually often. 

Prolapse of the mucous membrane of the urethra is a rare condition and the 
author is not aware of any previous record of its occurrence in a child. It is 
probably associated with an unusuallj’' wde urethra; this seemed to be so in the 
case described. 

The author speculates on how much mucosa can be drawn down and excised 
without interference with the bladder function. In this case the excision caused 
no appreciable ill-effect. 

(Prolapse of the urethra is relatively rare at any age, and certainly extremely rare in 
children. I agree with Moir that resection of even conaiderable segments of the prolapsed 
mucosa rarely causes incontinence. In one instance which I have observed in a woman of 
72, the prolapsed mucous membrane had become strangulated, being of blackish-blue, al- 
most gangrenous appearance. Although at least 2 cm, of the mucosa was removed by the 
circumcision type of operation which was done, there was no interference with later urinary 
control.— Ed. 1 
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VAGINAL HYSTERECTOMY IN THE MANAGEMENT OF DESCENSUS 

UTERI 

W. C. Danforth 

Am. J. Obst. &Gynec., 50: 376-384, October, 1946 

In the treatment of descensus uteri two procedures are at present employed 
almost to the exclusion of other methods. One is vaginal hysterectomy, with 
the use of the cardinal ligaments, the pubocervical fascia, the uterosacral liga- 
ments and the upper portions of the broad ligaments as a supporting structure 
to uphold the vaginal vault and the bladder. The other is the Manchester 
operation, with or without modification. This usually employs the bases of the 
broad ligaments and the pubocervical fascia as means of support, the cervix 
being nearly always shortened by amputation. Advancement of the bladder is 
essential in this operation. Use of the round ligaments to hold up the stump of 
the uterus after subtotal hysterectomy, has long since been found ineffectual, 
as has the attachment of the cervical stump or uterine fundus to the anterior 
abdominal wall. 

Vaginal surgery requires a definite knowledge of the anatomy of the region and 
familiarity with the technique of operations done in this field. Results from 
operations for descensus done from below are much better than foUo^ving 
abdominal procedures. Also the safety of this type of operation is greater. 

In about 600 vaginal hysterectomies the operation was done for descensus of 
varying degree in 160 cases. In many of these, with extensive descensus, an 
unhealthy cervix w'as foimd. Occasionally small fibroids were present. 

The author gives in detail a description of the technique employed in the cases 
he observed. When the uterus, or a large part of it, had escaped from the vagina, 
the Mayo operation was used. This procedure has been described by Ward and 
somewhat modified by him. In addition to this method the author has found 
it of value to use the pubocervical fascia, dissected free early in the operation 
and brought together over the united broad ligaments. An inverted T-shaped 
incision is made on the anterior wall extending nearly to the urethra. Flaps 
are freed on each side and the fascial layer dissected free ; the flap is important 
and should be as intact as possible, using a knife for the purpose. The anterior - 
peritoneal fold is opened. Incision is extended around behind the cervix and 
the posterior peritoneal pouch opened. Uterosacral ligaments caught ivith short 
clamps and divided. The uterus is turned Out anteriorly, the broad ligaments 
caught in three clamps on either side and the uterus removed. The uterosacral 
ligaments are then approximated. Where there is a marked enterocele it is 
well to resect a portion of the uterosacral pouch. Efficient closure of the posterior 
part of the weakened uterine supports is most important. Whether part of the 
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pouch is removed or not, the uterosacrals are united v-ith three or four transverse 
sutures. The broad ligaments are closed vith a running mattress suture passed 
back of the clamps, which are removed in succession from below upward as the 
suture proceeds. The suture is locked at the top, and then as a running suture 
is brought back to the place of beginning. The anterior edge of the sutured 
ligaments is fastened below the rami of the pubes, and as close to them as possible, 
by a stitch on either side. This closes the anterior gap and prevents the bladder 
from escaping forward. If a gap remains between the uterosacrals and the 
hammock of broad ligaments it is sutured. A firm floor has been formed on 
which the bladder rests. Over this is sutured the pubocer%’ical fascia and the 
mucosa closed, after remoidng the excess. No. 0 chromic gut being used. A 
perineal repair is then carried out. It is essential to distinguish between entero- 
cele and rectocele. 

A change is made in the procedure when the uterus cannot be brought entirely 
out of the vagina, as it is then not eas}-- to use the running mattress suture. 
The broad ligaments are caught in clamps, three on each side, ligated and divided, 
and the uterus brought out either anteriorly or posteriorly. The ligated ligaments 
are rmited in the median line and the pubocervical fascia brought together over 
them. Closure of the uterosacral ligaments is done as described. 

Experience has shown that closure of the posterior hernia which comes down 
through the interval between the uterosacral ligaments is extremely important, 
preventing recurrence of the enterocele. 

Removal of the uterus is particularly useful when the descensus is marked. 
Operations of the Manchester type are used by the author as a rule in cases 
where the descensus is not too marked, or when the patient has already undergone 
subtotal hysterectomy and the cervix has subsequently come down. It may also 
be used when a previous laparotomy renders hysterectomy difficult. 

In cases of marked descensus the uterus is often imhealthy. With the Man- 
chester type operation little is left of the uterus after amputating a sufficient 
length of cervix. 

A persistent rectouterine pouch of the fetal tjpe may predispose to descensus, 
and this congenital condition may be responsible, in many nonparous women, for 
descensus of the uterus. 

In cases in which incontinence was a symptom, the Kelly procedure was gen- 
erally used in an attempt at correction. It is easily combined with the anterior 
colpoplasty. 

In the series of over 600 vaginal hysterectomies done for all causes, only one 
death occurred, a mortality rate of 0.16 per cent. The operation in the more 
advanced cases of descensus is almost extraperitoneal, and is withstood very 
weU by women of even advanced years. In 12.5 per cent of the author’s cases, 
or 20 in number, the result was not altogether satisfactoiy. In 87.5 per cent 
the result was satisfactory. This means a good anatomic result — a flat and well 
supported anterior wall, a complete cure of enterocele, and a well-healed 
perineum. 

Following the operation a vicinal pack is inserted for twenty-four houre; it is 
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less for hemostasis than for support. The bladder is emptied by catheter while 
the patient is still on the table, and further catheterization carried out as 
necessary. 

Convalescence is usually uneventful. In the series 53.3 per cent had fever two 
or more days, the extensive dissection giving rise to some absorption. 

Six figures. Discussion. 

(Danforth, perhaps ne-xt to Heaney, has been the leading champion of vaginal hysterec- 
tomy in this country, and has don4 much to popularize the technique. Aside from vaginal 
hysterectomy in general as compared with the abdominal route, there can be no doubt as 
to the efficacy of the operation, as described by him, in the management of cases of the 
groups which he details in his paper. Gynecologists will differ as to the choice between 
vaginal hysterectomy and operations of the Manchester type in individual cases. Certainly 
vaginal hysterectoniy is preferable in the more extreme cases of prolapse, associated with 
extreme elongation and atony of the ligaments. That the author himself recognizes the 
wisdom of individualization is evident, since he explains that he prefers operations of the 
Manchester type in the more moderate degrees of descensus. 

The technique as described by Danforth is essentially that which is generally employed, 
although each operator is apt to add certain individual touches, often of no vital import- 
ance. Certain extremely important technical points, however, are forcefully emphasized. 
For example, the importance of closing the suburethral space is perhaps not as generally 
recognized as it should be. No matter how good an operation is done otherwise, prolapse 
of the urethra and bladder neck will often occur through this space if it is not closed off. 
Even more important is obliteration of the cul-de-sac, by firm approximation or purse- 
string plication of the uterosacral ligaments. In spite of the greatest care in this respect, 
pelvic enterocele may at times occur, and as a matter of fact, this is, in my experience, 
the chief late hazard of vaginal hysterectomy. 

In general the vaginal route of operation has probably not been as popular as it should be, 
although, on the other hand, I have often seen it employed, as for example in vaginal hys- 
terectomy for large myomatous uteri requiring morcellation, when abdominal hysterectomy 
would have been very much easier. In such cases the vaginal operation seemed a surgical 
stunt rather than a judiciously selected procedure. On the other band, one must suspect 
that the unreasoning opposition to the vaginal route manifested by some gynecologists 
and most general surgeons may be due to the fact that they have not thoroughly trained 
themselves in the anatomy of this region and the technique of operations in this field. 

Certainly no one will in this day disagree with Danforth’s statement that operations for 
descensus should be done from below and not from above. A prolapsed organ must be 
supported from below and not hung from above. The practical point of the whole discus- 
sion is that the well-trained gynecologist will have at his disposal the anatomic knowledge 
and the techniques required for both the abdominal and vaginal routes, and that he will 
select the route which in his judgment best fits the indications of the individual case.— Ed.) 


STUDIES CONCERNING MORBIDITY AND MORTALITY 
FOLLOWING HYSTERECTOMY 


Joseph H. Phillips 

Am. J. Obst. & Gynec., 60: 174r-179, 1945 

The series on which this study is based included 643 complete, 253 subtotal 
and 84 vaginal hysterectomies done over a two-year period in a gynecological 
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clinic. These figures include both private and ward, and white and Negro 
patients. Leiomj’'oma was the most frequent indication for operation, being 
encountered in 472 (48.1 per cent) of the cases. Postoperative complications 
were present in 9.9 per cent of the complete, 11 per cent of the subtotal, and 
53.1 per cent of the vaginal hysterectomies. The most common causes of mor- 
bidity were: femoral phlebitis (l.S per cent of complete and 1.1 per cent of supra- 
vaginal h 5 ^sterectomies) ; cj'stitis (1.4 per cent of complete, 1.5 of supravaginal, 
and 2.3 per cent of vaginal operations); abdominal wound sepsis (1.2 per cent of 
complete and 2.7 per cent of supravaginal operations); pehdc peritonitis (0.9 
per cent, 2.7, and 45.2 per cent, respectively, by type of hj'sterectomj') ; and 
postoperative vaginal hemorrhage (0.7 per cent of complete and 2.3 of vaginal 
operations). Morbidity manifested by elevated temperature and pulse rate of 
imknown cause occurred in 19.8 per cent of the complete and 20.9 per cent of the 
supravaginal hj'sterectomies. Deep femoral phlebitis occurred only in patients 
over 35 years of age. Operations on patients vdth benign chronic pathological 
conditions were followed bj” a low incidence of morbidity, but patients with mal- 
lignant growths of the uterus or the adnexa suffered from frequent complications. 
There were four deaths in the entire series, and two of these were in patients over 
65 years of age, ■with adenocarcinoma of the endometrium. No deaths occurred 
in the subtotal hysterectomy group. It is thought that the high morbidity and 
mortality rates in the vaginal h 3 'sterectomy group were due to the extensi've 
plastic procedures and opening of the peritoneum which routinely accompanied 
the operation. All of these patients had procidentia with cystocele, rectocele, 
and enterocele. The average age of these patients was higher (53.9 years) 
than that of the complete (43.6 years) and subtotal (40.7 years) hysterectomy 
patients. 

(The figures given by the author as to the proportionate distribution in this series of 
complete, subtotal and vaginal hysterectomies are of interest. They may be taken, first 
of all, as indicating that the preference of this clinic is for the total operation over the sub- 
total operation, and that the latter is probably performed unless there is some definite 
contraindication, technical or otherwise. This is in keeping with the attitude held by most 
gynecologists of today, and the long dra-wn out controversy over total vs. subtotal hyster- 
ectomy appears to be drawing to a close. 

Furthermore, the figures as well as the statements of the author, indicate that vaginal 
hysterectomy is done only in those cases in which the hysterectomy is to be combined with 
correction of procidentia and cystocele, rectocele and enterocele. This is likewise in 
keeping with the practice of most American clinics, although a lusty minority prefer the 
vaginal route for most cases of intrinsic benign uterine pathology, regardless of any 
associated indication for plastic procedures. 

It is difficult to explain the high morbidity after the vaginal operation, in spite of the 
factors suggested by the author, and it would seem out of line with the common experience 
^ong this line Especially surprising is the reported incidence of pelvic peritonitis in 45.2 
per cent of the vaginal group. The paper deals only with morbidity and mortality, not 
including later follow-up study of such late complications as for example, pelvic enterocele 
after vaginal hysterectomy. See also comment on preceding abstract of paper by Danf orth. 
—Ed.) 
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LACERATIONS OF THE PERINEUM AND THEIR REPAIR. A'STUDY 
BASED ON 2328 PERSONAL CASES 

Louis E. Phaneuf 

Surg., Gynec. & Obst., 81: 320-326, 1945 

As the author has previously published his technique of the operation for 
complete tears of the perineum, this paper is limited to a description of his 
technique of pmrfonning late or secondary perineorrhaphy for incomplete tears. 
The success of this operation depends on careful preparation of the operative 
field and maintenance of a rigid asepsis ; sharp rather than blunt dissection when- 
ever feasible, to avoid bruising the tissues; the approximation of the tissues in 
Jayers (preferably four) rather than mass approximation, since this maintains 
suppleness and elasticity, as well as support, and avoids painful rigidity; employ- 
ment of fine suture material and accurate approximation of the tissues without 
tension;' and carefully planned and executed postoperative care. The details 
of the procedure are as follows: 

Two nights before entering the hospital, the patient takes a saline cathartic, 
and, after the bowels have been thoroughly evacuated, remains on a light diet 
until admission. The afternoon before operation the external genitals are shaved 
and gently scrubbed with gauze and tincture of green soap, particular attention 
being paid to the anus, to the folds about the vulva, and to the mons veneris. 
The parts are then rinsed with noniriitating potassium mercuric iodide solution, 
1:1000. A vaginal douche is given, consisting of two drachms of compound 
zinc sulfate powder in two quarts of warm water. A soapsuds enema is admin- 
istered the afternoon or evening before operation. After induction of anes- 
thesia the parts are prepared in the operating room by cleaning the external 
genitals with ether and painting them with tincture of zephiran and by painting 
the vagina with tincture of zephiran. In the presence of considerable vaginal 
discharge, the vulva and vagina are gently scrubbed with tincture of green soap 
and warm water, rinsed with 1:1000 potassium mercuric iodide solution, and 
painted with tincture of zephiran. Sterile drapings are applied, and the anus 
is covered with a sterile gauze sponge which is held in place by means of two 
tow'el clips. 

To spread the labia apart Friedman or Gelpi retractors or fine silk sutures 
held in hemostats on each side of the vulva and at the posterior commissure may 
be used. The pelvic floor is opened at the mucocutaneous border by means of 
Emmet scissors, Mayo scissors, or a scalpel. The posterior margin of the in- 
cision is held in the median line with an Allis forceps, and posterior vaginal 
wall is separated from the rectum and the perineal muscles by shaip and blunt 
dissection, using the gauze covered fingers. The separation of the posterior 
vaginal wall from the rectum and the perineal muscles is facilitated by using 
a -forceps which holds the vaginal wall firmly and does not slip. The peri- 
neum is then reconstructed by approximating four layers of tissue. The crura 
f the pubococcygei muscles are approximated in the median line by three in- 
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terrupted sutures of No. 0 chromic catgut, to narrow the space between the 
anteromedial margins of the levator ani muscles and to overcome the.rectocele. 
The second layer comprises the urogenital diaphragm, made up of the deep 
transversus perinei muscle and its covering fasciae. Three sutures of the same 
material are placed in these structures and left tmtied. A triangle of the pos- 
terior vaginal wall with the apex at the crest of the rectocele is resected. IVhen 
there is considerable redundancy, this is facilitated by the use of Ochsner clamps 
on each side, but they may be omitted if the opposite condition exists. The 
vaginal part of the incision is closed vith interrupted sutures of No. 0 chromic 
catgut and the three sutures in the urogenital diaphragm are tied and cut. The 
skin edge is freed from the imderlying scar tissue so that it can be approximated 
later without tension. The third layer, consisting of CoUes’ fascia, is united with 
a continuous suture of No. 00 chromic catgut. The skin forms the fourth layer 
and is approximated with a running suture of No. 00 chromic catgut, the ends 
of which are arrested vdth lead shots. At the lower angle of the skin incision, 
there is always redundant tissue, which, if not removed, appears as a protuber- 
ance. It is important to resect this tissue in order to leave a flat surface when the 
suture is completed. At the completion of the operation the only part that sho%VB 
is the 2.5 to 5.0 centimeters of skin which covers the operative field. By using 
lead shots instead of tying the sutures and resecting the skin at the lower angle 
of the incision a flat, even surface mth a satisfactory plastic result is obtained. 
The vagina is loosely packed with iodoform gauze, the end of which is held 
by a silk sutirre attached to the inner aspect of the thigh by a small piece of 
adhesive plaster to facilitate the finding of the gauw for removal 24 hours later. 

Morphine and codeine are prescribed to allay pain. The suture line is painted 
with 4 per cent mercurochrome or aqueous solution of zephiran after each mic- 
turition and defecation. Forty-eight hours after operation a douche of one 
drachm of compoimd zinc sulfate powder in one quart of warm sterile water is 
given and repeated daily until the patient leaves the hospital. If catheteriza- 
tion is necessaiy in the first few days after operation ^eat care should be used 
in separating the labia to expose the urinary meatus, since the upper part of the 
incision is held by fine catgut sutures and may separate if force is used. The 
bowels are moved on the third postoperative day. A fairly generous diet is 
&ven on the fifth postoperative day. The patient is allowed out of bed on the 
morning of the twelfth day, and is discharged from the hospital on the fourteenth 
day. 

A brief review is given of 1,556 gynecologic or secondary operations on the 
perineum and 772 obstetric or primary operations performed by the author. 
The first group were classified as follows: perineorrhaphy for incomplete lacera- 
tion, 1,448 cases; perineorrhaphy for complete laceration, 101 cases; plastic 
operation to enlarge the vaginal introitus, 6 cases; excision of the sinus of the 
perineum, 1 case. In the total group there were 12 deaths. The details of 
these deaths are given in case summaries. In all of them perineorrhaphy was 
done as a complement of an extensive gynecologic operation and the deaths were 
due to the disease for which the main operations were performed rather than to 
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the perineorrhaphy. The obstetric repairs were classified as: episiotomy, 396 
cases; repair of lacerations varying from a small tear in the mucosa to a second 
degree tear, 367 cases ; repair of third degree tear, 9 cases. ' The two deaths in 
this group were attributed to causes other than the operation. 

(The details of the procedure carried out by Phaneuf emphasize the meticulous and pains- 
taking care which he puts into his plastic surgery, and which explain the excellent results 
which he obtains. The slap-dash type of operator cannot expect to match these results. 
Gynecologists will always differ as^to the details of operation, hnd each is likely to have his 
individual tricks and touches. There is more opportunity for individualization in vaginal 
than in abdominal surgery, where there is a greater approach to standardization of tech- 
niques. Generally speaking, I have always felt that one can arrive at a better evaluation 
of a ^necologist’s caliber by watching him perform a not too, siniple vaginal plastic 
oneration than by seeing him do, for example, a simple hysterectomy. — ^Ed.) 


HEMINECROSIS OF CERVICAL STUMP FOLLOWING SUPRAVAGINAL 

HYSTERECTOMY 

Robert T. Frank 

Am. J. Obsfc. <fe Gynec., 60: 226-227 ,1945 

This is a case report. The patient, a 39-year-old nullipara, had been aware of 
the presence of uterine fibroids for seven years. The uterus was enlarged and 
distorted, by multiple myomas which were mainly retrocervical. A supra- 
vaginal hysterectomy for fibroids, right salpingo-oophorectomy for closed 
hemato-salpinx and appendectomy were performed. Both ligatures to the uterine 
arteries were applied at the same level. Postoperative convalescence was smooth 
and afebrile until the tenth day, when slight bleeding from the vagina was noted. 
On the eleventh day, the bleeding became profuse, the temperature rose to 103.6 
F, and white blood counts of 19,000 and polynuclear counts of 60 per cent de- 
veloped. Sulfadiazine by mouth was prescribed. Speculum examination re- 
vealed a sharply demarcated necrosis of the right side of the cervix extending 
into the right fornix. Three days later the entire necrotic area was removed 
as a slough. A raw depression in the lateral fornix close to the course of the 
right ureter and uterine artery was exposed, and packing of iodoform gauze was 
inserted against it. No secondary hemorrhage developed and the patient was 
discharged fully healed on the twenty-sixth day. Complete cicatrization was 
observed six months later. It is assumed that the vaginal vessels on the right 
side were anomalous and did not possess the customaiy free anastomosis with 
the ascending vaginal vessels, and that consequently the affected area became 
ischemic and. sloughed off. If the process had been due to thrombosis and in- 
fection further extension into the fornix with secondary hemorrhage from the 
uterine artery might have occurred. 

fThia is certainly an unusual and perhaps unique complication of supravaginal hyster- 
t nd it is difficult to explain the mechanism involved, in view of the free anastomosis 



OPERATIVE GTNECOLOGT 


147 


between the uterine and cervical arteries with the vaginal vessels of the two sides. The 
explanation suggested by the author of a circulatory anomaly of some sort appears to be as 
plausible as any. — Ed.) 


A METHOD FOR THE SURGICAL OBSTRUCTION OF THE FALLOPIAN 
TUBE. ANIMAL EXPERIMENTATION 

Earl George Krieg 

Surg., Gynec., and Obst., 81: 331-334, 1945 

In the literature on the subject of surgical obstruction of the Fallopian tube a 
variable number of failures due to re-establishment of a communication between 
the abdominal and uterine catdties have been reported. The present investiga- 
tion was undertaken primarily to test a modification of the Madlener technique 
designed to eliminate the failure of closing the passage completely. During 
this study several probable causes of failure in the original technique were 
found and are reported in this paper. 

The experiments were carried out on the cornua of medium sized bitches.- In 
some experiments the cornua were crushed by forceps in 2 areas and then tied; 
in others the segments were tied tightb" without preliminary crushing. In two 
experiments an additional crushing, ■with a suture placed distal to the standard 
procedure, was done for comparison. The lumina of the segments thus pro- 
duced were injected with sclerosing solutions. Longitudinal sections were 
studied. 

It was found that adequate trauma must involve the mucous membrane layer 
in order to produce stenosis of the cornua in the dog. The degree of physical 
trauma was difiicult to gauge when induced by crushing wthout the edition of 
chemical trauma. Camoy’s solution and 75 per cent phenol solution produced 
the most extensive changes; quinine hydrochloride and urethane and sodium 
morrhuate solutions produced only mild reaction and were considered inadequate. 

Simple tying ^vithout preliminary'^ crushing did not traumatize the mucosa 
sufiBciently and in such experiments a patent lumen was re-established. Other 
causes of failure suggested by the study include: (a) Absorbable suture ‘does not 
remain in place a sufficient length of time; (b) Rapid crushing may cause shearing 
of the wall vrith resultant fistula formation; (c) Heavy cornual musculature 
which is present during pregnancy or estrus may lead to incomplete crushing. 
Cystic areas of hydrosalpinx in the segments between the sutures or above them 
were produced in several dogs which passed through a period of estrus during the 
conduct of this study. 



STERILITY 

A SIMPLE TECHNIQUE TO TEST TUBAL PATENCY 

Albert Decker 

Am. J. Obst. & Gynec., 60: 227-229, 1945 

A description is given of a method of production of pneumoperitoneum by the 
transuterine route, which is much simpler than Rubin’s technique and can be 
carried out in the physicians’s office with instruments at hand. The patient is 
placed in the knee-chest posture and the perineum is elevated with a Sims 
speculum. The cervix is exposed, painted with merthiolate, grasped with a 
tenaculum, and an intrauterine cannula or metal catheter is introduced into 
the uterus. The negative intra-abdominal pressure causes immediate pneu- 
moperitoneum if the tubes are patent. The amount of air entering the ab- 
domen can be demonstrated by x-ray or fluoroscope, and amounts usually to 
about 150 to 300 cc. The negative pressure created in the abdomen by the 
knee-chest posture,' attains 8 to 12 cc. of water, as measured by the Zavod 
Aneroid Pneumo apparatus. The characteristic shoulder pain and symptoms of 
pneumoperitoneum occur on resumption of the sitting or standing posture. 
Pneumoperitoneum can also be produced after slight dilatation of the cervix 
with a cervical dilator and without introduction of a cannula. Advantages of 
the technique are as follows: the air enters the abdomen only if the tubes are 
patent, not spastic; the pressure within the uterine cavity is never elevated; 
the danger of air embolism is reduced; accidents resulting from high intrauterme 
and intratubal pressure are avoided; and a positive result will make other pro- 
cedures unnecessary. It does not offer the diagnostic details that can be ob- 
tained by more elaborate apparatus nor is it a therapeutic measure to overcome 
obstruction of the oviduct. A case history is presented to illustrate the results 
obtained by this technique. 

(While the method described is simple enough, it is scarcely more so than the universally 
employed tubal insufflation technique of Rubin. It has the disadvantage of admitting air 
to the abdominal cavity rather than the much more quickly absorbed carbon dioxide used 
in the Rubin test, which is quite reliable without x-ray check. Much more important, the 
author’s plan lacks the quantitative information yielded by the Rubin method as to degrees 
of pressure and tubal peristaltic tubal activity. It can therefore hardly be expected to 
compete with the latter in usefulness or applicability.— Ed.) 
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RESULT OF INTRA-UTERINE LIPIODOL INJECTION: CASE REPORT 

J. D. Flew 

Proc. Roy. Soc. Med. (Sect. Obst. & Gjtj.), 37: 425, June, 1944 

In the belief that more might be learned if our failures, rather than our suc- 
cesses, were more frequently discussed, the author makes the following report 
of the result of an intra-uterine lipiodol injection performed in the routine in- 
vestigation of a case of sterility. 

The radiograph showed a “fluffy” appearance around the body of the uterus; 
and loops of lipiodol were obvious in the broad ligaments extending upwards 
in the repon of the ovarian vessels. 

When the author observed this in the wet film, he kept the patient in bed; 
but twenty-four hours later she developed acute pain in the chest followed by a 
small hemoptysis. During this time she also had severe constant headache, and, 
three days after the injection, was found to have a left hemiplegia. 

Unfortunately no portable X-ray^ was available, but there seems but little 
doubt that she had a lipiodol infarction of the lung, and cerebral embolus. 
Fortunately both these complications cleared up without further extension. She 
did, however, develop a severe pelvic cellulitis, which kept her in bed for six 
weeks. 

The mistake in this case, performed eight years ago, lay in the fact that the 
lipiodol injection was carried out some three to four days before the patient’s 
period was expected instead of in the postmenstrual phase, and, as a result, the 
congested endometrium was eroded by the canula and the lipiodol injected into 
the blood-stream. 

OVhile both of the commonly employed tubal patency tests, insufflation and hystero- 
salpingography, are ordinarily safe procedures, accidents are possible with either. A small 
group of cases of gas embolism following tubal insufflation have been reported, though 
almost always when air has been employed instead of the far better and safer carbon dioxide. 
In the same way intrauterine oil injections are not free of all danger, especially when there 
are flaws in technique, as the above case will illustrate, — Ed.) 


SOME RECENT STUDIES AND INVESTIGATIONS IN STERILITY 

Albert Shahman 

Rroc. Roy. Soc. Med. (Sect. Obst. & Gyn.), 37: 67-72, (December, 1943) 

This commtmication deals vith certain aspects of sterility as follows: (1) 
the estimation of tubal patency; (2) anovular menstruation as assessed by endo- 
metrial biopsy; (3) endometrial tuberculosis; and (4) the causation of tubal occlu- 
sion. 
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Tubal patency. The total number of patients in the series whose tubes were 
insufflated, amounted to 480, of whom 232 had two or more insufflations. In 
most instances the test was repeated as a confirmatoiy procedure. In twenty- 
two patients six or more insufflations were'done to study the behavior of the tubes 
over a considerable preriod of time. These repeated insufflations have shown that 
a single finding of non-patency is not reliable. In twenty-five of the author's 
patients the initial msufflation indicated that the tubes were closed but subse- 
quent insufflations showed tha^; they ivere actually open. None of these patients, 
however, showed non-patency on insufflation on more than one occasion. ' More- 
over, in a series of 60 cases studied first by insufflation and later by lipiodol 
injections, the latter procedure showed that insufflation had erroneously in- 
dicated blockage in 6 cases. Among 115 patients who became pregnant later, 
29 had been diagnosed as having non-patent tubes as a result of a single insuffla- 
tion. It has been suggested that a finding of patency subsequent to one of 
non-patency may be explained by the therapeutic effect of the first test. This 
view finds no substantiation in the author’s results since if non-patency were 
found on two or two or more occasions, no success in restoring patency was 
achieved by repeated insufflation. 

The practical conclusions which the author draws from his insufflation series 
are: (1) In cases of tubal patency, an isolated or occasional finding of apparent 
patency may occur and this, equally in anesthetized and non-anesthetized sub- 
jects, and (2) The result of a smgle insufflation with or without anesthesia 
showing apparent non-patency cannot be depended upon. 

In an effort to find the cause of this “pseudo-blockage” the author studied 
(1) the effect of anesthesia; (2) the time-relationship of insufflation to the phase 
of the cycle, particularly the premenstruum ; and (3) the rate of flow of the gas. 
The results were negative in that none of these factois proved to be a cause of 
the “pseudo-blockage.” 

In the author’s series hysterosalpingography was chiefly done for comparison 
with insufflation. There is little to be added to the findings of previous workeK 
in this field. His own observations have led to this conclusion : If each test is 
performed once only, the percentage of error is about equal, namely 10%. 1“ 
all but 6 of 60 cases where lipiodol showed patency, tubal insufflation also did, 
and in all but 4 of 40 cases where lipiodol showed non-patency, tubal insufflation 
also showed non-patency. But the error in tubal insufflation is reliance on a 
single test, which error can be avoided by repeating the test, wfflereas the error 
in hysterosalpingography is in the reading of the plates and is not always re- 
mediable. 

Anovular menslruation. Endometrium was removed in 358 cases in the pre- 
menstrual phase of the cycle, in over 80% of instances by means of a biopsy 
curette in the non-anesthetized patient. Of these, 335 showed the normal, 
characteristic, secretory features of this phase; 23, i.e. 6.4%, showed anovula- 
tory cycles, 11 of these on one or more occasion but not on all, and 12 on all 
occasions on which biopsy W'as performed. The author emphasizes that an 
erroneous diagnosis of anovular cycles may be made if reliance is wholly placed 
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on the date of the preceding menstruation and biopsy is performed only in the 
presumptive premenstrual phase. The date of menstruation after biopsy must 
be ascertained. 

Endomclrial luberciihsis. The examination of endometrium in 392 of the 
original series of 500 cases showed unsuspected tuberculosis in 20, i.e. 5.1%. 
Since the completion of that series a further 448 consecutive and unselected cases 
of primary sterility have had endometrium examined and of these 22 have shown 
tuberculosis, i.e. 4.9%. This gives a total incidence of 5% in 840 cases. The 
author cites e^^dence moreover to show that this 6gure of 5% in his series is an 
absolutely minimal one. Endometrial tuberculosis was found to be still in 
evidence after lengthy periods of time in 6 patients, that is after several 3'ears. 
Follow-up, moreover, showed that not one sterility patient vnth endometrial 
tuberculosis became pregnant. Reinfection of the endometrium recurred rapidly 
after curettage. In 35 cases of endometrial tuberculosis in which insufflation 
was carried out 29 showed tubal blockage, an incidence of 83%. This extremely 
high incidence of occlusion suggested the possibility of an unsuspected sub- 
clinical tuberculous salpingitis as the source of infection of the endometrium. 

Causation of tubal occlusion. The author limits his discussion to the etiology 
of blockage in tubes which appear normal on bimanual examination. He cites 
evidence to show that the gonococcus is seldom responsible for the occlusion of 
tubes which are not palpably thickened. Nor in his opinion is congenital hypo- 
plasia a cause of tubal occlusion since he was able to demonstrate that the fallo- 
pian tube in the prepubertal state, indeed, in infants and fetuses, is patent both 
histologically and as shown by insufflation. The author then returns to his 
previously mentioned findings in respect to endometrial and tubal tuberculosis 
and reaches the conclusion that a considerable number of cases of tubal block- 
age are the result of a subclinical tuberculous salpingitis. 

(This excellent paper should be read by everyone interested in the study of sterility. 
With reference to tubal patency tests, the author very properly emphasizes that no woman 
should be convicted of tubal non-patency on the basis of a single insufflation test, the 
possibility of error on the first test being about 10 per cent. The same proportion of falli- 
bility. pertains to hysterosalpingography, which the authors says he emploj'ed chietly for 
comparison with insufflation. Reading between the lines, one gets the impression that he 
prefers insufflation for the routine study of tubal patency, and this -n-ill probably be the 
feeling of most gynecologists. 

On the other hand, in some of our own clinics, there is much enthusiasm for hysterosal- 
pingography, which is made a part of the routine in the study of sterility cases. Certainly 
there can be no doubt as to the greater simplicity and inexpensivenss of the Rubin tech- 
nique, and I know of no convincing evidence indicating any advantage of hysterosalpin- 
gography in so far as accuracy and possible therapeutic value are concerned. .Its one clear 
advantage is in locating the site of tubal obstruction. This is of little practical advantage 
to the patient unless plastic operation is contemplated. Even then it is not indispensable, 
as the reverse insufflation so readily done at operation is of even more precise value in 
locating the seat of tubal block. For that matter, every gynecologist who has done any 
number of such operations has had the experience, often rather mystifying, of finding the 
tubes patent on reverse insufflation when perhaps repeated pre-operative tests had indi- 
cated their non-patency. There are many other angles of this question, but it is probably 
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Tuhal patency. The total number of patients in the series whose tubes were 
msufflated, amounted to 480, of whom 232 had two or more insufflations. In 
most instances the test was repeated as a confirmatory procedure. In twenty- 
two patients six or more insufflations were'done to study the behavior of the tubes 
over a considerable period of time. These repeated insufflations have shown that 
a single finding of non -patency is not reliable. In twenty-five of the author’s 
patients the initial insuflflation indicated that the tubes were closed but subse- 
quent insufflations showed that they were actually open. None of these patients, 
however, showed non-patency on insufflation on more than one occasion. ' More- 
over, in a series of 60 cases studied first by insufflation and later by lipiodol 
injections, the latter procedure showed that insufflation had erroJeously in- 
dicated blockage in 6 cases. Among 115 patients who became pregnant later, 
29 had been diagnosed as having non-patent tubes as a result of a single insuffla- 
tion. It has been suggested that a finding of patency subsequent to one of 
non-patency may be explained by the therapeutic effect of the first test. This 
view finds no substantiation in the author’s results since if non-patency were 
found on two or two or more occasions, no success in restoring patency was 
achieved by repeated insufflation. 

The practical conclusions which the author draws from his insufflation series 
are: (1) In cases of tubal patency, an isolated or occasional finding of apparent 
patency may occur and this, equally in anesthetized and non-anesthetized sub- 
jects, and (2) The result of a single insufflation with or ivithout anesthesia 
showing apparent non-patency cannot be depended upon. 

In an effort to find the cause of this “pseudo-blockage” the author studied 
(1) the effect of anesthesia; (2) the time-relationship of insufflation to the phase 
of the cymle, particularly the premenstruum; and (3) the rate of flow of the gas. 
The results were negative in that none of these factors proved to be a cause of 
the “pseudo-blockage.” 

In the author’s series hysterosalpingography was chiefly done for comparison 
with insufflation. There is little to be added to the findings of previous workere 
in this field. His own observations have led to this conclusion: If each test is 
performed once only, the percentage of error is about equal, namely 10%. 1“ 
all but 6 of 60 cases where lipiodol showed patency, tubal insufflation also did; 
and in all but 4 of 40 cases where lipiodol showed non-patency, tubal insufflation 
also showed non-patency. But the error in tubal insufflation is reliance on a 
single test, which error can be avoided by repeating the test, whereas the error 
in hysterosalpingography is in the reading of the plates and is not always re- 
mediable. 

Anovular menslruation. Endometrium was removed in 358 cases in the pre- 
menstrual phase of the cycle, in over 80% of instances by means of a biopsy 
curette in the non-anesthetized patient. Of these, 335 showed the normal, 
characteristic, secretory features of this phase; 23, i.e. 6.4%, showed anovula- 
tory cycles, 11 of these on one or more occasion but not on all, and 12 on all 
occasions on which biopsy was performed. The author emphasizes that an 
erroneous diagnosis of anovular cycles may be made if reliance is wholly placed 
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"Where the ovarian changes occurred early in life, uterine hypoplasia was usually 
found. With secondary amenorrhea, however, the uterus was of normal size, 
except when the amenorrhea had persisted two to eight years. In these cases the 
uterus had diminished in size and even atrophied. 

Hirsutism was present in fully 50 per cent of patients, being particularly noted 
in adolescent patients. Secondary'' sex characteristics are of two tj^pes, the true 
feminine, and those with masculinizing effects, the former exhibiting no abnormal 
hair distribution. 

Breast development varied, with no apparent relationship between this and 
hirsutism. In a case of primary amenorrhea there was practically no breast 
development, — merely a papule-like elevation. After surgical treatment of the 
ovaries rapid development took place in a few months, and after the birth of a 
child the patient was able to nurse the infant. 

Obesity was present in about 10 per cent of the patients in the series, but as 
the basal metabolic rate was, vdthin normal range, it seems no more common 
than in other gynecologic conditions. 

Polycystic ovaries are often not recognized on routine pehnc examination, 
being difficult to palpate; also because more than one-third of the patients are 
single and recto-abdominal palpation is not conclusive. Because of the various 
difficulties encoxmtered in diagnosis by palpation, gynecography was utilized. 
In every instance where this method was employed and polycystic ovaries found 
on films, the diagnosis was corroborated at operation. 

In the present study, surgical treatment in the form of bilateral ovarian wedge 
lesection and suture of the ovaries was carried out in 53 patients. This proved 
to be a satisfactory and most successful method of therapy. Seventeen married 
patients and three of the single patients who subsequently married, became preg- 
nant after operation, resulting in 26 pregnancies and 28 babies. Periodic check- 
up postoperativelj’^ revealed that there were no recurrences of polycystic ovaries, 
although three single women who had febrile and painful postoperative courses, 
developed a rmilateral ovarian cyst with adhesions. On the basis of his study, 
the author recommends that bilateral polycystic ovaries, associated with amenor- 
rhea, sterility and/or hirsutism, be treated by bilateral ovarian wedge resection. 

(Stein has published a number of papers on this subject over the years, although the 
operation which he advocates does not appear to have received any wide acceptance, to 
judge from the paucity of reports from others. From the description he gives of his “syn- 
drome,” it woiild appear to be a variant of the so-called hypopituitary cases. In many cases 
of pituitary dysfunction, hirsutism is noted, in others not. When present it is believed by 
many to be due to adrenal participation in the disorder, and it is not easy to delimit the 
pituitary and adrenal r61es. The best illustration of this is seen in the fact that an identical 
Cushing syndrome can be produced by either an adrenal adenoma or by a basophilic 
adenoma of the anterior lobe. 

While claiming good results from resection of the ovaries in cases of the type he describes, 
Stein has always honestly admitted his inability to explain them. A possible factor might 
be that, according to the Lipschiitz “law of follicular constancy,” the reduction of ovarian 
substance makes for a greater concentration of gonadotrophic effect upon the residual 
ovarian tissue. The same mechanism perhaps explains the frequent enlargement and 
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quite evident that, with full appreciation of the fact that there is a place for both methods, 
my personal preference is for tubal insufflation for routine use. 

The author finds 6.4 per cent of anovulatory cycles in his series of cases, which is witbiu 
the extremes of the widely differing figures reported by various observers. There is little 
doubt that the age groups in different aeries have some bearing on such observations. In 
women over 35 it is quite certain that the proportion of anovulatory cycles would be higher 
than in younger patients. Sharman very wisely emphasizes the possibility of erroneous 
diagnosis of anovulatory cycles unless the date of the succeeding menstrual period is 
checked. To obviate this possibility, and also to minimize the possibility of disturbing a 
possible unsuspected early pregnaffcy, it is better, when feasible, to defer the biopsy until 
the menstrual period has actually begun. The necessary histological information can be 
obtained within many hours of the onset, though the earlier in the bleeding phase the better 

Perhaps the most interesting and most startling section of Sharman’s paper is that 
based on his finding of unsuspected tuberculosis in the endometrium of 42 of 840 cases, an 
incidence of 5 per cent. While most gynecologists can testify from personal experience that 
occasional instances of endometrial tuberculosis are revealed by biopsy for sterility investi- 
gation, there are probably few who would put the proportion as high as Sharman has 
reported. Since the presence of endometrial tuberculosis practically presupposes tubal 
tuberculosis, it is not surprising that Sharman’s follow-up showed that not a single patient 
with endometrial tuberculosis became pregnant, and that 83 per cent of these patients 
showed non-patency of the tubes on insufflation. The practical point to be derived from 
Sharman’s results is that perhaps we should aim to get more tissue with our biopsies than 
is feasible with some of the instruments and techniques so commonly employed in this 
country. It is just as easy, with proper methods, to get abundant tissue, or for that matter, 
to do a fairly complete curettage. Nor would there seem to be any disdavantage to this, 
since neither anesthesia nor hospitalization is ordinarily required. — Ed.) 


BILATERAL POLYCYSTIC OVARIES. SIGNIFICANCE IN STERILITY 

Irving F. Stein 

Am. J. Obst. & Gynec,. 60: 385-98, October, 1945 

Bilateral polycystic ovaries are associated with a definite syndrome, the 
characteristics of which are menstrual irregularity, featuring amenorrhea, ste- 
rility, hirsutism, sometimes retarded breast development and obesity. Ik 
addition there is in some cases extreme masculinization and facial acne. Oc- 
casionally there is pelvic pain. In diagnosing this condition pneumoroent- 
genography is of great value. Surgical treatment is necessary. 

The author states that fifteen years ago the first wedge resection was done for 
bilateral polycystic ovaries, for relief of amenorrhea and sterility. This is the 
third five year report on the subject. He emphasizes the importance of the syn- 
drome in the study of sterility. This disease of the ovaries is not congenital, 
inflammatory or degenerative, but the result of an endocrine disturbance. 
Amenorrhea of varying degree is a conspicuous feature of the course of these 
patients, some never menstruating; but the largest group having irrei^lar 
riods lu rare instances normal sex cycles began at puberty and continued for 
some years ; even a pregnancy occurred before the cyclic disturbances appeared. 
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ANAEROBIC METABOLISM OF SPERMATOZOA 
T. Ma.nn 

Nature, 166: 80-81, 1945 

It is knoTvn that the presence of oxj’-gen is not essential for the sundval of 
spermatozoa and that tLey retain their motility imder anaerobic conditions 
pro\dded that glucose is present. It has also been demonstrated that the 
metabolism of spermatozoa is predominateR’’ glimolidic in character. Hereto- 
fore, however, studies have been largely confined to the investigations of normal 
conditions, various substrates and inhibitors of sperm glycol 3 "sis, leaving open 
the question concerning the glj’’col}’tic pathway's and the enzjmies involved in 
the anaerobic processes. The presence in sperm of adenosinetic phosphate, one 
of the essential factors of glj’’colj'sis, has been assumed on the grounds that the 
sperm contains a phosphate fraction which breaks down to orthophasphate 
after short hj’dropysis in acid. 

Metabolic studies on ram semen were carried out b 3 ' the author with several 
notable findings. Spermatozoa do contain adenosinetic phosphate which was 
isolated quantitatively in the form of the barium salt. IMien spermatozoa are 
incubated anaerobicall 3 ’^ without glucose, their content of adenosinetic phosphate 
decreases rapidly, w'hile in the presence of glucose it can be presen'ed much longer. 
This behavior is in agreement with the observation that in spermatozoa stored 
anaerobically motility is maintained more satisfactorily in the presence than in 
the absence of a glycotysable substrate. The metabolism of glucose in the sperm 
is initiated by the shift of the labile phosphate groups from adenosinetic phos- 
phate to glucose. The enz 3 me which catalyses this reaction resembles the 
hexoldnase of yeast. 

In sum, two major points emerge from the author’s investigation. First, 
the fact is established that a close relationship exists between the activit 3 ^ of the 
spermatozoa on one hand, and the gL^colysis mediated by adenosinetic phosphate 
on the other. Secondly, it is shown that the glycol 3 riic pathways and enzymes 
involved in the anaerobic metabolism of spermatozoa bear resemblance to those 
of other animal tissues and yeast. 


PRESERVATION OF HUMAN SPERMATOZOA AT LOW 
TEMPERATURES 

A. S. PARinss 

Brit. Med. J., 2: 212-213, 1945 

The experiments described in this paper were undertaken in an effort to ex- 
plain some of the discrepancies in results found in the literature on the low- 
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“cystic" changes occurring when only a portion of one ovary has been cohserved at 
operation. — ^Ed.) 


MEETING ON SEMINOLOGY 

Arranged by Family Planning Association, Cambridge 
Brit. Med. J., 2: 230, 1945 

Brief reports are given of two papers presented at the meeting. 

Dr. Margaret Hadley Jackson discussed the post-coital test for semen analysis, 
including examination of the vaginal pool and cervical mucus, as done at the 
Exeter Family Planning Association Clinic. Between 600 and 700 tests had 
been done on most days in the cycle, and at times after coitus varying from half 
an hour to 12 days in both fertile and infertile wives. It was usually possible 
to find sperm, if the test was repeated often enough within 12 to 15 hours after 
coitus, even when the husband had a sperm density as low as two or three million 
per ccm. Even in infertile couples, cases in which early post-coital test re- 
mained pereistently and completely negative were rare. Evidence was produced 
which suggested that tests done 40 hours or more after coitus might provide a 
more valuable measure of adequate fertility. 

Data presented by Mrs. Clare Harvey suggested that most abnormal types 
of human spermatozoa might be produced by degenerative changes in sperms 
which had been morphologically normal when first detached from the germinal 
epithelium, and that morphologically abnormal spermatozoa were aged sperma- 
tozoa. Most specimens produced a week or more after the previous ejaculation 
showed a higher abnormal count than those produced at shorter intervals. It 
was suggested that the average age of spermatozoa at ejaculation might be 
increased by delay in the journey from the testis through the epididymis and 
vas. There appears to be a close relationship between the motility of the sperma- 
tozoa and their age. Data from 130 semen analyses showed that in at least 
75 per cent a high motility and good morphology, or a low motility and poor 
morphology, were combined. 

(Dr. Jackson’s suggestion that tests be done 40 or more hours after coitus would seem to 
put the spermatozoa to a pretty rigid test, though it is well known that the organisms can 
often be found many hours after coitus, much later than the Hiihner test is ordinarily 
performed. An important influencing factor in this regard is the phase of the cycle m 
which such tests are performed. For example, positive results are most likely to be 
at the ovulation phase, when the cervical secretion is apparently freer but more readily 
penetrable to the sperm. 

Mrs. Harvey’s suggestion that morphologically abnormal spermatozoa are aged organ- 
isms is of interest, but will need confirmation. The usual concept is that the abnormm 
tvnes are as a rule to be interpreted as immature forms, and this view is supported by the 
morphological resemblance of such abnormal organisms to immature cells found in the tcs is 

itself. — ^Ed.) 
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RESULTS OF GONOCOCCUS CULTIVATION FROM A 
GYNECOLOGICAL PATIENT MATERIAL 

Jens L. Hansen 

Acta Obst. & Gynec., 25: 18-31, 1945 

By means of cultures from urethral and cervical secretions the presence of 
gonococci was demonstrated in 21 out of 500 female patients in a surgico- 
gjmecological department of a large hospital in Copenhagen. Direct mi- 
croscopy, had revealed the presence of gonococci in only 6 of these patients. 
Most of the positive cultures were obtained from patients with salpingitis (16 
out of 204). In four patients sufltering from extragenital affections and pre- 
senting no evidence of a genital lesion, the presence of gonococci was disclosed 
by cultivation. 

It is thought that the routine gonococcus cultivation in the surgical depart- 
ments of the hospitals of Copenhagen annually discloses about 100 otherwise 
unrecognized sources of gonorrheal infection. 

As an additional advantage offered by this method, mention is made of the 
possibility of the determination of chemoresistance of the gonococci and this 
may be of some therapeutic value. 

Under certain conditions (easy transport, suitable temperature) the cultivation 
method maj' be of value in the negative diagnosis of gonorrhea when the outcome 
of the direct microscopy is doubtful. 

The author arrives at the conclusion that in every gynecological examination 
of patients presenting even the slightest possibility of gonorrheal infection, 
cultivation for gonococci ought to be performed together with direct microscopy. 

(More and more the evidence is accumulating that the decisive diagnosis of gonorrhea 
must be made by cultures, and these should certainly be resorted to in all doubtful cases. — 
Ed.) 


SEX DIFFERENCES IN PUBIC HAIR DISTRIBUTION 

C. W. Dotehtuis, W. B. Atkinson and H. Elptman 
Human Biol., 17: 137-42, May, 1945 

Pubic hair distribution has been examined by the authors in photographs of 
1060 men and 309 women. The classical division into “masculine” and “femi- 
nine” types of distribution is found to be unsatisfactory. 

157 
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temperature preservation of human spennatozoa. All semen specimens used 
in the present study were rated normal, were liquified before being used, and 
were not diluted. No marked differences in resistance to freezing were noted 
between the various samples. It was found that rate of freezing and thawing 
is not a primary factor in the survival of human spermatozoa exposed to low 
temperatures. When minute amounts of semen were frozen as films or in fine 
capillary tubes spermatozoa did not survive, but when frozen in bulk at — Ififi'C. 
or — 79°C. a large proportion survived for long periods. It is at present im- 
possible to determine whether vitrification affects the power of the human 
spermatozoa to fertilize and activate the ovum and induce normal embryonic 
development. This question is of great interest. Artificial insemination 
of human beings will no doubt become increasingly common, and the elaboration 
of a method permitting of prolonged storage and transport of the semen without 
affecting the genetic properties of the spermatozoa would open up remarkable 
possibilities. 

(The experiments of Parkes emphasize the now well established fact that spermatozoa 
are very resistant to cold, resuming their motility and fertilizing potency when thawed out. 
This fact has long been utilized by stock-breeders and successful animal inseminations 
carried out with refrigerator semen transported even thousands of miles. Knowledge of 
these facts is now’ quite general, so that no longer do gynecologists advise their sterility 
patients as did those of a former day, to keep warm the specimens of semen brought for 
examination. As a matter of fact, it is the very body temperature environment into 
which the spermatozoa enter after injection into the genital canal which is believed to 
limit their span of fertilizing potency so sharply. — Ed.) 
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An adequate classification recognizes four types of pubic hair distribution: 
(1) horizontal, in which the superior termination of hair growth is in a horizontal 
line; (2) sagittal, resembling the first except for an additional linear upward 
extension in the midline; (3) acuminate, having an upward extension triangular 
in shape and pointing towards the umbilicus ; and (4) disperse, in which hair is 
(listnPUteQ over the abdomen without forming a discrete geometrical pattern. 
The first of these types corresponds to the classical “feminine” distribution and 
the third type to the classical “masculine.” 

The 1060 men studied were of two age groups; the first was made up of 964 
college students averaging 18 years of age and the second consisted of clinical 
patients ranging in age from 30 to 40 years. Similarly the 309 women comprised 
174 college students and 53 clinical subjects. Eighty-two pregnant women 
formed an additional series. 

The acuminate, or “masculine,” type of distribution is present in one-half 
of the men and one-tenth of the women. The horizontal, or “feminine,” pattern 
is the definitive type for nine-tenths of the women. It is also the basic type for 
male adolescents, is characteristic of 38 per cent of 18-year-oId males and per- 
sists in 17 per cent of the adult males. Since the horizontal type appears in 
both sexes at puberty, it would appear that it is the basic pattern from which 
the other t3rpes develop by upward extension. The acuminate pattern is found 
as frequently in the series of pregnant women as in the other groups of females. 
Consequently there is no indication of a correlation between fertility and pubic 
hair pattern. 

In males the decrease in frequency of the horizontal pattern with age is asso- 
ciated with an increase in general hirsutism and is accompanied by the develop- 
ment of a disperse pubic hair pattern. A much larger percentage of men mth 
sparse chest hair have a horizontal pattern of pubic hair than those with con- 
spicuous chest hair. Comparably, a much larger percentage of men with sparse 
hairiness of the thighs exhibit the horizontal pubic pattern than those with 
conspicuous thigh hairiness. 

General hirsutism is consequently an important, but not the only, factor 
determining pubic hair distribution. The tendency towards general develop- 
ment of hair exhibits itself earlier on the thigh than on the chest. Conspicuous 
thigh hair is present in 81 per cent of the college men and 77 per cent of the older 
men, but only 20 per cent of the college men have conspicuous chest hair, com- 
pared to 71 per cent in the older group. 4 references. 

(This is an interesting statistical study of pubic hair distribution in the two sexes, with 
no attempt to explain the variations, probably because no one could do this e.vcept on very 
general and very speculative lines, since we know so little as to the interrelationship of the 
chromosomal and endocrine factors which are involved. The classification of pubic hair 
types into four groups, as suggested by the authors, seems simple and satisfactory. Cer- 
tainly the masculine types of pubic hair distribution, when seen in women, or even extreme 
types of hirsutism are not in themselves evidence of masculinization, for they may be found 
in women who otherwise are typically feminine from the standpoint of genital development, 
menstruation, fertility and psychology .-Ed.) 
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PHYSIOLOGY OF PREGNANCY, LABOR AND PHERPERIUM 

THE DAY TO DAY LETOL OF ESTROGEN AND PROGESTIN 
THROUGHOUT PREGNANCY AND PSEUDOPREGNANCY 
IN THE MOUSE 

W. B. Atkinson and C. W. Hooker 
Anat. Rec., 93: 75-95, 1945 

In an attempt to estimate the level of estrogen and progesterone throughout 
pregnancy and pseudopregnancy in the mouse, the authors observed the histo- 
logical features induced in the endometrium of the ovariectomized mouse by in- 
jection of these hormones. 

During pseudopregnancy the structure of the endometrium on the first day 
indicated low levels of both estrogen and progestin. Thereafter the level of 
progestin rose progressively for 3 days and remained high through the next 4 days. 
A decrease in progestin appeared on the ninth day and persisted to reach the 
initial low level on the twelfth day. The level of estrogen, on the other hand, 
declined during the first 3 days and was absent during the next 5 days. On the 
tenth day a high level of estrogen abruptly reappeared and then declined during 
the 2 succeeding days. 

During the first 9 days of pregnancy the history was essentially the same as 
that in the same portion of pseudopregnancj'. On the ninth da3’' of pregnancy 
the level of progestin decreased sharply and remained low throughout the rest of 
gestation, although a slight increase was suggested during the last 4 daj's. The 
level of estrogen remained low until the eleventh day when it rose somewhat. 
Throughout the remainder of pregnancy a moderate level of estrogen was evident. 
A further but small increase immediately preceded parturition. By 2 dai's after 
parturition the action of estrogen had virtually disappeared whereas progestin 
had attained a high level. 

Whether the low level of progestin indicated during the latter half of preg- 
nancy is real or the result of a decreased responsiveness of the endometrium to 
this hormone is unknown. 3 plates (18 figures). 


159 




PHYSIOLOGJT OF PREGNANCY, IiABOR AND PUERPERITOI 


161 


were more common in the atretic follicles of prepubertal animals than in adults. 
In order of their frequency, the abnormal manifestations of atretic follicles were 
(1) ova showing first maturation spindles; (2) ova with two nuclei, the result 
of either mitotic or amitotic division, a few of which had extruded a polar body; 
(3) ova with the first cleavage spindle; (4) segmentation of ova, most commonly 
the two-celled stage; and (5) in one case an atretic o^mm with typical morula 
appearances. Binucleate ova and two-celled cleavage stages Avere more common 
in the immatiu'e ovaiy, while in the adult ovaiy first maturation and cleavage 
spindles, segmentation and the one example of a morula were found. In an 
attempt to increase the number of atretic follicles a group of immature animals 
was treated with gonadotropic hormone and groups of immature and mature 
animals were giA^en testosterone propionate or oestradiol monobenzoate. These 
treatments did not appreciably affect the yield of parthenogenic phenomena in 
the ova of atretic follicles. 


THE VITAI.IIN C BALANCE DURING PREGNANCY 

Herbert Fhedrikson 
Acta Obst. & GjTiec., 26; 1-17, 1945 

During the period December, 1942, through November, 1943, the author stud- 
ied, by titration Avith dichlorphenolindophenol, the Adtimin C content of the 
blood of pregnant and nonpregnant women in Medelpad, a district in central 
Sweden, From this investigation it appears that the vitamin C content of the 
blood is subject to considerable seasonal variation, being, in both groups of 
women, higher in summer than in Avinter. The blood ascorbic leA'els were the 
same in the nonpregnant and pregnant cases. The study therefore does not 
provide evidence to support the claim made by numerous investigators that a 
vitamin C deficiency prevails during pregnancy. Nor was it found that the con- 
tent of ascorbic acid varies AA-ith the stage of pregnancy, independent of seasonal 
variations. No connection could be established between the vitamin C content 
and kidney disease or gingivitis. 

The Adtamin C content of fetal blood was found to be considerably higher than 
that of the maternal blood, but the two followed a parallel course. 


PLACENTAL GROWTH AFTER FOETAL DEATH IN THE RAT 

A. St.G. Huggett and J. J. Pritchard 
J. Physiol., 104: 4P, 1945 

For these studies fetal death was produced either on the 10th day of pregnancy 
(one day prior to union between the mesodermal and ectodermal tissues of the 
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THE OVARIAN INTERSTITIAL GIAND TISSUE AND ITS RELATION 
TO THE PREGNANCY CYCLE IN THE GUINEA PIG 

W. T. Stafford and H. W. Mossman 
Anat. Rec., 93: 97-107, 1945 , 

Recent literature generally makes a direct approach to ovarian interstitial 
gland function through endocrinological experiments. This report obsen'es 
the morphology of the tissue in relation to the reproductive cycle in consideration 
“that valuable clues to function might conceivably be acquired by such obser- 
vations.” 

The authors describe the interstitial gland cells and their arrangement. In 
the guinea pig most of them are formed from the theca interna of 'degenerating 
follicles and most of those of the medulla are the result of the migration of the 
cortical masses toward the center of the ovaiy. The cells are in general more 
scattered in the medulla and larger, and are often more heavily laden "svith 
osmiophilic granules. 

It was noted that there is no easily observable cycle in character or amount of 
interstitial gland tissue in the guinea pig ovary that can be correlated with the 
pregnancy cycle. However, there is a definite trend towmrd a maximum rela- 
tive amount of interstitial gland tissue in the cortex near estrum and through 
early pregnancy with a minimum in mid-pregnancy. The peak and low in the 
medulla seem to lag a week or so behind those in the cortex, indicating the 
probable oidgin of the medullary interstitial tissue from that of the cortex. These 
observations are in general agreement with previous observations on certain 
mammals with relatively long reproductive cycles where the changes in inter- 
stitial tissue are much more pronounced. . 

’ Lack of degeneration phenomena in interstitial gland cells at any stage of the 
cycle in the guinea pig, and the fairly common occurrence of elongated fibroblastr 
like stages of these cells, indicates that they do revert to fibroblasts. This 
would account for the absence of a progressive interstitial cell hypertrophy of the 
ovary, and would in part account for the gradual increase in fibrous tissue m 
the ovarian medulla with advahcing age. 2 plates (13 figures). 


PARTHENOGENESIS OF ATRETIC OVA IN THE RODENT OVARY 

P. Bacsich and G. W. IVyburn 
Jour. Anat., 79: 177-179, 1945 


The results of a systematic search over a period of years for evidence of par* 
thenoeenesis in a large number of serially sectioned ovaries from adult and im- 
mature guinea pigs, rabbits and rats are reported. Parthenogenic phenome^ 
were found in only a relatively smaU percentage of the ovanes exammed. They 
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three untreated animals of group 4. One of the thyroid-fed animals in this group 
delivered a number of dead fetuses, and the other t^Yo mothers died suddenly on 
the 26th day of pregnancy. Dissection revealed 13 veil developed fetuses in one 
case and 12 in the other. 


TRANSMISSION OF STREPTOMYCIN FROM MATERNAL BLOOD TO 
FETAL CIRCULATION AND THE AMNIOTIC FLUID 

J. H. E. WoLTZ AND Marjorie M. Wiley 
Proc. Soc. Exper. Biol, and Med., 60: 106-07, 1945 

Streptomycin, an antibiotic substance, supplements penicillin by arresting 
the growth of many of the gram negative bacilli. The purpose of this paper is 
to demonstrate the concentrations of maternally injected streptomycin in cord 
blood and amniotic fluid as a preliminary step to an evaluation of its usefulness 
in the treatment of intrauterine infections. 

A single intravenous injection of 250,000 units of streptomycin dissolved in 5 
cc. of normal saline was given to each of 14 normal women at term in active labor. 
Specimens of amniotic fluid, placental cord blood and maternal blood (with- 
draivTi from the antecubital vein of the mother) were collected and streptomycin 
concentrations were determined. Streptomycin was found to be present in the 
cord blood and amniotic fluid 19 minutes after intravenous injection into the 
mother. Streptomycin concentrations in the cord blood and amniotic fluid 
were generally less than half that found in the maternal blood. Streptomycin 
concentrations were found to be veiy low in the specimens of maternal blood, 
cord blood and amniotic fluid obtained more than 3 hours after injection. 

All toxic reactions in the mothers were subjective and transitorj’’. There 
were no apparent toxic effects on the babies. The conclusion reached by the 
authors is that streptomycin appears in the cord blood and in the amniotic 
fluid following intravenous administration to the mother at term. 


umbilical changes DURING PREGNANCY; A FACTOR IN DIS- 
PROVING FETAL RESPIRATION AND TRANSMISSION OF FETAL 
HEART PULSATIONS TO THE ABDOMEN 

Louis Drosin 

New York State J. Med., 46: 2417-18, 1945 

The author shows that -while the fetal heart sounds are audible, they are not 
forcible enough to transmit -visible impulses over the maternal umbilical region 
by way of the fetal chest, liquor amnii and uterine wall. 
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rat placenta) or on the 15th day. Four methods of killing were used: direct fetal 
crush at laparatomy, double ovariectomy, injection of oestrone, or injection of 
follicle-stimulating hormone from mares’ serum. In those instances when death 
occurred on the 10th day a mesoderm-free trophoblast was observed. This 
trophoblast was differentiated into its three zones with a normal type of evolu- 
tion, including well developed glycogen accumulation. It grows from a diameter 
of 0.5 mm. at the 10th day to one of 5,0 mm. at the 16th day, and is destroyed on 
the 17th day by rupture of maternal vessels into the glycogen zone. In the in- 
stances when death was produced on the 15th day, the placenta persisted to full 
term, growth, however, being restricted to the trophoblast. Ovariectomy and 
oestrone or follicle-stimulating hormone injections produced either necrosis or 
absorption of the placental decidua, which, in turn, impaired the growth of the 
rest of the placenta. 


THE INFLUENCE OF THE THYROID ON PREGNANCY AND 
PARTURITION IN THE RABBIT 

J. P. Chu 

J. Endocrinol., 4: 109-114, 1945 

Four groups of animals were used in this series of investigations into the rela- 
tionship between the thyroid gland and gestation in the rabbit. The 11 rabbits 
of the first group were impregnated and then thyroidectomized at various times 
between the second and 29th day of gestation. Group 2 consisted of 14 thyroid- 
ectomized rabbits impregnated from 17 to 108 days after operation. The four 
animals of group 3 were given desiccated thyroid at various intervals after thy- 
roidectomy and mated at various times during the period of thyroid feeding. 
Three of the six animals in group 4 which had been successively thyroidectomized, 
impregnated and given an injection of pituitary gonadotropin, were treated with 
30 mg. of desiccated thyroid per kQogram of body weight every other day. The 
other three animals of this group received no therapy of any kind followng the 
administration of pituitary gonadotropin. 

Very few of the rabbits of group 1 could carry the pregnancy to full term or 
deliver normal litters. The number of fetuses, however, was in the normal range. 
When thyroidectomy was performed at an early stage of pregnancy, resorption 
and abortion of the embryos occurred. Thyroidectomy performed at a late 
stage of pregnancy resulted in the delivery of still-born young. Pregnancies 
induced in the thyroidectomized rabbits of group 2 resulted either in resorption 
of the embryos, abortion, or prolongation of gestation Giving to retention of the 
fetuses The fetuses of these animals were usually dead at birth. Two of the 
four rabbits fed with desiccated thyroid foUmving the operation (group 3) gave 
birth to normal viable litters, while the other two expelled at term dead fetuses 
which were othenvise normal. Embiyo resorption and abortion occurred m the 
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three untreated n nima l s of group 4. One of the thyroid-fed animals in this group 
delivered a number of dead fetuses, and the other two mothers died suddenly on 
the 26th day of pregnancy. Dissection revealed 13 well developed fetuses in one 
case and 12 in the other. 


TRANSMISSION OF STREPTOMYCIN FROM MATERNAL BLOOD TO 
FETAL CIRCULATION AND THE AMNIOTIC FLUID 

J. H. E. WoLTZ AND Marjorie M. Wiley 
Proc. Soc. Exper. Biol, and Med., 60: 106-07, 1945 

Streptomycin, an antibiotic substance, supplements penicillin by arresting 
the growth of many of the gram negative bacilli. The purpose of this paper is 
to demonstrate the concentrations of matemaUy injected streptomycin in cord 
blood and amniotic fluid as a preliminaiy step to an evaluation of its usefulness 
in the treatment of intrauterine infections. 

A single intravenous injection of 250,000 units of streptomycin dissolved in 5 
cc. of normal saline was given to each of 14 normal women at term in active labor. 
Specimens of amniotic fluid, placental cord blood and maternal blood (with- 
drawn from the antecubital vein of the mother) were collected and streptomycin 
concentrations were determined. Streptomycin w'as found to be present in the 
cord blood and amniotic fluid 19 minuses after intravenous injection into the 
mother. Streptomycin concentrations in the cord blood and amniotic fluid 
were generally less than half that found in the maternal blood. Streptomycin 
concentrations were found to be very low in the specimens of maternal blood, 
cord blood and amniotic fluid obtained more than 3 hours after injection. 

All toxic reactions in the mothers were subjective and transitory. There 
were no apparent toxic effects on the babies. The conclusion reached by the 
authors is that streptomycin appears in the cord blood and in the amniotic 
fluid following intravenous administration to the mother at term. 


umbilical CHANGES DURING PREGNANCY; A FACTOR IN DIS- 
PROVING FETAL RESPIRATION AND TRANSMISSION OF FETAL 
HEART PULSATIONS TO THE ABDOMEN 

Louis Drosin 

New York State J. Med., 46: 2417-18, 1945 

The author shows that while the fetal heart sounds are audible, thej’’ are not 
forcible enough to transmit visible impulses over the maternal umbilical region 
by way of the fetal chest, liquor amnii and uterine wall. 
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Respiration does not take place in an air-tight, liquor-amnii-filled bag of waters. 
The only sort of respiration conceivable is endogenous, when the fetus gets an 
oversupply of oxygen and associated gases, at certain times, which the lungs take 
up. Such respiration is not apt to register on the abdominal wall through the 
barriers of liquor amnii and uterine wall. Liquor amnii circulates freely in the 
lungs at all times. An excess of liquor amnii retained in the lungs, which was 
not aspirated, is a cause of attacks of cyanosis with imperceptible pulse rates, 
associated with Cheyne-Stokes respiration. The contractions of labor, which 
increase the intrauterine tension, have the tendency to express fluid present in 
the lungs, thus minimizing the incidence of cases showing the bronchial liquor- 
amnii-retention S3mdrome. 

The vibratory movements of and around the umbilicus are caused by aortic 
pulsations and vibratory sounds which they produce. The umbilicus is the 
thirmest, most yielding, and most sensitive part of the abdomen, readUy reacting 
to motion and sound vibrations. 

The umbilicus goes through a pattern of evolutionary changes during preg- 
nancy which is followed by a corresponding involution after the termination of 
pregnancy. 


RELATIONSHIP OF MATERNAL WEIGHT GAIN AND WEIGHT OF 

NEWBORN INFANT 

Jacob S. Beilly and Irving I. Kurland 
Am. J. Obst. & Gynec., 60: 202-206, 1945 

The data analyzed in this paper were obtained from the records of 979 private 
patients delivered at the Beth-El Hospital between January 1, 1942 and De- 
cember 3, 1943. 

These patients were selected according to the following criteria: they began 
antepartum care before twelve weeks of gestation and w'ere followed regularly 
to term; they were delivered of a single normal living infant; onset of labor was 
spontaneous within fourteen days of the expected date of confinement; delivery 
was by the pelvic route; and they were free of disease during the antenatal 
period. Well-balanced diet and fluid balance were stressed and occasionally 
vitamin supplements were given, but no attempt was made to administer treat- 
ment with speeial diets during pregnancy. The low but significant correlation 
of .184928 was found between the weight gain of the mother and the weight of 
the baby at birth. It is indicated that every 1-pound gain in the mother’s 
weight is accompanied by a 0.25 pound increase in the baby’s birth weight. 
There is a 68 per cent probability that the birth weight can be predicted on the 
basis of the mother’s gain, within a range of ± 0.9 pound of the estimated figure. 
When the data for mothers weighing 100 pounds or less, and 175 pounds or more, 
before pregnancy, were grouped and compared, it was found that although the 
rlimntr nrecnancy of the heavier women were not greater than those at the 
Sher extreme^in weight (19.25 for the heavier and 23.13 pounds for the lighter), 
they did tend to bear heavier babies. 
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EARLY RISING IN THE PUERPERIUM 

G. Rosenblum, E. Memnkoff and H. S. Fist 
J. A. M. A., 129: 849-53, 1945 

The data presented by the authors indicate that delivered women can safely 
and advantageously get up early in the puerperium with no harmful results 
occurring. 

Interesting historical accoimts of the practices of various peoples since the 
biblical Israelites are set forth by the authors. In many tribes, rising on the day 
of delivery or on the following day was the accepted custom. In 1793 the Eng- 
hsh obstetrician, Charles White, wrote that frequent upright posture was im- 
portant in preventing the lochia from stagnating, the stools and urine from being 
too long retained, and in promoting the contraction of the uterus and of the ab- 
dominal muscles. More recently, large numbers of women have been permitted 
to arise early, at varying intervals according to their condition, and to be dis- 
charged as early as the fourth day. No complications have resulted and evident 
benefit to the patient has been reported. 

The practice of early ambulation of surgical patients, now a vddely accepted 
procedure advocated in both American and foreign literature, must be considered 
Ultimately related to the practice of early puerperal rising. The objectives 
and imderlj’’ing principles of the two are identical. Excellent results have been 
reported in several hundred surgical patients who were got up during the first 
24 hours following operation. Many observers have noted a definite decrease 
in the minute volume respiratory exchange results from such factors as the de- 
pression caused by preoperative medication. This decrease is much more pro- 
nounced during the first 24 postoperative hours. Spirometer readings have 
shown that vital capacity returned to normal much sooner after early rising. 
One of the authors has advocated and practiced since 1940 the early ambulation 
of gynecological patients and also advised the use of the transverse abdominal 
incision in obstetrics and gynecology since patients so operated on may advan- 
tageously be made ambulatory within 24 hours. 

The authors believed that the objections to early ambulation raised by both 
doctors and patients were more theoretical than actual. Therefore they at- 
tempted to evaluate them accurately. A total of 582 obstetric patients were 
divided into the following groups: (1) early risers: ambulatory on first or second 
postpartum day; (2) intermediate risers: ambulatory on third or fourth post- 
partum day ; and (3) late risers : ambulatory later than the fourth postpartmn day. 
In the entire series no changes in delivery or operative technic were made. 
All patients delivered vaginally remained in the hospital six to eight days while 
those delivered by cesarean section remained eight to ten days. There were 
no serious comphcations in the entire series of 582 patients. 

165 
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An analysis of the statistics on this series reveals that about 35 per cent of the 
early risers required catheterizations averaging 3 per patient, while about 40 
per cent of the intermediate and 40 per cent of the late risers required an average 
of 4 per patient. There were 5 cases of urinary infection, all occurring in the 
intermediate and late groups. Less frequent abnormal bleeding is shown inthe 
early group. Uterine involution was uniformly good in all groups. The fear of 
breakdown of episiotomy or abdominal wound incisions is unfounded. More 
efficient mobilization of the bowels is evident, over 3 times as many spontaneous 
movements occurring in the early group as in the late group. The claim ad- 
vanced by some that early rising may cause later prolapsus and retroversions is 
also disproved. There was a decided reduction in the amount of nursing care 
required for the patients arising early. In the case -of cesarean sections, less 
abdominal distention and discomfort and a much more rapid convalescence were 
noted. The majority of the patients exhibited enthusiasm, particularly the 
multiparas, who stated that they felt better and stronger than after previous 
confinements in which they had spent 7 to 14 days entirely in bed. 

It is the hope of the authors that this study will encourage further interest and 
continued observation on the question of early puerperal rising which may even- 
tually clarify this still unsettled problem. 


THE PLACE OF PROTEIN IN THE DIET OF THE PREGNANT PATIENT 

M. Blair, Merle T. Porter and L. A. Atkinson 
Canad. M. A. J., 63: 434-37, 1945 

Until recent years too little attention has been given to the importance of 
protein in the diet of the pregnant patient. Today the medical profession is 
more cognizant of its importance. Protein is essential to growth and growth 
begins -with, conception, not birth. 

The Committee of Foods and Nutrition of the U. S. National Research Council 
has estimated the need of the average case during the last half of pregnancy to 
be 85 grams per day. The authors believe that this figure should be taken as a 
YYi inimnm and that a safer figure is between 100 and 120 grams per day. 

The three basic causes of protein deficiency are offered by the authors as 
follows: (1) A lowered protein intake has been recommended in the past at the 
first sign of trouble. It is now realized that protein in quantity is both necessary 
and essential to the pregnant patient. Eclampsia is the only condition that 
should suggest a lowered protein intake; (2) Increased protein need is felt by the 
mother in early pregnancy and increases with fetal growth. A definite relation- 
shin is suggested between the protein content of the mother’s diet and the birth 
lenath and birth weight of the baby. However, the length of labor does not vary 
hPtteen adequate protein intake and larger babies and inadequate protein m- 
tSe and smaUer babies; and (3) Increased protein loss is most commonly due 
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to its excretion through the kidneys. The appearance of proteinuria should 
not be a signal to lower protein intake, but should indicate that plasma proteins 
be kept up. 

The authors discuss the relation of water balance and edema to the toxemias 
of pregnancy. It has been observed that the lower the serum proteins, particu- 
larly albumin, in the intravascular system, the greater the edema; and conversely, 
as the intravascular serum proteins increase the edema disappears. 

The tendencj' for anemia to appear during the last six months of pregnancy is 
common knowledge. It has been shown in dogs that there is a relationship be- 
tween low protein intake and low hemoglobin. It has been demonstrated that 
this is also true of pregnancj' cases. It is also believed that where there is a rich 
protein diet during pregnancy there is an improvement in the supply of breast 
milk. 

To keep the protein intake at a high level is not easy both because the average 
sedentarj' patient does not enjoy an abundance of meat, fish, milk and eggs and 
because such foods are costlj'. In attempting to find some method of protein 
intake other than food, commercial amino-acid products were e.xamined and re- 
jected because of taste, odor or price. Consultation with commercial milk com- 
panies revealed that skim milk powder most nearly met the need. This product 
is cheap as well as tasteless and odorless and the protein content is 2.41 grams per 
level tablespoon. A set of recipes has been evolved using skim.milk powder. 

The authors present a high protein diet which they have used consistently and 
which they consider practical because it is edible. This diet consists of 120 grams 
of protein, 50 grams of fat, 300 grams of carbohydrates and 2,130 calories. It 
avoids excessive salt, fried foods and rich foods, but includes large amounts of 
protein in the form of lean meats, fish and fowl, eggs, cheese and milk. 

(See editorial note following next abstract. — ^Ed.) 


MEAT IN THE DIET OF PREGNANT WOMEN 

Ruth M. Leverton and Thelma J. McMillan 
J. A. M. A., 130; 134-136, 1946 

Because of the -widespread inadequacy of the protein intake of pregnant women 
it is desirable to find some simple dietary recommendation which if followed 
would be effective in increasing their protein intake. The study reported 
has tested the effectiveness of the recommendation “Eat plenty of meat — a gen- 
erous serving at least twice a day.” Though such a recommendation is definitely 
uncommon, it has the advantage of being easy to follow as well as furnishing an 
appreciable amount of several nutrients. Women whose intake of protein was 
augmented by recemng a 5 ounce serving of meat daily in addition to their self- 
chosen diets during the period from four months before delivery until three 
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months after delivery had* higher hemoglobin and red cell values, less edema and 
better success in lactation than women who received a supplement of B complex 
or women who received no supplement. The results indicate that the recommen- 
dation to normal pregnant women to increase their protein intake by eating a 
generous serving of meat daily in addition to their self-chosen diets would be 
effective in increasing hemoglobin and red cell concentration, avoiding edema and 
promoting lactation. 

(A number of articles published in the last few years have correctly stressed the impor- 
tance of liberal protein intake in pregnancy and have deprecated the low protein consump- 
tion of many gravidae. But the opposite opinion was widely and staunchly held until very 
recent years and has not yet been entirely dispelled. Indeed, to my knowledge, not a few 
physicians are still restricting meat intake in pregnancy on the grounds that it predisposes 
to toxemia of pregnancy. This old bug-bear, which held rather general sway until the early 
thirties, had its genesis in the 19th century belief that eclampsia and pre-eclampsia were 
allied to uremia. We all know now, of course, that even in these acute toxemias patients 
show no impairment of the kidneys to excrete nitrogenous substances and, when studied by 
the most delicate tests, eliminate urea with ease. 

The idea that a high meat intake in pregnancy predisposes to toxemia received 
its greatest impetus, perhaps, in World War I when it was observed that the incidence of 
eclampsia was greatly reduced in those geographical areas affected by the “food blockage 
and rose again after the war and food blockade ended. Everyone in these localities, in- 
cluding pregnant women, had to exist on a diet which was very low in protein and fat and 
correspondingly high in carbohydrate. The inference was accordingly drawn that the 
diminution in eclampsia in these areas was due to a reduction in meat consumption. Sub- 
sequent statistical studies, however, have shown that in these war-ridden territories, almost 
all young husbands were away at the front and that, as a result, there was great decrease m 
first pregnancies. Since pre-eolampsia and eclampsia are particularly prone to affect young 
primigravidae, a reduction in the general incidence of the disease would be expected under 
these circumstances. Moreover, in those first pregnancies which did occur, the incidence of 
eclampsia showed no change. In other words, meat intake had nothing to do with the re- 
duction in the incidence of this disease. 

Because of its wide dissemination among physicians and laity alike, the old fear that 
meat is harmful in pregnancy will only be quelled after much hammering on the subject. 
Accordingly, the two articles abstracted above which adduce new evidence in support of 
the value of a high protein intake in pregnancy are timely and welcome. — Ed.) 


CONTINUOUS CAUDAL ANESTHESIA AS AN ANALGESIC AND 

THERAPEUTIC AGENT 

« 

G. J. Ellis aito J. B. Sheffeey 

Anesth; & Analg., 24: 193-204, 1945 

The authors evaluate continuous caudal anesthesia in respect to safety and 
pffectiveness as an analgesic and therapeutic agent. Up to the present time, there 
b been over 47,000 continuous caudal anesthetics administered, with 19 
d deaths The 19 cases are presented in this report; 9 of them are con- 
Jdered anesthetic deaths and 10 are judged to be obstetrical or medical deaths 
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unrelated to the anesthetic. Of the 9 anesthetic deaths, some probably could 
have been avoided vith proper technique and adequate super\dsion. The 
corrected anesthetic death rate is 9 cases in 47,000, an incidence of 1 death in 
everj' 5,222 cases. Comparing this incidence vith that of the maternal anes- 
thetic death rate as a whole, it was found that in a group of cases where every 
anesthetic except caudal was used, the incidence was 1 death in 3,453 cases. It 
is concluded that caudal anesthesia is no more dangerous than other forms of 
anesthesia. 

The authors prefer the fractional method with a malleable needle which is 
discarded after using 5 times. With this method, danger of needle breakage is 
minimal. The technique is described with emphasis upon inserting the needle 
to the hub. If cerebrospinal fluid appears or can be aspirated the needle is 'with- 
drawn and the patient considered unsuitable for this type of anesthesia. 

There are certain specific conditions in which caudal anesthesia should be the 
anesthetic of choice. These are prematurity, heart disease, chest disease, renal 
disease, toxemia of pregnancy, cervical dj^stocia and full stomach at time of de- 
livery. When the indication presents itself, caudal anesthesia may be used in 
cesarean section. 

Caudal anesthesia is contraindicated in the following conditions: (1) nervous 
and apprehensive patients who border on the hysterical; (2) when obesity makes 
the sacral hiatus difficult to palpate; (3) when a history of quick labors in a 
multigrarida frequently will not allow sufficient time before deliver' for the 
anesthetic to take effect; (4) when there are anomalies or infections about the 
sacrum; (5) in cases of placenta pre'ria or premature separation; (6) when there is 
cephalo-pehdc disproportion; and (7) when, after previous cesarean section, the 
patient is allowed to have a trial labor. 

■ The obstetric patient is found to be in better condition than when delivered 
under any other form of anesthesia. The incidence of cerebral accidents in the 
newborn is decreased. Since the child is not narcotized by the anesthetic, it 
cries readily and resuscitation is rarely necessary. Caudal anesthesia tends to 
shorten both the first and second stages of labor and third stage blood loss is 
definitely decreased. 

In sixteen cases of acute peMc thrombophlebitis, block of the lumbar S 3 ma- 
pathetic chain by continuous caudal anesthesia has proved a useful therapeutic 
method. 


THE TWO MAIN DIAMETERS AT THE BRIM OF THE FEMALE 

PELVIS 

C. Nicholson 
J. Anat., 79: 131-^5, 1945 

The author has found that the figure quoted in text-books of anatomy for the • 
conjugate diameter of the female pelvis is too low. His findings are based upon 
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an analysis of pelvimetry by. radiology in 640 cases at Moreton-in-Marsh Dis- 
trict Hospital. 

The population represented in this series consisted of all primigravidae, con- 
stituting a fair sample of a mixed rural population which is more genetically and 
socially homogenous than that derived from city populations. It was found that 
the mean diameter for this group was a half inch larger than that quoted in text- 
books. The diameter of the female pelvis is veiy sensitive to nutrition and the 
text-book figure was probabljf derived from measurements of cadavers of the 
lowest social level. In the present series, the mean conjugate diameter was 
established as 120.19 mm. and the mean transverse diameter as 131.30 mm. 5 
references. 


VALUE OF SUPPLEMENTS OF VITAMIN C IN PREVENTING 
LACTATIONAL MASTITIS 

A. A. Fulton 
Brit. M. J., p. 488-91, 1945 

This article deals with experiments made in an effort to determine whether 
lactational mastitis might be due to vitamin C deficiency. 

The patients of two ante-natal clinics were used in the study. These clinics 
were attended by patients similar in most respects, including social status. The 
expectant mothers attending clinic A, 124 in number, were given a daily supple- 
ment of ascorbic acid from the sixth month of pregnancy until the end of the 
sixth month after delivery, thus covering the later months of pregnancy and al- 
most the whole period of lactation. These supplements consisted of 50 mg. 
tablets, one a day for the time mentioned. The dosage was based on the daily 
requirement of 30 mg. for an adult, 20 mg. surplus being allowed on account of 
the increased demands of pregnancy and lactation. The total daily intake was 
probably about 70 mg., as the women presumably were consuming some vitamm 
C in their ordinary diet. Those patients attending clinic B received no supple- 

- The results of' the study indicated that vitamin C administration per se nas 
no influence on the incidence of mastitis. 
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HEMORRHAGE AS THE MOST FREQUENT CAUSE OF MATERNAL 
DEATH. AN ANALYSIS OF THE PUERPERAL 
DEATHS IN BROOKLYN, 1944 

Charles A. Gordon 
Amer. Jour. Surg., 70: 277-282, 1945 

In New York City 132,735 births were recorded in 1944. Of these the largest 
number (51,082, including 3,502 non-white) occurred in the Borough of Brooklyn. 
In this year the puerperal mortality rate per 10,000 reported terminated preg- 
nancies, standardized for color, declined to a new low level in the entire city, 
that is, to 16.6, and in Brooklyn to 12.4, the lowest rate for the 5 boroughs. 

The causes of the 62 puerperal deaths in Brooklyn were oflScially assigned as 
follows: abortion, 10; ectopic pregnancy, 3; hemorrhage, 8; toxemia, 11; infec- 
fection, 20; other diseases and accidents, 8; all other, 2. A further analysis of 
the records revealed that hemorrhage was the actual cause of death in no less 
than seven of the abortions. In one case death followed sudden profuse hemor- 
rhage two days after spontaneous abortion; in two cases severe hemorrhage oc- 
curred during removal of retained tissue; and in one case profuse and repeated 
hemorrhage caused death after vaginal hysterectomy for missed abortion. In 
all three cases of ectopic pregnancy intraperitoneal hemorrhage was great; in 
two the cause of death was discovered at autopsy. 

In the group of deaths attributed to toxemia, one case was directly due to 
anesthesia and in two cases hemorrhage was an important factor in death. 

The infection group contained a niunber of cases difhcult of exact assignment to 
any one particular cause of death. The trauma and shock of operative pelvic ’ 
delivery were important factors in two cases in which hemorrhage apparently' 
was not significant. Severe hemorrhage occurred in seven cases in this group; 
one of these was associated with rupture of the uterus. 

Cesarean section contributed to death in eight cases. In one case of placenta 
previa associated with profuse antepartum hemorrhage, 250 cc. of blood were 
administered nearly three weeks after operation; death several weeks later was 
directly due to infection. In two other cases death within one hour after opera- 
tion was attributed to shock. Plasma was administered, but blood was not 
available for these women. 

Included in the accident group were six cases of ruptme of the uterus, which 
appears to be a more important cause of death than is generally appreciated. 
Blood replacement in this group was inadequate. Blood was given in only one 
case and in two plasma was administered. 

Although statistically hemorrhage was assigned as a principal cause of the 
death in only eight cases, and in three others w^as coded as a secondary cause, the 
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author, from an analysis of the case records, was able to classify 35 deaths as due 
to this cause, although in some of these cases death may have been finally due to 
embolism, peritonitis or some other form of infection. His group includes only 
those cases in which hemorrhage was reported to have been profuse or severe, 
or when the uterus was packed or ruptured; it excludes cases of shock or sudden 
death if the record stated that blood loss was moderate or not excessive. 

In only two of the eight deaths oflacially attributed to hemorrhage was blood 
administered; in two others plasma was given and in one other case Wood was 
available but not compatible. 

From this study the author concludes that maternal mortality could be further 
reduced by greater emphasis on control of hemorrhage. For treatment of serious 
obstetrical hemorrhage, blood plasma is not sufficient. Large amounts are often 
necessary and speed during actual administration is often vital. In the emer- 
gency when veins fail, or cut-down proves time consuming or unsuccessful, 
sternal transfusion is safe and effective. 

(Gordon deserves much credit for his emphasis on hemorrhage as the outstanding cause 
of maternal death because it certainly is. In addition to cases in which the patient actually 
bleeds to death, there is an equally important group in which the patient manages to escape 
death from exsanguination but dies some days later from puerperal infection. Although 
autopsy findings as well as the International List of Causes of Death may classify such 
fatalities under infection, it is indubitably clear that the factor primarily responsible for 
most of these deaths is exsanguination abetted by the intra-uterine manipulations made 
necessary by the bleeding. Not only does massive blood loss in itself predispose both to 
infection and shock, but many of the measures employed in the treatment of hemorrhage, 
such as manual removal of the placenta and uterine tamponade, introduce infection, inflict 
trauma and often require prolongation or renewal of anesthesia. — Ed.) 


ABORTION 
James Gilmor 

Clinics, J. B. Lippincott Co., 4: 664-675, 1945 

This article comprises a succinct review of present-day knowledge of the 
causation of abortion followed by a description of the author’s methods of 
managing the different varieties of this complication. 

In threatened abortion it is the author’s custom to put these patients at ab- 
solute rest in bed, to elevate the foot of the bed, and to give opium. He prefers 
tincture of opium by mouth because he feels it decreases the irritability of the 
uterus has a sedative effect upon the patient and in most instances decreases 
peristalsis. Lutein should be given at once. If there is much pain present 
10 cc. are given intravenously followed by 10 cc. intramuscularly every four 
hours IVhen no bleeding follows the initial blood loss and cramps are controlled 
the lutein can be reduced to 10 cc. intramuscularly twice a day. Also thyroid 
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by mouth is given in small doses unless the patient is known to be a definite 
hj"perthyroid. It is advisable to avoid all local applications to the abdomen or 
the pelvis, especially ice. It is the author’s feeling that ice, should the cold 
reach the uterine musculature, is likelj' to cause contractions and should be 
avoided. The remainder of treatment is to continue this regime as initiated for 
a maximum of four da 3 "s when it can be graduallj" relaxed. It is advisable that 
these patients have no bowel movements for five or six daj's after which time thej" 
can be given mineral oil in one of its manj" forms, bj' mouth, and a low oil enema. 
It is also reconunended that these patients be not examined until all signs of 
symptoms of threatening have disappeared, and then only veiy superficially and 
only if entirely necessarj" for differential diagnosis. In discussing incomplete 
abortion the author refers to the patient who has previouslj" been seen in the 
home and because of bleeding has had the vagina packed with anjdhing available 
at tbe time. This has usuallj" been done hastilj" and alwaj's in a dirty manner, 
vith little or no local preparation of the patient. He mentions this only because 
of the uselessness and danger of the procedure. These women can occasional^ 
bleed to an alarming degree, but a vaginal pack alone never stopped one, and is 
dangerous under the circumstance from the standpoint of infection. 


CRIMINAL ABORTION: THREE CASE REPORTS 

Theodore Cianfrani 
Am. J. Surg., 70: 100-04, 1945 

Because of the meagemess of reports of criminal abortions in recent jmars, the 
author believed it appropriate to report three such cases. 

The first case in which an eyebrow tweezer was used in an attempted criminal 
abortion emphasizes the need of thorough study of x-rays to ascertain the direc- 
tion of such a double-pronged sharp instrument, so vitalty important in its re- 
moval. A flat film is not adequate because of the variation in position of the 
uterus. The relationship of a foreign body to the uterus is the important factor 
and not its relationship to the bony pelvis. 

The other two cases were attempted criminal abortions by the passage of glass 
cocktail stirring rods into the uterus. In each case the rod perforated the uterine 
wall and entered the abdomen vdth no interruption of the pregnane}". These 
cases illustrate: (1) the ease with which foreign bodies can perforate a uterus 
vnthout unduly alarming the patient with pain or hemorrhage; (2) the amount 
of trauma a pregnant uterus can stand without causing it to abort; and (3) 
the efficacy of modern drug therapj" and early operation. 

These cases show to what lengths some women will go to rid themselves of, an 
undesired pregnancy. The trend in modern times has been instrumental inter- 
ference by a trained abortionist. In spite of danger of infection, cauterizing ac- 
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tion and the risk of pushing the solution through the tubes into the abdomen, 
■the intrauterine injection of soap solution or glycerine seems to be the preferred 
method. The commonest accident of illegal abortion is perforation of the uterus, 
with infection usually added. In these cases, laparotomy is advised as soon as 
possible because of potential infection. 4 references. 4 figures. 


FETAL BONES PASSED IN THE FECES 

Ben Fruhlinger 
Am. J. Surg., 70; 126-27, 1945 

The author reports the case of a 26-year-old woman who entered the hospital 
complaining of severe pain in the lower right quadrant of the abdomen ivith a 
temperature of 104.8. The history revealed that she had been treated pre- 
viously for moderately advanced pulmonary tuberculosis and her left lung col- 
lapsed. A therapeutic abortion was performed about twelve days prior to the 
present admission. The attending surgeon stated that fetal parts were removed 
by curettage, indicating that the pregnancy was intrauterine. 

A curettage was performed at this hospital and no material recovered, but a 
foul-smelling bloody vaginal discharge persisted for a few days. On the eight- 
eenth postoperative day, examination of the feces revealed a small number of 
bony particles. An exploratory laparotomy was performed which showed 
numerous pelvic adhesions and an abscess lying posterior to the uterus. A 
teaspoonful of pus was removed from the abscess and this pus contained bony 
particles similar to those found in the feces. The bony particles from both the 
feces and abscess were reported to be bones from a human fetus about fifteen 
weeks old. 3 references. 


FULL-TERM EXTRA-UTERINE PREGNANCY ASSOCIATED WITH 

EXTENSIVE PROLAPSE 

R. G. Morgan and Nora L. Keevil 
Brit. M. J., 2: 649, 1945 

The authors report the following case of a full-term extra-uterine pregnancy 
associated with extensive prolapse which shows many points of interest in addi- 
tion to its rarity. There was complete lack of symptoms pointing to an early 
emptying of the uterine contents into the abdominal ca^dty. Toxemia occurred 
at 36 weeks’ gestation. A persistent transverse lie and extensive prolapse were 

aids to the diagnosis. 
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The patient, a 41-3'’ear-old woman, 7-para, reported to the antenatal clinic 
when four months pregnant. Her only complaint was “dropping of the womb.” 
Examination revealed the fundus enlarged to the size of a 16 weeks’ pregnancy, 
extensive prolapse and a slightly eroded cervix. A large ring pessary was in- 
serted. 

The pregnancy progressed, but the pessary was unsatisfactorj'. The cervdx 
was now ulcerated and bleeding and the patient was admitted to the hospital 
where she improved and was fitted with a Napier’s pessarj". At about one month 
before term she was readmitted to the hospital with toxemia of pregnancj\ 

The fetus at this stage was bung in a transverse position high up in the uterus. 
Attempts at version were immediately successful. X-ra}*^ stud 5 ’' reported a 
single pregnane}', transverse presentation, spine upwards, the head being op- 
posite and above the left iliac crest. Extra-uterine pregnancy was supected and 
at this time the patient began to have ^'iolent abdominal pain, vomiting and a 
rapid rise in pulse rate. A laparotomy was performed and a live baby delivered 
which died about an hour later. 

The umbilical cord was about 18 inches long and its distal half was divided into 
two separate vascular bimdles separately entering the placental mass. The lat- 
ter had an extensive attachment in the pelvis involving the peritoneal surfaces 
of the bladder, cecum, enlarged uterus and broad ligaments. The placenta was 
removed and the patient had an uneventful convalescence. 

(A combination of what was evidently a nearly full term secondary abdominal pregnancy 
with a li^dng child, with also prolapse and toxemia, is not apleasing offering to any obtstetri- 
cian, but the outcome in this case appears on the whole to have been a happy one. It is 
rather casually remarked that the placenta was removed, which with a living child is likely 
to be a hazardous procedure, with usually dangerous bleeding. Many would probaby have 
chosen to leave it for absorption or to marsupialize it, the former method being the more 
desirable in most cases. And yet no mention is made of any unusual bleeding in this case 
report, and the convalescence was apparently uneventful. — Ed.) 


SIMULTANEOUS RUPTURED TUBAL PREGNANCY AND INTRA- 
UTERINE PREGNANCY WITH SUBSEQU'ENT DELIVERY OF 
A NORMAL INFANT 

G. Turner Howard, Jr. 

South. M. J., 38: 788-89, 1945 

Two other cases of simultaneous intra-uterine and extra-uterine pregnancy 
have been found in literature and the following case is described by the author 
to be added to those previously reported. 

The patient, a 28-year-old woman, was admitted to the hospital with the com- 
plaint of intermittent cramp-like abdominal pain for 4 weeks, worse in the left 
lower quadrant and becoming progressively more severe. Examination re- 
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vealed a well developed woman in no distress pr pain. Both lower quadrants of 
the abdomen were moderately tender, especially the left. The uterus was found 
to be enlarged to the size of a grapefruit, smooth and soft. Mbtility of the cendx 
was painful and there was definite tenderness and some thickening in the left 
vault. A brownish discharge was present from the vagina. 

"While the report from a Friedmann test was awaited, the patient had an at- 
tack of severe spasmodic pain in the left lower quadrant and an immediate opera- 
tion was performed. A ruptured ectopic pregnancy was found in the left tube. 
The uterus was enlarged to the size of a 2^ months pregnancy and was otherwise 
normal. The left tube and ovary with the ectopic products of pregnancy was 
excised with care not to traumatize the uterus. The appendix was removed and 
the pelvis gently cleaned of all clots. 

Seven months after operation, the patient was delivered of a normal female 
child by an obstetrician in another city. 


BILATERAL TUBAL PREGNANCY AND SIMULTANEOUS 
INTRAUTERINE PREGNANCY; CASE REPORT 

Alfked Horchleb 

' Zentralbl. f. Gymak., 68: 366, 1944 

Two months after her last menstrual period the patient was admitted to the 
hospital for hemorrhage and colic-like pains in the left lower abdomen which were 
so severe as to cause fainting. At operation both tubes appeared irregular in 
form and contained parasalpingitic adhesions. Pregnancy was evident in the 
left tube and suspected in the right tube, a suspicion which was confirmed at later 
examination. Both tubes were removed. The uterus appeared enlarged and 
slightly retroverted. "Fentro-suspension of the uterus was performed. Corpus 
luteum hormone preparations were administered and the patient’s recovery was 
imeventful. Three weeks after discharge from the hospital she aborted an intra- 
uterine conception. 


INTERSTITIAL PREGNANCY 
Wenner (Basel) 

Monatschr. f, Geburtsh. u. Gyn., 119: 167-168, 1945 

In August, 1944, a 27-year-old wuman entered the hospital with the picture of 
An acute ruptured tubal pregnancy. Her last menstrual period had been July , 
1944. In 1937 ^^r left ovary and tube had been removed because of an ovanan 
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cyst. In 1941 she had a normal pregnancy. A laparotomy was performed im- 
mediately. A profuse amount of watery and coagulated blood was found in the 
abdominal cavity. The omentum was adherent to the parietal peritoneum and 
to the left fundal angle. The right tube and ovaiy were entirely normal, the 
left were absent. The fundal angle was distended and bluish and a small rup- 
tured place from which the chorial tissue protruded was foimd on the posterior 
wall. This part was excised without opening the uterine cavity, and sutured. 
The postoperative course was normal. The histological picture showed a typical 
interstitial pregnancy and some glandular ducts as in salpingitis isthmica nodosa 
were seen on the tube. An inner migration of the fertilized ovum is assumed. 

(We had an identical case a year or so ago and likewise interpreted it on the grounds of 
internal migration of the ovum. — Ed.) 


leiomyojvia of the ovary complicating pregnancy 

John H. Moore 

Am. J. Obst. & Gynec., 60: 224-226, 1945 

The author’s search of the literature revealed only two instances of leiomyoma 
of the ovary complicating pregnancy. In one of these, reported by Olshausen in 
1907, operation was performed in the third month of pregnane}', the patient 
carried to term and gave birth to a mature living child. In the other case, 
reported by Brachetto-Brian and Casco in 1941, histological study of the left 
ovary removed at operation for pelvic appendicitis, established the diagnosis of 
pregnancy in the cortical zone of an organ showing generalized endometriosis. 
The embrj'o was not found. The present report deals with a married white 
woman, 34 years of age, who was admitted to hospital \vith a diagnosis of pelvic 
tumor complicating a pregnancy of a little over two months. An abdominal 
incision revealed a solid tumor (1,170 grams) of the right ovary and a right ovari- 
ectomy was performed. The patient was discharged on the fourteenth day after 
operation. The pregnancy developed normally; delivery of a boy weighing 7 
pounds, 8 ounces followed an uneventful labor, and the mother’s postpartum 
course was normal. Microscopically, the tmnor was of uniform structure 
throughout. It was composed of adult smooth muscle with a moderate amount 
of collagenous tissue between the muscle fibers. The microscopic diagnosis was 
benign leiomyoma. 
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HYPERNEPHROID. CARCINOMA OF THE KIDNEY OR ADRENAL (?) 

AND PREGNANCY 

A. F. Lash 

Am. J. Obst. & Gynee., 60: 221-223, 1945 

Few cases of renal tumors as a complication of pregnancy have been reported in 
the hterature. Pregnancy is influenced by this group of tumors, hypernephroid 
carcinoma (or clear-cell adenocarcinoma) only as a mechanical factor producing 
pressure on the kidneys or ureters. It is pointed out that these and other uterine 
adnexal or extrapelvic masses can easily be overlooked at the time of lower 
uterine segment cesarean section because of the restricted field of operation. 

The case reported in the present paper illustrates this fact. The patient, a 
30-year-old white primigravida was admitted to hospital because of hypertension 
and albuminuria at term. During the course of pregnancy she had transient 
rises of systolic blood pressure varying from 148 to 172. Urinary findings were 
normal. At hospital she was placed on a strict regime of bed rest, low-protein, 
salt-free diet, daily magnesium, and sedation. Since after three days no im- 
provement occurred and medical induction of labor failed, a lower uterine seg- 
ment cesarean section was performed and a normal male child, weighing 6 
pounds, 14 ounces, was dehvered. Seven days later the patient complained of 
right abdominal pain and became febrile. On physical examination a large 
cystic mass was found and tentatively diagnosed as a right ovarian cyst, or an 
acute cystic degeneration of a pedunculated fibroid. Since neither sulfadiazine 
nor penicillin therapy changed the febrile course, surgical laparotomy was made 
35 days after the cesarean section. A large retroperitoneal mass, originating 
from the upper portiop of the right kidney was found and removed. Micros- 
copic examination showed hypernephroid carcinoma with tremendous hemor- 
rhage and necrosis and the formation of cyst-like hematoma. The patient made 
an uneventful recovery. 


NEPHRITIS AND THE CONTRAINDICATION OF PREGNANCY 

Edmund Lissack 

Urol. & Cutan Rev., 49: 553-554, 1945 

The author reports the case of a woman with recurrent nephritis whom he 
conducted through four consecutive pregnancies, all of which resulted in the 
delivery of living and healthy children. Since an attack of pyelitis in 1932, how- 
ever (the first child was born in October of that year), her kidneys had caused her 
trouble nearly every month near the menstrual time. This would commence 
with yawning followed by a hard chill and in turn by vomiting. High fever 
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and also weakness would usually follow. Pains in the mid-back and especially 
over the kidney regions were common. The patient made uneventful recoveries 
in the first three pregnancies but died in the last. 

Permission to terminate the fourth pregnancy was not granted on religious 
grounds. Rest in bed was advised and frequent functional tests were made from 
the fifth month of pregnancy when she entered hospital. A bilateral retrograde 
pyelogram taken early in the fifth month of pregnancy showed each kidney 
pelvis markedly enlarged, the calices and infundibuli enlarged and dilated, and the 
ureters greatly enlarged. The blood pressure was 200/100 and rose to 260/100 
before delivery; the urine contained a trace of albumin. Blood chemical 
findmgs were normal. The output of phenolsulphonphthalein in two hours 
was 37 per cent. After deliverj’’ of a healthy boy by cesarean section, con- 
valescence was fairly normal. The wound healed nicely, but albumin continued 
to be found in the urine, the blood eount stayed low, and the blood pressure 
continued over 200 r\ith a diastolic of 120 to 130. The nephritic condition could 
not be lowered because of the damage already done to the renal tissue. She 
died a month after delivery, as a result of the pregnancy strain on the previously 
existing nephritis. 


NEPHROLITHIASIS AND PREGNANCY 

Fredemck H. Falls 
Urol. & Cutan. Rev., 49: 548-552, 1945 

Kidney stones complicating pregnancy and producing serious symptoms are 
quite rare. The atony and dilatation normally seen in the upper portion of the 
ureter during pregnancy predisposes to the passage of stones to its distal end. 
Here the thickening of the smooth muscle sheath of Waldeyer, due to hyper- 
trophy coincident to pregnancy narrorvs the lumen, and interferes with the 
passage of a stone into the bladder. The inhibition of ureteral peristalsis shown 
by many observers which occurs during pregnancy also may play a part in pre- 
venting renal colic, and the passage of a ureteral stone. This inhibition is 
thought by some to be due to the anti-peristaltic action of progesterone. The 
decreased peristalsis may, by permitting stagnation of the urine in the ureter, 
predispose to the formation of kidney stones by favoring precipitation of urinary 
salts on any foreign body present in the pelvis of the kidney, such as epithelial 
cells, bacteria or pus cells. 

Since the formation of kidney stones is frequently dependent upon infection of 
the pelvis of the kidnej% when a kidney stone complicates pregnanc 3 % an as- 
sociated pyelitis, which has been dormant before the start of pregnancy, may 
light up and produce typical symptoms. As a result, in all cases of pyelitis of 
pregnancy, an x-ray should be taken to rule out the presence of a kidney stone. 
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HYPERNEPHROID. CARCINOMA OF THE KIDNEY OR ADRENAL (?) 

AND PREGNANCY 

A. F. Lash . 

Am. J. Obst. & Gynec., 60: 221-223, 1945 

Few cases of renal tumors as a complication of pregnancy have been reported in 
the literature. Pregnancy is influenced by this group of tumors, hypernephroid 
carcinoma (or clear-cell adenocarcinoma) only as a mechanical factor producing 
pressure on the kidneys or ureters. It is pointed out that these and other uterine 
, adnexal or extrapelvic masses can easily be overlooked at the time of lower 
uterine segment cesarean section because of the restricted field of operation. 

The case reported in the present paper illustrates this fact. The patient, a 
30-year-old white primigravida was admitted to hospital because of hypertension 
and albuminuria at term. During the course of pregnancy she had transient 
rises of systolic blood pressure varying from 148 to 172. Urinary findings were 
normal. At hospital she was placed on a strict regime of bed rest, low-protein, 
salt-free diet, daily magnesium, and sedation. Since after three days no im- 
provement occurred and medical induction of labor failed, a lower uterine seg- 
ment cesarean section was performed and a normal male child, weighing 6 
pounds, 14 ounces, was delivered. Seven days later the patient complained of 
right abdominal pain and became febrile. On physical examination a large 
cystic mass was found and tentatively diagnosed as a right ovarian cyst or an 
acute cystic degeneration of a pedunculated fibroid. Since neither sulfadiazine 
nor penicillin therapy changed the febrile course, surgical laparotomy w'as made 
35 days after the cesarean section. A large retroperitoneal mass, originating 
from the upper portion of the right kidney was found and removed. Micros- 
copic examination showed hypernephroid carcinoma with tremendous hemor- 
rhage and necrosis and the formation of cyst-like hematoma. The patient made 
an uneventful recovery. 


NEPHRITIS AND THE CONTRAINDICATION OF PREGNANCY 

Edmund Lissack 

Urol. & Cutan Rev., 49: 553-554, 1945 

The author reports the case of a woman with recurrent nephritis whom he 
conducted through four consecutive pregnancies, all of which resulted in the 
delivery of living and healthy children. Since an attack of pyelitis in 1932, how- 
ever (the first child was born in October of that year), her kidneys had caused her 
trouble nearly every month near the menstrual time. This would commence 
with yawning followed by a hard chill and in turn by vomiting. High fever 
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be crusbed and removed easily through an operating cystoscope. If the stone 
lodges in the ureter and will not pass, injections of oil maj" help to dislodge it 
and permit passage. The tendency of these stones to lodge in the lover end of 
the ureter in most cases facilitates their removal by this method. 

Stones causing severe colic and not dislodged by this treatment may have to be 
removed surgically. When operative removal is contemplated the possibility 
of an abortion resulting therefrom must be kept in mind. To minimize the 
danger of this it is advisable to inject one of the potent preparations of corpus 
luteiun extract. 

During labor these stones cause practically no trouble. Theoretically one 
might expect that there vould be compression of the ureter by the head in the 
second stage. Practically, the author does not feel that this is an occurrence 
that may be frequently expected and no post-deliverj' damage to the ureter from 
this complication has been recorded. 

Eight cases obser\'ed at the Research and Educational Hospital in Chicago are 
presented. In some patients there was marked evidence of associated pyelitis 
and infection. In others all symptoms were absent and the finding of a stone was 
accidental. An analysis of this small group of cases and others reported in the 
literature suggest that: (a) the right kidney and ureter seem to be involved more 
frequently than the left; (b) the presence of a kidney stone rarely presents serious 
complications to pregnancj", even in the presence of an associated pyelitis; (c) 
conservative treatment will in most cases control symptoms and permit of de- 
livery of a viable baby; (d) some cases may go through pregnancy with no sjunp- 
toms suggestive of kidney stone and develop renal colic only after delivery; 
(e) women with symptoms of pyelitis or nephrolithiasis should be carefully 
examined roentgenographically and urologically and by an obstetrician and the 
stone removed before pregnancy is undertaken. 

(This article has been reviewed in considerable detail not only because it is an excellent 
clinical survey of the subject but also because, as far as I know, it is the only comprehensive 
consideration which nephrolithiasis in pregnancy has received. — Ed.) 


STUDIES ON HYPERTENSION. IV. BIOASSAY OF VASOCON- 
STRICTOR SUBSTANCES IN ULTRAFILTRATES OF CITRATED 
BLOOD PLASMA FROM PATIENTS WITH NORMAL BLOOD PRES- 
SURES, PATIENTS WITH ESSENTIAL HYPERTENSION AND 
PATIENTS IN'IADE HYPERTENSIATl BY INTRAVENOUS INJEC- 
TIONS OF ANGIOTONIN (HYPERTENSIN). 


Raymond Gregory, Paul L. Ewing, William C. Levin and Griff T. Ross 
Arch. Int. Med., 76: 11-21, 1945. 

This report deals with a study of whether vasoconstrictor substances are 
present in increased amounts in the blood of patients ivith hypertension. The 
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The symptonQs of kidney stone are not as. a rule modified greatly by the pres- 
ence of pregnancy. An x-ray picture will show the stone without difficulty if it 
is in the pelvis or upper part of the ureter. However, if the pregnancy is near 
term, and the stone is low in the ureter, the fetal skeleton or the maternal pelvic 
bone shadows or both may obscure or mask the shadow of the stone. In this 
connection it is well to remember that approximately two per cent of the kidney 
stones, because of their composition, do not show in an x-ray picture. 

In early pregnancy vaginal examination or rectal palpation may reveal the 
stone in the lower ureter. Bimanual palpation of the lower ureter is not 
difficult in patients who are not obese and who are not so nervous that they can- 
not relax their abdominal muscles. They are best felt in thin multiparae with 
well relaxed abdominal walls. Two fingers of the vaginal examining hand are 
inserted up to the cervix, and then directed upward and laterally. The abdom- 
inal hand depresses the lateral fornix and the ureter is felt as a cord running 
upward and laterally about one inch from the side wall of the cervix and uterus. 
If a stone is present severe pain and ureteral colic may be elicited by such 
palpation. It is possible also if the stone is very soft that such manipulation 
may cause it to disintegrate, following which, the pain will disappear and the 
patient will pass some sandy sediment with the next urination. 

This condition must be differentiated from other causes of acute pain in the 
lower abdomen and lumbar region, especially those associated with slight fever 
and leucocytosis, particularly, ruptured ectopic pregnancy, twisted ovarian cyst, 
acute appendicitis and peripheral neuritis. Pyelitis of pregnancy without stone 
, is usually associated with much less pain and of a less colicky nature. Red cells 
are much less conspicuous in the urine. The onset is slower as a rule. X-ray 
will help to differentiate and the passage of a wax-tipped catheter if necessary 
will demonstrate the position of the stone if present in most cases. 

The prophylactic treatment of kidney stone is important. All patients know 
to have pyelitis during childhood should be thoroughly treated until the urme 
remains negative for organisms and pus cells. This reduces the chances of stone 
formation. If a patient who is known to have a kidney stone becomes pregnant 
an immediate estimate should be made of her kidney functional capacity. This 
can be judged by the results of various tests such as the phenolsulfonphthalem 
and Mosenthal tests. Microscopic examination and estimation of the amount of 
albumin excreted help to determine the amount of damage being done to the 
kidneys and what effect the irritation thus produced may be having in pre- 
disposing to the development of a late toxemia of pregnancy. If slight or no 
signs of irritation of the kidney parenchyma appear, the pregnancy may proceed 
without special treatment until evidences of kidney damage are noted. 

If the kidney stone is too large to leave the pelvis and engage in the ureter, and 
is not producing symptoms, it should be disregarded during the pregnancy. 
Following the birth of the baby it can be removed surgically as soon as the baby 
is sufficiently developed to offer no feeding problem, usuaUy after four to slx 

°'Tsmall stone traveling down the ureter should be treated conservatively, in the 
hope that the ureter may be able to expel it into the bladder from whence it may 
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be crushed and removed easily through an operating cj^stoscope. If the stone 
lodges in the ureter and ndll not pass, injections of oil may help to dislodge it 
and permit passage. The tendency of these stones to lodge in the lover end of 
the ureter in most cases facilitates their removal by this method. 

Stones causing severe colic and not dislodged by this treatment may have to be 
removed surgically. When operative removal is contemplated the possibility 
of an abortion resulting therefrom must be kept in mind. To minimize the 
danger of this it is advisable to inject one of the potent preparations of corpus 
luteum extract. 

During labor these stones cause practically no trouble. Theoretically one 
might expect that there would be compression of the ureter by the head in the 
second stage. Practically, the author does not feel that this is an occurrence 
that may be frequently expected and no post-delivery damage to the ureter from 
this complication has been recorded. 

Eight cases observed at the Research and Educational Hospital in Chicago are 
presented. In some patients there was marked evidence of associated pyelitis 
and infection. In others all symptoms were absent and the finding of a stone was 
accidental. An analysis of this small group of cases and others reported in the 
literature suggest that; (a) the right kidney and ureter seem to be involved more 
frequently than the left; (b) the presence of a kidney stone rarely presents serious 
complications to pregnanej', even in the presence of an associated pj^elitis; (c) 
conservative treatment will in most cases control sjmptoms and permit of de- 
livery of a viable baby; (d) some cases may go through pregnancy with no .symp- 
toms suggestive of Iddney stone and develop renal colic only after delivery; 
(e) women with symptoms of pyelitis or nephrolithiasis should be carefully 
examined roentgenographically and urologically and by an obstetrician and the 
stone removed before pregnancy is undertaken. 

(This article has been reviewed in considerable detail not only because it is an excellent 
clinical survey of the subject but also because, as far as I know, it is the only comprehensive 
consideration which nephrolithiasis in pregnanc3' has received. — Ed.) 


STUDIES ON HYPERTENSION. IV. BIOASSAY OF VASOCON- 
STRICTOR SUBSTANCES IN ULTRAFILTRATES OF CITR.ITED 
blood plasma FROM PATIENTS WITH NORMAL BLOOD PRES- 
SURES, PATIENTS WITH ESSENTIAL HYPERTENSION AND 
PATIENTS MADE HYPERTENSIVE BY INTRAVENOUS INJEC- 
TIONS OF ANGIOTONIN (HYPERTENSIN). 


Raymond Gregory’, Paul L. Ewing, William C. Levin .and Griff T. Ross 
Arch. Int. Med., 76: 11-21, 1945. 

This report deals with a study of whether vasoconstrictor substances are 
present in increased amounts in the blood of patients Avith hypertension. The 
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conclusion was sought through a biologic assay of vasoconstrictor substances in 
the blood of patients with normal blood pressures, the blood of hypertensive 
patients and the blood of patients made transiently hypertensive by intravenous 
injections of angiotonin. Previous studies on the same subject, in the opinion of 
the authors, have failed to demonstrate conclusively the presence of an excessive 
amount of pressor substance in the blood of hypertensive patients. 

The present investigation was carried out on ultrafiltrates of citrated plasma 
from five patients with normal blood pressure, nine patients with hypertension 
and eight patients whose blood pressure had been raised by intravenous injection 
of angiotonin. It was found that ultrafiltrates of blood plasma from normal and 
hypertensive patients contain an almost identical amount of vasoconstrictor 
substance or substances. Ultrafiltrates of blood plasma from patients made 
transiently hypertensive by angiotonin contain a much greater amount of 
vasoconstrictor substance than ultrafiltrates of plasma from hypertensive 
patients whose blood pressures are much higher. The conclusion is reached 
that angiotonin is not present in increased amounts in the blood of patients vith 
essential hypertension of long duration and that essential hypertension is 
probably not caused by an increased production of angiotonin. 


A CASE OF RETROPERITONEAL HAEMORRHAGE CAUSING DEATH 

IN LATE PREGNANCY 


Meave Kenny and I. Doniach 
I J. Obst. & Gynaec. Brit. Emp., 62: 259-61, 1945 

A married woman, 30 years of age, attended the antenatal clinic during the 
28th week of her second pregnancy. During her first pregnancy she had been 
treated for gonorrhoea but no evidence of venereal disease was found now and 
she appeared very well. 

At the 36th week she returned for routine inspection and was found to have 
edema of the legs. The blood pressure was 160/100 mm. Hg. On the follow- 
ing morning she was brought in unconscious, ashen and pulseless and died within 
a half hour. At death, a cesarean section was performed and a new-dead, 
mature child delivered. The laparotomy revealed a massive retroperitoneal 
hemorrhage on the left side. 

It was concluded from the husband’s disclosure that coitus may well have 
played the part of precipitating the hemorrhage. 

Post-mortem examination showed that the pre-eclamptic clinical signs of 
hypertension and edema were based upon pathological changes, typical of 
eclampsia, in the heart, liver and kidneys. The brain, respiratory system, 
thvroid adrenals, pancreas and vertebral bone-marroiv all were free of givss 
lesion. ’The source of the hemorrhage was not discovered. 7 references. 

6 figures. 
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FATAL HEMORRHAGE FROM AN ANGIOMATOUS POLYP OF 
ILEUIM COMPLICATING PREGNANCY 

S. H. POLAY'ES AND ThOMAS F. NeVINS 
Am. J. Obst. & Gynec., 60: 207-212, 1945 

Approximately 93 cases of angioma of the gastrointestinal tract have been 
reported in the literature. Only about 13 of these involved the ileum, and in 
most of these the angioma was one of several lesions coexisting in other segments 
of the intestines. The present case not only represents one of the few instances 
in which the lesion was solitary and limited to the ileum but is unique in that the 
lesion complicated pregnancy. 

The patient was a 26-year-old white woman in the sixth month of pregnancy on 
admittance to hospital for treatment of severe secondaiy anemia Yvhich resulted 
from repeated attacks of rectal bleeding. The bleeding episodes dated from 
about six months after a pregnancy resulting in a full-term stillbirth and about 
14 months prior to onset of the present pregnancy. The night after admittance 
to hospital the fetal heart beats stopped and before a blood transfusion could be 
&ven the patient died following a massive hemorrhage per rectxim. Autopsy 
revealed no pathologic conditions other than a soft pobTioid structure on the 
ileum, about 50 cm. above the ileocecal junction, covered with fresh blood clot, 
and an area of superficial ulceration in the mucosa aroimd it. It is suggested 
that had the diagnosis been made earlier in her course, surgical intervention 
might have spared the patient’s life. 


A QUADRIOVULAR QUADRUPLET PREGNANCY 
B. P. Watson 

Am. J. Obst. & Gynec., 60: 184-190, 1945 

This paper reports the first birth of quadruplets in New York City. The 
birth weights were as follows: Baby A, female, five poimds; baby B, male, five 
pounds; baby C, female, four pounds twelve ounces; and baby D, female, four 
pounds thirteen ounces. Examination of the placenta and membranes indicated 
that each was developed from a separate ovum. At the age of seven months they 
had no striking resemblances and could easily be distinguished from one another. 
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THE TREATMENT OF MYOMAS IN PREGNANCY WHICH ARE 
UNDERGOING DEGENERATION 


H. W. Johnston 
Canad. M. A. J., 63: 366-67, 1945 


Ten cases of myoma undergoing severe degeneration in pregnancy are pre- 
sented. The author believes that conservative treatment of such cases is amply 
justified because of the risk involved for both mother and fetus in the operation 
of myomectomy on the pregnant uterus. 

The commonest type of tumor is a red degeneration or a necrobiosis. The 
tumor becomes enlarged, tender and painful and fever supervenes. The treat- 
ment for all of the ten cases presented in this report was expectant, consisting of 
rest in bed, heat to the abdomen, sedation and assurance. Five of the patients 
were delivered by natural channels. Three were afebrile during the puerperium 
and one had a moderately severe post-partum hemorrhage. Myomas which have 
undergone degeneration in pregnancy frequently have adherent omentum which 
may be torn during labor if the tumor is pressed upon. This would result in 
serious intra-peritoneal bleeding and require immediate laparotomy. The other 
five of the ten cases were treated by cesarean section at term with myomectomy. 
Myomectomy is an easy operation in the pregnant uterus. Degenerated or de- 
generating tumors shell out like peas from a pod. 

Since any operative interference with the tumor during the prenatal period, 
apart from hysterectomy, will probably lead to a miscarriage, it appears wiser 
to give conservative expectant treatment throughout the pregnancy. 


A CASE OF INCARCERATED UTERUS SUCCESSFULLY TREATED 

IN 1808 

Herbert Thoms 

Connecticut M. J., 9: 771-72, 1945 

The author presents an account of a case of incarcerated uterus which was 
written by an unknown author. The case was treated in 1808 and is interesting 
partly because of its early record and also because of the method used in its 
successful treatment. 

A 40 -year-old ivoman, pregnant supposedly about three months, in jumping 
from a horse, felt something give way in her pelvis. The shock ivas followed by 
weakness, dysuria, nausea and vomiting. Bimanual pelvic examination, per- 
formed 15 days later, revealed a tumor betiveen the rectum and vagina which 
anneared to be a sack of the rectum filled ivith indurated feces, the sack having 
beL formed by pressure of the superincumbent uterus. A little farther up the 
rectum was entirely obstructed by the fundus of the uterus. 
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No effects were achieved by manual trials to replace the uterus, either with the 
patient on her back or in the knee-chest position. It was finally restored “by 
an ins tr um ent resembling a probang, made of a cylinder, the size of the finger, 
and eight or ten inches in length, on the end of which a head was formed, by 
winding flax and covering it with soft leather, as large as could be passed 'into 
the rectum.” With the patient on her knees, the chest low’er than the pelvis, 
this instrument was introduced into the rectum. By applying much force both 
with the instrument and with two fingers in the vagina, the uterus was raised 
above the brim of the pelvis. After the usual gestation period, the patient was 
delivered of a healthy child. 


THE PREGNANCY ANEMIAS IN THE LIGHT OF THE STERNAL 

PUNCTURE 

S. Thaddea 

Geburtshilfe und Frauenheilkunde 6; 201, 1944 

Hitherto existing findings in the bone marrow of pregnant women indicate 
that the sternal marrow is very rich in cells. Sternal puncture in normal preg- 
nancy shows, as characteristic landmarks, the presence of macroblasts, anisocy- 
tosis of promyelocytes, eosinoplulia, and plasmacellular reaction of the reticulum 
cells. Tbese changes are termed “pregnancy reaction of the bone marrow”. 

True anemias of pregnancy are divided into hypo- and hyper-chromic types. 
Essential hypochromic anemia of pregnancy is based on lack of iron, as proved by 
physiologic investigations on the plasma iron chemism. The bone marrow in 
this condition is hyperplastic as a rule. Particularly the macroblasts are nu- 
merically increased. In the sternal marrow there is marked increase of erythro- 
blasts, due either to an excess of immature macroblasts or small normoblasts. 
Essential hypochromic anemia of pregnancy, after being treated with iron, often 
shows a “stabkemige” leukopoesis wdth moderate leukocytosis. 

Pernicious anemia of pregnancy is a rare complication of pregnancy. It is 
differentiated from Biermer anemia by normality of the senun bilirubim level, 
by normal conditions of gastric secretion, by absence of urobilinogen in the mine, 
by absence of recurrences outside pregnancy and by the fact that permanent cure 
takes place following puerperium. Pathogenetically, increased consumption of 
the antipemicious principle as a result of surplus fetal demand is one of the causes 
of pernicious anemia of pregnancy. In the sternal marrow megaloblasts and 
giant “stabkemige” are found. 

In pseudopemicious anemia of pregnancy the sternal puncture reveals the same 
picture of the bone marrow as is seen in normal pregnancy, namely macroblasto- 
sis without giant forms of myelopoesis. As to the “tropical macrocytic anemia of 
pregnancy”, no findings of the sternal marrow exist for the time being. In the 
presence of the so-called pernicious-like hemolytic anemia of pregnancy asso- 
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dated with chronic malaria, megaloblasts are said to occur in the bone marrow. 
This occurrence is probably due to the fact that the chronic malaria has exerted 
a noxious effect on bone marrow and spleen. 


THE INFLUENCE OF PREGNANCY ON OTOSCLEROSIS 

Richard T. Barton 
New Eng. J. of Med., 233: 433-6, 1945 

Otosclerosis is a pathologic process of unknown etiology, wherein new spongy 
bone is formed about the stapes and oval window, resulting in progressive deaf- 
ness. This process is frequently affected unfavorably by pregnancy, as well as 
by other endocrine crises. The loss of auditory function may occur at any time 
in relation to pregnancy — during or after it, or six months or so after parturition. 

The relation of pregnancy to this condition, the indication for abortion and the 
effect of abortion on the progress of the disease have, according to the author, 
rarely been discussed in English medical literature. However, in Europe the 
literature in the last decade has been stimulated by German attempts to lay down 
rules for their eugenics courts to regulate this disease. 

Dr. Ruth P. Guilder, of the Winthrop Foundation, made a study at the Massa- 
chusetts Eye and Ear Infirmary, of 133 otosclerotic women who had experienced 
one or more pregnancies. All these cases were examined and tested to make the 
diagnosis reasonably certain. There were 19 cases in which, for various reasons, 
it was impossible to ascertain complete information regarding, the effect of preg- 
nancies. The results demonstrated that nearly two-thirds of the cases studied 
were made worse by at least one of their pregnancies (73 cases). Forty showed 
no appreciable alteration in the course of the disease. In only one case did the 
hearing improve during pregnancy and this was only temporary. It was the 
patient’s first pregnancy and the hearing returned to the previous level after 
parturition. This same phenomenon has been observed by other authors. 

Many authors have blamed the progression of the disease on certain endocrme 
changes, those taking place in one of the following periods having been suspected; 
during pregnancy; immediately after it (during lactation); and six months or 
more after parturition. In the 73 cases in the series it was demonstrated that 
the hearing loss commenced immediately after delivery in about half the cases 
(30 cases) ; during pregnancy in 12 cases; six months or more after parturition, m 
17 of the patients. Whether the increase in deafness in the last group should be 
attributed to pregnancy or to some other inciting agent is open to question. 

The fact that deafness is sometimes made worse by pregnancy does not mean 
that the hearing loss is alwmys precipitated by the first gestation. One authority 
states that the damage sustained in the first pregnancy in most cases recedes, 
whereas that aggravated by later pregnancies usually persists. However, among 
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51 cases in the present series in ■which deafness had its onset with the first preg- 
nancj', the damage receded in onlj^ two. In all others the hearing loss was main- 
tained. The hearing maj- or maj' not be further affected by subsequent preg- 
nancies. 

Some-R-riters are of the opinion that aggravation of hearing loss usually occurs 
not in the first pregnancy but in a later one, and that this is especially true in 
rapidly successive childbearing. The author of this article states that the present 
studj^ did not corroborate this, but indicated that the onset of the ear affection 
occurs most frequent^ at the time of the first pregnanc 5 L There was httle e-vd- 
dence that rapid succession of pregnancies was anj-^ more harmful to the hearing 
than •v\'idely distributed gestations. Seventj-’-two per cent of the patients in this 
series suffered hearing loss with the first pregnancj’’ and fifty per cent with sub- 
sequent ones. 

The problem of therapeutic abortion in the management of otosclerosis is an 
extremely difficult one, and there is great diversity of opinion on the subject. 
The author believes that abortion is never justified in these cases for the follow- 
ing reasons: the effect of pregnancy on otosclerosis is variable and unpredictable; 
the favorable effect of abortion on the otosclerosis is inconstant and the progres- 
sion of the deafness •with pregnancy may or maj’^ not be arrested by it; the disease 
does not endanger the life of the mother as do the accepted indications for thera- 
peutic abortion; and this type of deafness is not the severe handicap that it once 
was, owing to the modern hearing aid and the promise of surgical treatment. 
Sterilisation or other eugenic measures are futile in the control of otosclerosis 
because the hereditary nature of the disease is not knowa accurately. 


EFFECT OF RIGID SODIUM RESTRICTION ON BLOOD PRESSURE 
AND SinUlTVAL OF HYPERTENSRTE RATS 

A. Grollman and T. R. Harrison 
Proc. Soc. Exper. Biol. & Med., 60: 52-55, 1945 

Observations by the authors during their course of studies on experimental 
hj^jertension in the rat have shomi that the addition of sodium chloride in very 
excessive amounts to the normal diet raised the blood pressure only slightly. 
However, when diets naturally low in sodium chloride were administered without 
the addition of salt mixture, prompt reduction of the blood pressure occurred to 
relatively normal levels. The present paper discusses the effect of experimental 
rigid sodium restriction on rats. 

Drastic sodium restriction was shovm to result in a marked drop in the blood 
pressure of rats with experimental hypertension. It appeared that even 0.5 per 
cent sodium chloride partially prevents the hj’^potensive effect of a low-sodium 
diet and that 2 per cent sodium chloride completely inhibits the effect. It ap- 
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peared that deficiency of sodium rather than of chloride is related to the observed 
hypotensive effect. 

Experimentation on the effect on survival indicated that the decline in blood 
pressure associated with a low-sodium diet is not only not detrimental to miimnla 
with experimentally induced hypertension but appears to be beneficial insofar as 
duration of life is concerned. 

The hypotensive effect in animals on a low^sodium diet was inhibited by the 
administration of large doses of choline. This inhibitory effect may possibly be 
due to the pharmacod 3 Tiamic action of choline in such large doses. 

The authors believe it most likely that when subjected to a drastic sodium re- 
striction, the animal with experimental renal hypertension and certain (but not 
all) patients with hypertension rid themselves of the plethora of salt and water 
in their tissues and that this secondarily results in the observed reduction in blood 
pressure. 

(Whether this experimental evidence has any relationship with the behavior of sodium in 
pre-eclampsia cannot be said, but it is in keeping with common clinical experience in that 
condition. Certainly there is no therapeutic procedure of greater value in pre-eclampsia 
than the withdrawal of sodium chloride-; and even in normal gravidae it is desirable, as a 
prophylactic measure, to restrict salt intake in the last month or so. — Ed.) 


SURGICAL EMERGENCIES OF THE ABDOMEN COMPLICATING 

PREGNANCY 

Rodney L. Stedgb and Joseph L. Wilson 
Guthrie Clin. Bull., 16: 59-65, 1945 

Forty-three cases of pregnancy complicated by acute abdominal condition 
requiring operation at the Robert Packer Hospital since 1927 are reported. TIus 
series does not include ectopic pregnancies and cases in which hysterectomies 
were performed. Appendicitis was the most common indication for operation m 
this group; 28 appendectomies were performed. These cases were subdivided as 
folloivs: acute gangrenous, perforated, 3 cases; acute gangrenous, non-perf orated, 
3; acute appendicitis, 13; subacute or chronic, 9. An analysis of the appendec- 
tomy cases showed a decreased incidence but an increased severity of the attacks 
during the later months of pregnancy. A high percentage of these patients gave 
a history of attacks prior to pregnancy. The difficulties in diagnosing appenih- 
citis during pregnancy are discussed and right upper pain due to the upward 
displacement of the appendix out of the pelvis as pregnancy advances is stressed 
as a symptom. Muscle spasm is often absent because the abdominal wall is thin 
and tense Pelvic or rectal examination is usually non-contributory because ol 
tbP nresenting part and the elevation of the appendix. The maternal mortality 
from perforated appendicitis approaches 60 per cent and that of the fetus 75 per 
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cent, as calculated from the authors’ material and other reports from the litera- 
ture. In cases not complicated by perforation or peritonitis, the maternal mor- 
tality is about that of the non-pregnant woman and the fetal mortality ap- 
proaches 10 per cent. The treatment of appendicitis during pregnancy is prompt 
surgical intervention, without interruption of the pregnancy. 

The next most frequent complication requiring surgery was ovarian cysts (9 
cases). There were no maternal nor fetal deaths in this group. Five preg- 
nancies progressed to term; the final outcome of the others is not known. Chole- 
cystectomy was performed in one instance. This patient was two-months preg- 
nant and aborted four days after the operation. Myomectomy was performed 
in three cases. Strangulated hernia was an acute emergency in one case and 
repair of a traumatic ruptured duodenum was performed in another. There 
were no maternal nor fetal deaths in these last three groups. 



PATHOLOGY OF LABOR AND PUERPERIUM 

THE INFLUENCE OF MINOR DEGREES OF FAILURE OF FUSION 
OF THE MULLERIAN DUCTS ON PREGNANCY AND LABOR 

Stanley Way 

J. Obst. & Gynaec. Brit. Emp., 62: 325-33, 1945 


Occasionally failure of fusion of the Mullerian ducts occurs in humans and may 
be of varying degree, although most commonly it is slight. The author shows 
that the congenital defects resulting from this failure of fusion have effects which 
are little known and serious for both mother and child. He classifies the de- 
formities as follows: (1) Uterus arcuatus; (2) Uterus bicornis unicorpus unicollis; 
(3) Uterus bicorpus unicoUis; (4) Uterus bicorpus bicollis; (5) Uterus subseptus; 
and (6) Uterus septus. 

Types 1, 2 and 5 are regarded as minor deformities, probably much commoner 
than generally is imagined. The remaining types are more severe and very much 
rarer. Since types 2 and 5, although minor, produce abnormalities in pregnancy 
and labor, their recognition is of importance. 

A total of 18 cases having abnormalities of the uterus are presented and d^ 
scribed in some detail. The histories of many of these cases show numerous 
previous abortions. The mode of delivery was most commonly cesarean section, 
Several children died and one was born with a hair-lip and spina bifida. The 
maternal deformity most commonly seen in these cases was uterus bicomis 
unicorpus unicollis. 

An attempt was made to radiograph the uteri of several female children. This 
procedure was abandoned when it proved very difficult and not without danger. 
The two surviving children in one case were radiographed, one showing a uterine 
deformity and the other being normal. Another patient with uterus bicornis 
unicorpus unicollis was delivered of a female child which died on the 4th day of 
life. Autopsy showed the same deformity present in the infant. 

Twelve of the patients had a total of 33 pregnancies of which the details are 
known and the following complications occurred, in order of their frequency. 
transverse lie; abortion; breech; premature labor; retention of whole or partol 
the placenta; prolapsed cord; and placenta previa. Of the 22 viable children 
delivered, 4 were stillborn, 1 died after breech delivery and 2 died of causes not 
connected with the uterine deformity. This gives a fetal mortality of 22.8 pc'" 
cent due to the uterine abnormality. 

The author believes that operative correction is indicated where a deformity is 
definitely known to be the cause of a repeated abortion syndrome, but the risk of 
rupture of a scar in a subsequent labor must be borne in mind. Patients suffer- 
ing from the repeated abortion syndrome and those who have unexplained trans- 
verse presentations should be subjected to radiological investigation of the utenne 
cavity so that appropriate measures may be taken to deal w'ith the dangers and 
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difficulties wMcli may arise in cases of deformities. For the patient who is kno'mi 
to have such a deformity, careful ante-natal care and hospital delivery are 
essential. The practitioner should bear in mind the fact that daughters of such 
patients may inherit the deformity. 4 figures. 1 reference. 

(The standard anatomical classification of the bicornuate uterus, with its dozen or so sub- 
divisions and its long Latin names, is avowedly cumbersome and lacks, moreover, clinical 
correlation. From a practical viewpoint it would be much better in Way’s opinion to regard 
all these cases as falling into two main categories. In one group he would place all cases 
with two uterine cavities. These are gross deformities, are rather rare and behave in a 
fairly well-established and characteristic manner, — that is, while many patients in this class 
do very satisfactorily in pregnancy and labor, the incidence of abortion, uterine inertia and 
retained placenta is high, and occasionally the non-pregnant horn may block the birth canal. 
In the other category, he would put all cases with one uterine cavity; it is characteristic of 
these cases that there is a partial septum bulging into the single cavity and it is this septum 
which causes the clinical difficulties which ensue. These are habitual late abortion, re- 
peated malpresentation, and placental retention. 

Way has done a real service, from a number of viewpoints, in directing attention to this 
latter group of cases which result from minor degrees of failed fusion of the mullerian ducts. 
In the first place, he cites convincing evidence that the condition is more common than 
generally realized. Indeed, between the time he submitted the manuscript for publication 
and the date of its going to press, he was able to add 6 cases to his original 12 ! In the second 
place, the many repeated transverse and breech positions in his series attest beyond ques- 
tion the effect — understandable enough — of these septa on fetal position. In this connec- 
tion it should be noted that Nandy in his excellent study on “Habitual Breech Presenta- 
tion” has indicated the importance of uterine septa in the etiology of that abnormality 
(Calcutta M. J., 31: 289-298, 1936). Finally, the author’s observations on the hereditary 
aspects of these malformed uteri are rather startling. As be points out, however, more in- 
vestigation is needed on this question. 

All in all, this is noteworthy contribution and should cause obstetricians everywhere to 
bear in mind the possibility of these septa when dealing with late habitual abortion, re- 
peated malpresentations and placental retention. — Ed.) 


THE BEHAVIOR OF THE FOETUS IN UTERO WITH SPECIAL 
REFERENCE TO THE INCIDENCE OF BREECH 
PRESENTATION AT TERM 

C. Keith Vartan 

J. Obst. & Gynaec. Brit. Emp., 62; 417-434, 1945 

This paper is a sequel to one published by the author in 1940 (Lancet, Part I, 
595, 1940) in which the theme was advanced that the cause of breech presentation 
should be sought in those conditions which prevent spontaneous version from 
taking place. Since this contention is tantamount to saying that breech pre- 
sentation is very common in mid-pregnancy and that correction of it bj’’ spon- 
taneous cephalic version is the rule, the author now presents figures by which 
hypotheses can be checked. 

Carefiil abdominal palpation was carried out on a consecutive series of ante- 
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natal patients from the 30th -week on -ward until such a time as a diagnosis of 
-breech presentation had been made on 1000 patients. If the diagnosis was in 
doubt, x-ray films were made. This task took three and a half years and the 
examination of 387 5 patients for its completion. On the basis of his observations, 
the author has drawn up nine postulates, as follows: 

1. The incidence of breech presentation at the 30th week is high. Since 1000 
breech presentations were observed after only 3875 patients had been examined, 
it follows that 1 woman in every 4 in this series was knowm to have a breech at 
some time or other. Ryder’s comparable ratio, based on an analysis of 1721 
cases was 1 in 6 (Am. J. Obst. & Gynec., 46: 1004, 1943). 

- 2. In most breech cases spontaneous version takes place. Thus, in the 1000 
cases studied this movement occurred 680 times. In 28 of these cases it took 
place after failed external version. 

3. Spontaneous cephalic version is a maneuver which tends to take place once 
and only once. It occurred only 5 times in this series. 

4. Spontaneous cephalic version is only rarely followed by reversion. It was 
observed only 25 times, a finding at variance with the belief that the fetus is 
constantly traveling around in the amniotic sac. This suggests to the author 
that in spontaneous cephalic version the fetus has made a purposive movement, 
for some definite reason. 

5. Spontaneous cephalic version takes place at a specific time in pregnancy. 
In the present series the bulk of the versions were known to have taken place by 
the 34th week. Among those cases in which the time was known by which ver- 
sion had taken place, namely, 559, 480 or 85.9 per cent seem to have occurred 
between the 30th and 34th week, inclusive. The most common time w'as the 
32nd week with the 31st and 33rd weeks next. 

6. Spontaneous podalic version is not common. It was observed 134 times in 
this series of 3875 patients or in 3.46 per cent. If then the fetus reaches the 31st 
to 33rd week as a vertex, the chance of this presentation being disturbed is 
remote. 

7. External version has a higher reversion rate than has spontaneous version. 
Indeed, in the present series most of the 134 cases of spontaneous podalic version 
noted above occurred after one or more external cephalic versions, and the total 
reversion rate ivas 21.8 per cent. 

8. Failed version is associated with certain definite clinical findings, namely a 
diminished amount of amniotic fluid or extended legs. Failure to turn the breech 
to a vertex occurred on 77 occasions. The failure wms subsequently overcome, 
spontaneously 28 times and by the obstetrician 13 times. In the remaining 36 
instances the patient was delivered as a breech. X-ray films on these cases o 
failed version revealed that the attitude of the fetus was regularly one of extension 
often with an upright stance. The latter indicates a tight application of the 
uterus to the fetus and means that the quantity of liquor is small. 

9. Breech presentation at term cannot be eliminated because of failed external 
version, spontaneous podalic version, twins, etc. In the present series, of the 
orieinal 3875 cases, 85 or 2.2 per cent were deHvered as breeches. Had only 
single pregnancies been included, the figure would have been about 1.8 per cent. 
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(Of the several reasons which have been advanced to explain why the baby at term 
usually presents by the vertex, about the only tenable one seeins to be the pjTiform shape of 
the uterus. Although the measurement of the fetal head at term is slightly larger than the 
breech, the entire podalic pole of the fetus, that is, the breech plus its flexed extremities, is 
bulkier than the cephalic pole and more motile ; the cephalic pole is represented by the head 
only, since the upper extremities are some distance removed and are small and less pro- 
truding. Until about the 32nd week the mass of amniotic fluid is large in relation to fetal 
mass and there is no crowding of the fetus by the uterine walla. At approximately this 
time, however, the ratio between amniotic fluid mass and fetal mass alters in the direction 
of a relative dimunition in amniotic fluid. This brings the uterine walls in closer apposition 
to the fetal parts and it is only then that the pyriform shape of the uterus exerts its effect; 
the fetus, if it has been presenting by the breech, changes its polarity in order to make use 
of the roomier fundus for its bulkier and more motile podalic pole. The high incidence of 
breech presentation in hydrocephalic fetuses is in keeping with this theory since here the 
cephalic pole is definitely larger than the podalic. Nor is the high frequency of breech 
presentations in anencephalic monsters an argument against it since such fetuses are usually 
premature at deliverj' and hydramnios is the rule. 

As Vartan points out, the cause of breech presentation must be some circumstance which 
pre%'ents the physiological mechanism described above from taking place. Obviously, 
abnormal uterine shape can play a r61e in rare cases only, for instance, in cases in which a 
septum bulges into the upper segment; otherwise, breech presentations would repeat them- 
selves much more often than they do. Vartan believes that some peculiarity of fetal at- 
titude may prevent the fetus from turning itself, particularly extension of the vertebral 
column in frank breeches ; and his series of skiagrams of cases in which the baby did not turn 
and could not be turned, afford convincing evidence of his contention. Another important 
factor, he points out, is a diminished amount of amniotic fluid. 

Studies such as this have an important bearing on the pros and cons of external version. 
Some 75 per cent of infants which present by the breech at the sixth month change spon- 
taneously to vertex presentations by term. In the remainder, some special circumstance, 
presumably an extended fetal attitude or a tendency to oligohydramnios, not only prevents 
spontaneous version but also makes external version difficult or impossible. This fact ex- 
plains perhaps why the proponents of external version have been unable to reduce their 
final incidence of breech presentation greatly below the usual frequency of 3 per cent. 
Thus, Ryder (M. Record, 167: 167-601, 1944) reports 2.7 per cent and the present author, a 
figure between 1 and 2 per cent, depending on the method of calculation. — ^Ed.) 


PENICILLIN TREATMENT OF ACUTE PUERPERAL MASTITIS 

C. P. Hodgkinson AND R. E. Nelson 
J. A. M. A., 129: 269-70, 1945 

The authors present cases of twenty-four patients suffering from acute puer- 
peral mastife who were treated with penicillin. All of these cases resolved with- 
out abscess formation. 

Bacteriologic studies have shown that most acute puerperal breast infections 
are staphylococcic in origin. Staphylococci are among the organisms found to 
be particularly susceptible to penicillin. Sulfonamide therapj*^ has apparently 
failed to achieve the expected clinical improvement because of the rdative in- 
effectiveness of such drugs on staphylococcic infections. 
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The clinical course of acute mastitis is characterized by a short period of 
cellulitis followed promptly by abscess or resolution. Once an abscess has 
formed, penicillin wiU not replace adequate incision and drainage. Limiting 
breast infections to the cellulitis stage must involve early initiation of treatment. 

Each of the twenty-four patients in this series received 840,000 Oxford units of 
penicillin under a five day plan consisting of 25,000 Oxford units every three 
hours for seventy-two hours, then 15,000 Oxford units every three hours for 
forty-eight hours. If the breasts were lactating, inhibition was facilitated by 
using diethylstilbestrol in doses of 5 mg. three times daily until 40 mg. had been 
given. All patients were discharged between the fifth and eighth days. Abscess 
formation was prevented in all cases. Recurrence of s3Tnptoms failed to develop 
in any case. 7 references. 


THE DIAGNOSIS OF CEPHALOPELVIC DISPROPORTION 

W. T. McConnell 
Kentucky M. J., 43; 303-07, 1945 

The author presents a method for the diagnosis of cephalopelvic disproportion 
which has proved successful in private and clinical practices. 

It is apparent that there are two main difiBculties causing preventable deaths 
of many babies; one of these is undetected cephalopelvic disproportion of the 
fetus and the other is the case of breech presentation. The author finds that 
external pelvic measurements are not reliable in determining whether or not a 
disproportion exists. The factors encountered which make them unreliable are: 
(1) marked variations in the thickness of the bones forming the pelvic girdle 
which may mean variations in the internal pelvic capacity; and (2) marked vena- 
tions in the angle of the iliac bones in relation to the long axis of the birth canal. 
It is not so much a matter of the external measurement, the size of the baby or 
even the exact size of the true pelvis, but the relationship between the size of a 
given head to a given pelvic capacity at the time of birth. 

The author’s formula for use in cephalic presentations requires measurements 
from two x-ray views — ^anteroposterior and lateral of the mother’s pelvis. D 
reading the films, diameters must be accurately measured. The longest diam- 
eter of the fetal head is subtracted from the longest diameter of the transverse 
diameter of the pelvis. Then, from the lateral view, the longest diameter of the 
head is subtracted from the measurement of the true conjugate of the pelvis 
from the inside of the symphysis to the promontory of the sacrum. The two 
differences are added and the sum divided by 2, the result being the total clear- 
ance. A total clearance of 1.5 cm. is safe for the baby to be bom. One cm. w 
considered borderline, .5 cm. total clearance is very questionable and minus 1.0 
cm is considered absolute cephalopelvic disproportion. 

In this manner all cases may be divided into 3 classes: (1) those in which there 
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is knovsTi to be no cepbalopeUdc disproportion; (2) those falling into the border- 
line group; and (3) those which are considered to be absolute disproportion. All 
patients in class 1 may be delivered from below and all class 3 patients should be 
delivered through the abdomen. Borderline cases are deUvered as indicated by 
other factors such as ability of the head to mold, character of pains, ease of cervi- 
cal dilatation, angle of inlet, shape of sacrum, other pelvic abnormalities and 
muscles and fat of the birth canal. 

Because of magnification it has been diflacult to rely upon x-ray views of breech 
presentations in estimating cephalopelvic disproportion. The author finds that 
by taking anteroposterior and posteroanterior views of the patient, adding these 
together and di\nding by 2, one has the relative proportion of the head to the 
pelvis. 


ACUTE INCOMPLETE INITIRSION OF THE PUERPERAL UTERUS. 
REPORT OF CASE WITH POSTMORTEM FINDINGS 

W. C. Thomas and D. E. Ward, Jr. 

N, Carolina Med. Jour., 6: 515-517, 1945 

The subject of this report was an 18-year-old white housewife. Both her 
mother and a maternal aunt had died during labor but no further details of these 
deaths could be obtained. The patient’s menstrual period had been irregular 
and the flow scanty since menarche at the age of 14 years. Labor began spon- 
taneously and lasted eleven hours. The position of the baby was right occiput 
anterior. The second stage of labor was carried out under ether anesthesia and 
a normal baby was deUvered by outlet forceps. The placenta separated spon- 
taneously and was expressed intact fourteen minutes after the deUvery of the 
haby. The total blood loss was estimated to be 500 cc. Ergotrate was ad- 
ministered. The patient reacted from the anesthesia promptly, but vomited 
several times and passed several clots of blood from the vagina. An hour after 
delivery she suddenly lapsed into a state of profound shock and died ten minutes 
later. At postmortem examination four hours later a sUght amount of bloody 
fluid issued from the vaginal orifice but no clots were noted within the vagina. 
The cervix was in the usual immediate postpartiun condition of dilatation. The 
upper limit of the fundus could not be palpated, but when the abdomen was 
opened the uterine fundus was found to be completely inverted. The internal 
viscera were markedly congested with blood. Histological examination of the 
sections through the entire uterus and vagina demonstrated that the placenta 
had been attached to the anterior and superior uterine walls. Microscopic study 
of the tissues of the myometrium revealed no pathological alterations. A diag- 
nosis of acute incomplete inversion of the puerperal uterus and peripheral circula- 
tory collapse was made. 
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The clinical course of acute mastitis is characterized by a short period of 
cellulitis followed promptly by abscess or resolution. Once an abscess has 
formed, penicillin will not replace adequate incision and drainage. Limiting 
breast infections to the cellulitis stage must involve early initiation of treatment. 

Each of the twenty-four patients in this series received 840,000 Oxford units of 
penicillin under a five day plan consisting of 25,000 Oxford units every three 
hours for seventy-two hours, then 15,000 Oxford units every three hours for 
forty-eight hours. If the breasts were lactating, inhibition was facilitated by 
using diethylstilbestrol in doses of 5 mg. three times daily until 40 mg. had been 
given. All patients were discharged between the fifth and eighth days. Abscess 
formation was prevented in all cases. Recurrence of symptoms failed to develop 
in any case. 7 references. 


THE DIAGNOSIS OF CEPHALOPELVIC DISPROPORTION 

W. T. McConnell 
Kentucky M. J., 43: 303-07, 1945 

The author presents a method for the diagnosis of cephalopelvic disproportion 
which has proved successful in private and clinical practices. 

It is apparent that there are two main difficulties causing preventable deaths 
of many babies; one of these is undetected cephalopelvic disproportion of the 
fetus and the other is the case of breech presentation. The author finds that 
external pelvic measurements are not reliable in determining whether or not a 
disproportion exists. The factors encountered which make them unreliable are; 
(1) marked variations in the thickness of the bones forming the pelvic girdle 
which may mean variations in the internal pelvic capacity; and ( 2 ) marked vana- 
tiohs in the angle of the iliac bones in relation to the long axis of the birth canal. 
It is not so much a matter of the external measurement, the size of the baby or 
even the exact size of the true pelvis, but the relationship between the size of a 
given head to a given pelvic capacity at the time of birth. 

The author’s formula for use in cephalic presentations requires measurements 
from two x-ray views — ^anteroposterior and lateral of the mother’s pelvis. lo 
reading the films, diameters must be accurately measured. The longest diam- 
eter of the fetal head is subtracted from the longest diameter of the transverse 
diameter of the pelvis. Then, from the lateral view, the longest diameter of the 
head is subtracted from the measurement of the true conjugate of the pelvis 
from the inside of the symphysis to the promontory of the sacrum. The two 
differences are added and the sum divided by 2, the result being the total clear- 
ance. A total clearance of 1.5 cm. is safe for the baby to be bom. One cm. is 
considered borderline, .5 cm. total clearance is very questionable and minus 1-0 
cm is considered absolute cephalopelvic disproportion. 

In this manner all cases may be divided into 3 classes: (1) those in which there 
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HUMAN MILK STUDIES: THE DIET OF LACTATING WOIMEN AND 
THE COLLECTION AND PREPAHATION OF FOOD AND HUMAN 
MILK FOR ANALYSIS 

MiiiDHED Kaucher, Elsib Z. Moyer, et ae. 

Am. J. Dis. Child., 70: 142-47, 1945 

This paper records the vitamin contents of planned dietaries eaten by a con- 
trolled group of women during studies of lactation, and of the composition of 
human milk from the point of Yuevr of physiology. The authors describe also 
the collection and preparation of foods and milk for analysis. 

During their ten day stay in the hospital after parturition, the mothers re- 
ceived known diets and complete collections of food, urine and milk were analyzed 
to determine vitamin, fat, protein and mineral contents and energy value. Tie 
same women were studied under the same comparable control and collection for 
five day periods during lactation at home. The menus on which the diets were 
based were typical of menus for obstetrical patients and were composed of simple 
palatable foods. 

The intake of protein averaged 109.5 Gm. daily and was 10 per cent above the 
recommended allowance for lactating women. The average daily intake of 
energy was 2,936 calories or 98 per cent of the recommended caloric intake. 
Total vitamin C intake averaged 125 mg., Adtamin A, 1,455 micrograms, caro- 
tene, 6,248 micrograms, thiamine, 1.23 mg., nicotinic acid, 16.50 mg. and ribo- 
flavin, 3.14 mg. It would be difficult for the lactating mother to receive the 
recommended amount of riboflavin without a generous allotment of milk . In 
this group each woman received slightly over a quart of milk daily. 

The average values determined for ascorbic acid, thiamine and nicotinic acid 
were considerably lower than those recommended. This fact emphasizes in 
part the amounts of these vitamins lost in preparation and cooking. 

The mean volume of milk secreted per day by six women was on the first 
hospital day 39 cc., on the third day 618 cc., on the fifth day 1,022 cc. and on the 
tenth hospital day 1,316 cc. The mean volume secreted at home by six women 
during the 75 to 99 day stage of lactation was 820 cc. The women’s appetites 
were completely satisfied by the diets, their body weights were maintained, and 
subsequent papers in this series demonstrate that their milk contained greater 
concentrations of some of the vitamins than did the 33ailk of women eating self- 
chosen diets. 
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HUMAN MILK STUDIES: IMPLICATIONS OF BREAST FEEDING 
AND THEIR INVESTIGATION 

I. G. Macy, H. H. Williams, et al. 

Am. J. Dis. Chad., 70: 135-41, 1945 

This paper provides the background for the presentation of the results of a 
comprehensive study of the secretion of human milk and the composition of 
human and bovine milk from the point of view of physiology. 

The authors state that “the kind and amount of food consumed by people 
during infancy, childhood and the reproductive period predetermine in a large 
measure the future health and strength of the nation.” The milk of a healthy 
mother has long been considered the most perfect food for her infant. On the 
average, the breast-fed infant enjoys a better chance to live and to have fewer 
illnesses. Breast feeding also saves time, labor and money in addition to the 
intangible values such as the emotional relationship between the nursing mother 
and her child. 

There is a definite individual physiologic capacity of the mammary gland, 
shown both in the quantity of milk which can be produced and in the length of 
time that lactation persists under normal conditions. Within limits the quantify 
of milk secreted by a normal breast adjusts itself to demand. The chances for 
full breast nursing are from 65 to 74 per cent, depending upon the age of the 
patient, parity and whether the nursing is from alternate or both breasts at each 
feeding. It is 'concluded that the suckling stimulus does not in any ivay increase 
milk production in the presence of a part time or deficient state. 

The quality and quantity of milk secretion may be altered by the following 
conditions: environmental factors; disease; size and anatomic structure of the 
mammary gland; heredity; and the emotional make-up of the subject. 

The present goals in the feeding of infants are the stimulation of wider use of 
breast feeding and human inilk and the application of nutritional principles to 
the mother’s diet so that she may produce breast milk that is adequate both in 
quantity and in quality. When breast feeding is contraindicated, the ultimate 
goal is to provide a formula w'hich is superior to human milk for infants. There 
is need for a revaluation of both human and bovine milk with respect to all the 
known nutriments, and this and subsequent series of studies were planned to 
fill this need in part. 
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The biotin content of the milk reached an average value of 0.38 micrograms 
per hundred cc. on the ninth postpartum day. The mean biotin content of 
mature human milk was 0.80 micrograms for women on known diets and 0.82 
micrograms for women on self-chosen diets. 

No effect of duration of lactation, volume of milk or season of the year could 
be noted on the values of any of these three vitamins m human milk. 


HUMAN MILK STUDIES : FREE AND TOTAL THIAAIINE CONTENTS 
OF COLOSTRUM AND MATURE HUMAN MILK 

Ch.\rlotte E. Roderhck, H. H. Winni-uns and Icie G. Mact 
Am. J. Dis. ChUd., 70: 162-70, 1945 

The authors have recorded total and free thiamine determinations for 60 
twenty-four hour collections of milk obtained during the first 10 postpartum 
days and 90 collections obtained 2 to 10 months postpartum from mothers re- 
ceiving diets of equal quality and knonm quantity. Comparable values are 
given for 187 samples representing complete expressions of the milk secreted in 
4 to 8 hours by 65 women during the first year of lactation whUe they were con- 
suming diets of their onm choice. 

During the first days of lactation human milk contains little thiamine. The 
concentration of total thiamine increases throughout the first few weeks of lacta- 
tion to a value in matiue human milk of 14.0 to 14.7 micrograms (4.7 to 4.9 
international units) per himdred cc. 

Free thiamine in mature milk does not have a constant value but increases 
gradually during lactation. The mean values found -were 6.7 micrograms (2.2 
international units) per hundred cc. for women receiving known diets and4.7 
micrograms (1.6 international units) for women eating self-chosen diets. 

Diet is the principle determinant of the concentration of thiamine in human 
milk. The emotional and physical states of the woman also are factors. 


HUMAN MILK STUDIES: FREE AND TOTAL RIBOFLAVIN 
CONTENTS OF COLOSTRUM AND MATURE HUMAN MILK 

Charlotte E. Roderhck, Margaret N. Coryell, et al. 

Am. J. Dis. Child., 70: 171-75, 1945 

Determinations were made of free and total riboflavin in 333 samples of milk 
collected from 80 women throughout ten months of lactation, beginning with the 
first day post partum. From these the authors present the foUonmg findings. 
The concentration of total riboflavin rises rapidly during the first five days of 
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HUMAN MILK STUDIES: A SIMPLE TECHNIC FOR THE MANUAL 
EXPRESSION OF MOTHERS’ MILK 

Velma Davies 

Am. J. Dis. Child., 70: 148^9, 1945 

The milk sacs, or temporary resevoirs of the continuously secreted milk lie 
beneath the areola. Not all of them lie just beneath the skin; therefore, com- 
plete emptying of the breast requires gentle pressure on the tissue underlying 
the entire areola. The author describes a method for the manual expression of 
milk from the breasts which she has used for fifteen years. It is simple and can 
be mastered easily by the mother. 

The only utensils needed are a sterile cup or beaker with smooth rounded edge, 
a funnel and a storage container. Hands and breasts should be washed in soapy 
water and dried with sterile gauze or towel. The breast is supported with four 
fingers of one hand under it and below the areolar tissue. The thumb is on the 
areola above the nipple and the cup is held with the other hand, its edge against 
the lower margin of the areola. Gentle pressure is exerted by the thumb doT\’n- 
ward against the inside of the cup in strokes continued at a rate of 30 to 50 a 
minute. The technic causes no pain or tenderness, permits free and rapid ex- 
pression of milk and allows the milk to flow directly into the bottom of the cup. 
2 figures. 


HUMAN MILK STUDIES: NICOTINIC ACID, PANTOTHENIC ACID 
AND BIOTIN CONTENTS OF COLOSTRUM AND MATURE 

HUMAN MILK 

Maegabet N. Coryell, Mart E. Harris, et al. 

Am. J. Dis. Child., 70: 150-61, 1945 

Nicotinic acid, pantothenic acid and biotin were determined in human milk 
secreted during the first ten postpartum days and in mature milk obtained as 
late as the twelfth month of lactation. In the assays for these vitamins, micro- 
biologic procedures were employed. 

On the tenth postpartum day the mean nicotinic acid content of the milk was 
245 micrograms per hundred cc. In 24 hour collections of mature human milk 
from women on known diets the average nicotinic acid content was 196 micro- 
grams per hundred cc., and in 4 to 8 hour collections from women on self-chosen 
diets the average was 176 micrograms. 

The average pantothenic acid content of the milk for the tenth postpartum day 
was 304 micrograms per hundred cc. The mean calcium pantothenate content 
of mature human milk was 256 micrograms for women on knoivn diets and 242 
Aerograms for women on self-chosen diets. 
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The authors found the average concentration of vitamin A in mature milk to 
be 62 micrograms (267 XJ.S.P. units) per hundred ec. for the women on known 
diets and 60 micrograms (258 U.S.P. units) for the women on self-chosen diets. 
The corresponding concentrations of carotenoids were 24 and 25 micrograms per 
hundred cc. respectively. 

The average concentration of wtamin A was high on the first day of lactation, 
rose to a ma\-irmim on the third day and then decreased to approximately the 
average concentration in mature milk on the ninth and tenth days. The average 
concentration on the third day was about 3 times that in mature milk. 

The concentration of carotenoids on the first day of lactation was about 10 
times that in mature milk. It decreased rapidly and began to level off on the 
fifth and sixth days. On the tenth day the concentration was still slightly above 
the average for mature milk. Both vitamin A and carotenoids tended to main- 
tain the same concentrations throughout the period of lactation from the thirtieth 
to the three-hundredth day after parturition. 


HUMAN MILK STUDIES; COMPARATnTE VALUES OF BO^UNE 
AND HUMAN MILIS IN INFANT FEEDING 

J. M. Lawrence, B. L. Herrington and L. A. Maynard 
Am. J. Dis. ChUd., 70: 193-99, 1945 

Since human milk is preferable to cow’s milk but is not always supplied, it 
would be highly desirable to be able to modify cow’s milk to pro%ade a formula 
more nearly comparable to human milk in composition. The authors present 
a summaiy of the most recent studies of the constituents of cow’s milk and the 
factors affecting their concentrations in market milk and compare cow’s milk 
mth woman’s milk as a basis for infant nutrition. 

The vitamin A and carotene contents of cow’s milk vary as a result of seasonal 
changes in the cow’s diet. The average of mean values is 33 micrograms of vita- 
min A and 30 micrograms of carotene per hundred cc. 

Exposure of the cow to sunlight is an important cause of variation in the \uta- 
nun D content of milk. However, it seems possible to say that normal summer 
milk may contain from 2 to 4 U.S.P. units per hundred cc. and winter milt- 
perhaps one-fourth of this. Clinical experience demonstrates that under present 
living conditions neither human milk nor cow’s milk can always be relied on to 
protect babies against rickets. 

Most investigators have reported between 2.0 and 2.5 mg. of ascorbic acid per 
himdred cc. of milk as it is obtained from the cow, but only a small percentage of 
this is contained in the milk received by the consumer. The vitamin C content 
of breast milk generally is present in higher concentrations than in cow’s milk 
but it is a matter of safety to provide additional mtamin C for both the breast-fed 
and the formula-fed baby. 
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lactation and slowly during the next five days. The concentrations of both free 
and total riboflavin attain the levels characterizing mature milk by the tenth 
day. The average value of total riboflavin in mature human milk was 41.3 
micrograms per hundred cubic centimeters for women on known diets planned 
by a dietician, and 35.4 micrograms for women on self-chosen diets. Free ribo- 
flavin composed from 43 to 86 per cent of the total riboflavin in mature human 
milk. 


HUMAN MILK STUDIES: ASCORBIC ACID AND DEHYDROASCORBIC 
ACID IN COLOSTRUM AND MATURE HUMAN MILK 

Bertha Munks, A. Robinson, et al. 

Am. J. Dis. Child., 70: 176-81, 1945 

Determinations of vitamin C were made on 329 collections of immature human 
milk obtained during the first 10 days post partum and mature milk obtained as 
late as the twelfth month of lactation. 

The authors found the oxidized form of ascorbic acid, dehydroascorbic acid, in 
over 35 per cent of the 68 milk samples analyzed and that it accounted for 14 
per cent of the total vitamin C (ascorbic acid plus dehydroascorbic acid) in those 
samples. 

Accurate values for the daily secretion of ascorbic acid in breast milk can be 
obtained only by analysis of 24 hour collections since there were found to be 
variations throughout the day and night. 

Total vitamin C or ascorbic acid or both were determined on 60 24 hour collec- 
tions of milk secreted during the first 10 days post partum and on 90 24 hour 
collections obtained from 10 women during periods of 5 consecutive days at 
intervals in lactation. Likewise, analyses for total vitamin C only were made 
on 179 samples from 66 women, each sample representing the secretion during 
4 to 8 hours while the women were eating diets of their own choice. 

The average total vitamin C for milk collected during the first 10 days post 
partum was 7.2 mg. per hundred cc., and that for partial and complete daily 
collections of mature milk was 5.2 mg. per hundred cc. 


human milk studies : VITAMIN A AND CAROTENOID CONTENTS 
OF COLOSTRUM AND MATURE HUMAN MILK 


Marjorie Lesher, J. K. Brody, et al. 
Am. J. Dis. Child., 70: 182-92, 1945 


Analyses for vitamin A were made on 314 collections of milk from 76 women 
durine various stages of lactation from 24 hours to one year. Twenty-four hour 
collections were procured from mothers receiving known diets. 
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Bronchoscopic aspiration of the newborn is a relativel 5 ’’ benign procedure when 
properly performed. Usually complete relief is not obtained for 6 to 8 hours 
after treatment, indicating that removal of secretions from the larger bronchi 
allows the smaller terminal branches to drain. 

The instnunent of choice in these cases is the new improved three millimeter 
bronchoscope devised by Dr. Simon Jesberg. While offering the same inside 
diameter, its outside diameter is smaller than the old instrument, thus allowing 
easy passage through the smallest glottic chink and preventing subsequent 
laryngeal edema. 


THE TREATMENT OF ASPHYXIA 

Joseph Kreiselman 
South Med. J., 38: 598-604, 1945 

Three methods of resuscitation, one suitable for treatment of asphyxia in the 
newborn and the other two for performing artificial respiration in the adult, 
are described. 

The routine used for the newborn is as follows. As soon as the cord has been 
cut the baby is placed in a heated bassinet in a 15° Trendelenberg position. The 
mouth and pharynx are cleared with an aspirator. If the infant does not breathe 
spontaneously, or if it is cyanosed or pale, oxygen is given without delay. It is 
important that oxygen be supplied immediately. If the infant is not breathing, 
the oxygen is supplied with the resuscitator by placing the mask over the nose 
and mouth with the airway over the tongue. In order to maintain a clear airway 
the head is extended and the chin held up. The valve lever on the mask is 
depressed by hand and held down long enough for the lungs to be inflated . When 
the lever is released the lungs deflate because of their own elasticity. The time 
required for inflation and for deflation is two seconds each. There should thus 
be twelve to fifteen inflations per minute. During this process the face mask is 
not removed as the expired gas will escape through the mask valv'e. The spas- 
modic inspiratory efforts with which the breathing of deeply asphyxiated babies 
usually begins, should be carefully watched and the inflations synchronized 
with each effort at inspiration, at the same time continuing the per minute rate. 
When breathing is established but oxygen is still needed, the face mask with the 
attached airway is removed and the continuous flow mask is placed over the 
mouth and nose, with the flow meter set at 4 liters per minute. If oxygen is 
needed over a period of horns or days, the tent hood is placed over the head and 
the flow meter set at 4 liters. In profoimd asph 5 Tda, when the larjmx is re- 
laxed, tracheal catheterization may be done. Provision is made for the at- 
tachment of a tracheal catheter in place of the face mask. Efforts at resusci- 
tation should alwa 3 s be continued without interruption until the baby breathes 
spontaneously. 
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The most important of ■the B vitamin group in cow’s milk is riboflavinl Breast 
milk contains much less riboflavin than cow’s milk, 37 microgranis compared 
with 200 micrograms per hundred cc. 

Mature human milk contains on the average 14 micrograms of thiamine per 
hundred cc. in contrast to 38 micrograms in cow’s milk. Thiamine is noted as 
one of the vitamins most unstable toward heat in neutral or alkaline solutions. 
It generally is agreed that part of the thiamine is destroyed in the pasteurization 
of milk. ^ 

Breast milk is much richer in nicotinic acid than cow’s milk, containing 183 
micrograms in contrast to 85 micrograms in cow’s milk per hundred cc. 

On the average, human mil k contains 246 micrograms of calcium pantothenate 
per hundred cc. compared with 350 micrograms in cow’s milk. Similarly, cow’s 
milk is superior to breast milk in biotin content, containing 3 micrograms per 
hundred cc. compared with 0.8 microgram for breast milk. 

An average has been given of 2 Dam-Glavind units of vitamin K per hundred 
cc. in cow’s milk. Others have found no evidence of this vitamin in milk. Breast 
milk has been found to average 0.5 Dam-Glavind unit per cc. and the level can 
be raised to 2 units by feeding vitamin K. 

Cow’s milk has been found to contain 67 micrograms of pyridoxine per hundred 
cc. in contrast to only 4 micrograms in human milk. 


ATELECTASIS OF THE NEWBORN 


Harold Owens 

California & West. Med., 63: 225-26, 1945 


The author presents the procedure of bronchoscopic aspiration as an adjunct 
in the treatment of severe cases of congenital atelectasis due to obstruction of 
the bronchi by body secretions. 

The indication for bronchoscopic intervention is any condition in which there 
is mechanical obstruction of the trachea or bronchus, not correcting itself spon- 
taneously or with the use of approved conservative therapy, and which appears 
to be leading to the infant’s exhaustion. The author believes it imperative prior 
to the use of bronchoscopy to rule out the various pathological entities w'hich 
may resemble congenital atelectasis due to bronchial obstruction. Hvamples 
of these are asphyxia, congenital disease of the heart and blood vessels, congenital 
cystic lung, cerebral trauma, blood dyscrasia, pulmonary infection, diaphrag- 
matic hernia and congenital fetal atelectasis. Tiventy-three patients have been 
bronchoscoped with 8 deaths, representing a mortality of 34.7 per cent. Upon 
postmortem examination it was found that only 2 of the 8 deaths were caused by 


true aceiecuaoio. . +v.;c 

Newborn atelectasis most commonly occurs m premature patients; in this 

series of 23 cases, 82.6 per cent were premature. 
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result of it. It has been indicated that buphthalmos occurs when the exanthem 
is contracted during the third month. An explanation for the fact that other 
diseases in early pregnancy do not result in anomalies in the infant is that severe 
virus infections may kill the fetus and lead to abortion where the milder diseases 
such as rubella cause only damage to the fetus. 

The author points out certain advantages in exposing all girls to rubella before 
maturity. He also discusses the consideration of abortion of women who have 
contracted rubella in earlj’' pregnancy. 


CON GENITAL CATARACTS FOLLOT\TNG RUBELLA IN PREGNANCY 

Arlington C. Erause 
Ann. Surg., 122: 1049-1055, 1945 

Some of the literature on the effect of rubella in pregnancy is reviewed. In 
this review 124 cases are cited in which the infants had congenital defects. Of 
these there were 96 with cataracts, either alone or in addition to other defects. 
Five new cases of congenital anomalies in infants bom to mothers who had had 
rubella during pregnancy are reported from the University of Chicago. The 
respective diagnoses were as follows: Case 1, prematurity, congenital heart 
disease, congenital displacement of the fourth toes and bilateral congenital 
anterior uveitis and cataracts; Case 2, bilateral fetal uveitis, bilateral congenital 
cataract, cerebral agenesis and mental retardation not related to blindness; Case 

3, spina bifida with loss of function below T 12, congenital cardiac anomalies, 
congenital cataract of the left eye (this infant died on the 30th day of - life) ; Case 

4, congenital cataract, dental aplasia, bilateral total deafness, and mental and 
physical retardation; Case 5, bilateral congenital cataracts, congenital heart 
disease, cerebral agenesis and mental retardation. The times of occurrence of 
rubella duiing pregnancy were, respectively, seventh week, second month, second 
month, 2 weeks after last menstmal period, and second month. Preventive 
measures, such as induction of the disease before pregnancy to those who are 
exposed to it and therapeutic abortion if the disease occurs in the first four months 
of pregnancy, and conservative and radical treatment of the infant are discussed. 


ANAEMIAS OF THE NEWBORN 

G. B. WiSWELL 

Canad. M. A. J., 63; 555-61, 1945 

Anemia is any state in which the hemoglobin is less than normal in proportion 
to the blood volume; in the newborn it is a symptom rather tVig n a disease. 
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When suitable apparatus is not available, the mouth to mouth or mouth to 
tracheal catheter method, combined with the principles outlined above, may be 
used. Manual methods in the resuscitation of the newborn are not advised 
since air cannot be expressed from an airless lung and damage to the viscera and 
ribs may occur. 


CONGENITAL ANOMALIES FOLLOWING MATERNAL RUBELLA IN 
EARLY WEEKS OF PREGNANCY, WITH SPECIAL EMPHASIS 
ON CONGENITAL CATARACT 

C. H. Albaugh 
J. A. M. A., 129; 719-23, 1945 

Available data would suggest that 100 per cent of the mothers who contract 
rubella in the first two months of pregnancy, and approximately 50 per cent of 
those who contract it during the third month, will give birth to infants with con- 
genital anomalies. 

In a series of 78 cases reported by Gregg, a history of rubella was obtained in 
all but 10 cases and in this latter group the diagnosis was sufficiently suspected 
for them to be included. All of the infants were found to have cataract at birth, 
bilaterally in all but 16 cases. In aU instances, the nuclear portion of the lens 
was most affected. Definite congenital heart lesions were reported in 44 of this 
series. Nearly all the babies were poorly developed and presented feeding prob- 
lems. Swan and his associates reported the collected data on 61 infants, 36 of 
which had congenital defects. Thirty-one of the mothers had rubella during 
pregnancy and gave birth to offspring having congenital defects. Twenty-nine of 
these mothers had contracted rubella during the first three months of pregnancy. 
All of the twenty-five who contracted rubella during the first two months gave 
birth to infants having congenital anomalies but of the eight who contracted the 
disease during the third month, only four had babies with congenital defects. 
Among the 31 infants who were congenitally defective, the following abnor- 
malities were noted: (1) 14 children had eye defects (13 had cataract and 1 had 
buphthalmos); (2) 7 were deaf-mutes; (3) 17 had cardiac defects; (4) 4 were 
mentally retarded; (5) 1 had hypospadias; and (6) 1 had talipes equinovarus. 

The author comments upon Swan’s examinations of sections of the lens in 
which he discovered that the characteristic picture is that of complete necrosis 
of the nucleus with more or less distortion of the secondary fibers. The critical 
period for attack upon the lens nucleus would be before the eighth week of preg- 
nancy; the process on the secondary fibers apparently continues to be evident 
after the seventh and eighth weeks. All the cardiac defects were related to the 
septums and the ductus arteriosus. It is known that the critical period for the 
development of cardiac defects is from the fifth to the eighth week. 

Other observations and questions are discussed. It has been suggested th^ 
these defects are not a new complication of rubella but a previously undetected 
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result of it. It has been indicated that buphthalmos occurs when the exanthem 
is contracted during the third month. An e.xplanation for the fact that other 
diseases in early pregnancy do not result in anomalies in the infant is that severe 
virus infections may kill the fetus and lead to abortion where the milder diseases 
such as rubella cause only damage to the fetus. 

The author points out certain advantages in exposing aU girls to rubella before 
maturity. He also discusses the consideration of abortion of women who have 
contracted rubella in early pregnancy. 


CON GENITAL CATARACTS FOLLOWING RUBELLA IN PREGNANCY 

Arlington C. Krattse 
Ann. Surg., 122: 1049-1055, 1945 

Some of the literature on the effect of rubella in pregnancy is reviewed. In 
this review 124 cases are cited in which the infants had congenital defects. Of 
these there were 96 with cataracts, either alone or in addition to other defects. 
Five new cases of congenital anomalies in infants bom to mothers who had had 
rubeha during pregnancy are reported from the University of Chicago. The 
respective diagnoses were as follows: Case 1, prematurity,' congenital heart 
disease, congenital displacement of the fourth toes and bilateral congenital 
anterior uveitis and cataracts; Case 2, bilateral fetal uveitis, bilateral congenital 
cataract, cerebral agenesis and mental retardation not related to blindness; Case 

3, spina bifida wdth loss of function below T 12, congenital cardiac anomalies, 
congenital cataract of the left eye (this infant died on the 30th day of life) ; Case 

4, congenital cataract, dental aplasia, bilateral total deafness, and mental and 
physical retardation; Case 5, bilateral congenital cataracts, congenital heart 
disease, cerebral agenesis and mental retardation. The times of occurrence of 
rubella during pregnancy w^ere, respectively, seventh week, second month, second 
month, 2 weeks after last menstrual period, and second month; Preventive 
measures, such as induction of the disease before pregnancy to those who are 
exposed to it and therapeutic abortion if the disease occurs in the first four months 
of pregnancy, and conservative and radical treatment of the infant are discussed. 


ANAEMIAS OF THE NEWBORN 

G. B. WiSWELL 

Canad. M. A. J., 63: 555-61, 1945 

Anemia is any state in which the hemoglobin is less than normal in proportion 
to the blood volume; in the newborn it is a symptom rather than a disease. 
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Anemia of the newborn is not common but when it occurs it requires immediate 
treatment. It may be associated with hemorrhage, infection, prematurit}' and 
hemolysis. 

The problem of the control of hemorrhage due to hypoprothfombinemia has 
been practically solved by the prophylactic and curative use of vitamin K and 
as a result there should be no fatalities arising from this cause. 

The anemia of infection responds to frequent transfusions while that of pre- 
maturity tends to improve spontaneously provided that the nutrition of the 
infant is good. The author states that iron is not of much value in anemias. 

The discovery of the Rh factor and of its relation to the pathogenesis of ery- 
throblastosis has cleared away the mystery of hemolytic disease. Until recent- 
times, 5 per cent of the total fetal mortality was due to erythroblastosis, a greater 
cause than that of congenital syphilis. The use of Rh negative blood is saving 
the lives of these infants and has reduced the death rate from 71 to 14 per cent. 
It is therefore imperative for all maternity hospitals to have Rh negative blood 
donors available at all times. 


LARGE SCALE TESTING FOR RH NEGATIVE BLOOD 

Leslie H. Tisdall and Donald M. Garland 
With the Technical Assistance of 
Evan L. Durham 
J. A. M. A., 129: 1079-1080, 1945 

A swift and easy method of Rh determination perfected by the Army Whole 
Blood Procurement Service is described. It utilized only the combined serums 
anti-Rho' containing the two agglutinins Rho and anti-Rh'. Each bottle of blood 
brought to the laboratory ivas accompanied with a sample of undiluted blood. 
The undiluted cell suspension, which remains after the serum in the sample tube 
has been aspirated, is used for the test. A plate glass slide, 8 by 7 inches ruled off 
into 1-inch squares, is used for the testing. This permits fifty tests to be run off 
simultaneously, together with the necessary controls. A drop of anti-Kho 
serum at room temperature is placed on each square by means of the dropper 
supplied with the bottle. A drop of the undiluted cell suspension is then added 
with a separate medicine dropper for each test. The resulting suspension is then 
thoroughly mLxed by means of the bottom of a Kahn tube and controls with 
known negative and positive cells are set up. The cell mixtures are allowed to 
remain on the flat surface for one minute. The slide is then rotated gently from 
side to side to loosen any cells adherent to the glass. When the positive control 
show's complete agglutination, the tests are immediately read macroscopically. 
The setting up and reading of fifty tests can be done in 15 minutes. In order 
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to check the accuracy of the technique a parallel test was run with the test tube 
method. A 98 per cent agreement of the results obtained by the two methods 
was found. The difference is explained b}’’ the fact that one serum was of the 
85 per cent tj-pe while the other was of the 87 per cent type. The finding of 
14.2 per cent E,h negative blood in 22,133 tests is in accordance with previously 
recorded figures. The percentage of Rh negative bloods among 283 Negro 
bloods which were separately recorded, were also consistent with the results of 
other investigators. 


AN UNUSUAL CASE OF ERYTHROBLASTOSIS FOETALIS 

E. F. Aubert, J. B. Cochrane and M. E. Edlis 
B rit. M. J., 2: 648-49, 1945 

The case presented in this report is concluded by the authors to be one of 
erythroblastosis fetalis due to heterospecific pregnancy (i.e., maternal anti-A or 
anti-B isoagglutinins). 

The patient, a 24-year-old primigravida was found to have a normal pregnancy 
on her first visit to the antenatal clinic except for an intermediate degree of pelvic 
contraction. The prenatal course was uneventful and the patient was admitted 
in labor at the approximate time of confinement. ,The fetus was in the vertex 
left occipito-lateral position and the head poorly flexed and mobile; no 
hydramnios was present. Since no disproportion was present, a trial labor was 
permitted. After a first stage lasting approximately 22 hours and a second 
stage of 2 hours, a live mature male infant wdth gross hydrops fetalis was delivered 
by manual rotation and forceps. The infant died 25 minutes later. 

Necropsy of the infant showed gross edema of all the viscera with much green- 
ish fluid in all the serous cavities. Histological examination of pieces of liver, 
thymus, spleen, sternum and a lymph node showed the characteristic histological 
picture of erythroblastosis fetalis. 

Serological studies revealed the father’s blood to be Group A Rh-negative,' the 
mother’s blood to be Group B Rh-negative and the fetal blood to be Group A 
Rh-negative. The mother’s anti-A titre was 16,000,000. Anti-A was found 
present to a titre of 128 in a sample of fetal cord blood. The father’s cells were 
agglutinated to a titre of 250,000 by the mother’s serum. Five weeks after 
delivery the maternal anti-A titre was 4,000,000. In view of the extra ordinarity 
high maternal anti-A iso-agglutinin titre and of the presence of anti-A in the 
fetal blood, the authors conclude that this case of erythroblastosis fetalis was due 
to heterospecific pregnancy. 
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THE EFFECT OF THE PREDIABETIC STATE ON THE SURVIVAL OF 

THE FETUS AND THE BIRTH WEIGHT OF THE NEWBORN 

INFANT 

Herbert C. Miller 

New England J. Med., 233: 376-78, 1945 

One of the outstanding characteristics of infants bom to diabetic mothers is a 
high fetal and neonatal mortality rate. In addition there occur in some of these 
infants certain somatic and visceral changes among which is an increased birth 
weight. Since all of the mothers thus far studied have been diabetic during the 
childbearing period, the author considered it desirable to extend the observations 
to infants bom to mothers whose diabetes appeared after they had passed the 
fourth decade. The data presented in this report were accumulated from the 
files of the New Haven Hospital. 

It was found that the fetal and neonatal mortality rates and the average birth 
weight are increased among infants bom to mothers who subsequently manifest 
diabetes mellitus, even though these women do not develope the disease until 
after forty years of age. In a comparison of infant mortality rates, the rate 
of 8.3 per cent for a group of prediabetic mothers is significantly higher than the 
rate of 2.0 per cent for a nondiabetic group. The average birth weight of 112 
infants born to 40 nondiabetic mothers was 3.53 kg.; that of 22 infants bom 
to 16 prediabetic mothers was 4.15 kg.; and that of 17 infants who were bom 16 
years or less before the onset of maternal diabetes was 4.40 kg. The fetal and 
neonatal mortality rates increase as the onset of maternal diabetes is approached. 
The author found that maternal obesity is not a factor in the increased birth 
weight of infants bora to prediabetic mothers who became diabetic after the 
age of forty. 

Presiunably the primary factors responsible for the increased newborn mor- 
tality and increased birthweights of infants bora to prediabetic mothers are the 
same as those that are responsible for such conditions in infants bom to mothers 
who already have developed the disease. Recent studies suggest that fetal and 
neonatal deaths in diabetic pregnancies are related to a premature increase' m 
estrogen and progestin production by the placenta, followed by a decreased pro- 
duction of these same steroids at an earlier time in the gestation period than is to 
be expected. The striking changes in the islands of Langerhans, adrenal glands, 
gonads and anterior hypophysis of some infants bom to diabetic mothers are 
additional e-vidence that endocrine factors are involved in their production. The 
fact that fetal and neonatal deaths are increased for several years before the 
appearance of diabetes in the mothers points toward a high degree of sensitivity 
on the part of the human fetus to the factors involved, whether or not they are 
endocrine. The author states that the fact that all these somatic and visceral 
changes can be found in the infant several years before there is any evidence of 
maternal diabetes suggests that additional knowledge of the etiology of diabetes 
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is to'^be gained by further study of the factors responsible for the increased 
mortality rate and the somatic and visceral changes seen in infants bom to 
diabetic mothers. 

Data presented in this study indicate a new explanation for the excessive birth 
weight of some fetuses. The fact that 11 of 12 mothers having babies bom to 
them fifteen years or less before the onset of maternal diabetes were delivered of 
infants weighing 4 kg. or more suggests that women developing diabetes past the 
childbearing period are recmited almost wholly from 5 to 7 per cent of mothers 
who give birth to babies weighing over 4 kg. 6 references. 


THE EH BLOOD FACTOR AMONG TWINS 

H.. H. Strandskov and Gertrude W. Diedehich 
Human Biol. 17: 195-206, 1945 

The authors are interested in examining the degree of genetie determination o 
the originally discovered Rh variations and also in testing the mode of inheritance 
which was suggested for them by Landsteiner and Wiener. 

Fifty-three mono 2 ygotic or “identical” and 59 dizygotic or “fraternal” pairs 
of twins were tested for the originally discovered Rh factor. (Tests were not 
made for the newly discovered subdivisions of the Rh factor.) The two members 
of the 53 tested monozygotic sets were in every instance of the same Rh type. 
This perfect concordance among monozygotic twins gives credence to the con- 
clusion that the originally discovered Rh variations are completely determined 
genetically. The two members of the 59 tested dizygotic sets were both Rh 
positive in 49 pairs, both Rh negative in 5 pairs and different in 5 pairs. Al- 
though these results are not direct evidence for complete genetic determination 
of Rh variations they agree with expectations based on this conclusion. 

The authors compare statistically the observed frequencies of the different Rh 
combinations among both monozygotic and dizygotic twin pairs with those 
expected according to the proposed unifactorial mode of inheritance of 
Landsteiner and Wiener. The agreement between the two sets of data was 
found to be close. Hence, the authors conclude that the observed frequencies 
support the proposed mode. 

The effect of eiythroblastosis on the percentages of Rh combinations expected 
among twins between the time of conception and high school age was examined. 
It was found to be negligible and that no correction for it is warranted. 

In evaluating the Rh factor as a criterion for the diagnosis of twins, it was 
shown that about 10 per cent of all white twins and about 7.7 per cent of all 
same-sex white twins should be diagnosable as di 2 ygotic on the basis of Rh tests 
alone. 

A brief review is made of the occurrence of erythroblastosis in twin pairs in 
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which one member is Rh .positive and the other is Rh negative. The authors 
estimate that from 10 to 12 such sets of twins should occur aimuaUy in the white 
population of the United States. 


ISO-IMMUNISATION TO THE BLOOD GROUP FACTORS A, B AND RH 

K. E. Boorman, B. E. Dodd and P. L. Mollison 
J. Path. & Bact., 67: 157-69, 1945 

The object of the authors in the present investigation was to study in greater 
detail immune responses to the blood group factors A, B and Rh in the human 
subject following incompatible blood transfusion and pregnancy. As it is now 
established that hemolytic disease of the fetus is usually due to the presence of 
i mm une anti-Rh iso-agglutinins in the mother’s serum, the clinical condition of 
the infant was noted in every case in which such immime iso-agglutinins were 
produced following pregnancy. 

There is in the main a great similarity between the immune responses evoked 
by the antigens A, B and Rh. In the present study,.-there was an immune 
response to the A and B agglutinogens in the majority of instances, namely in 6 
out of 5 transfusion cases and in 36 out of 44 pregnancy cases. Anti-Rh aggluti- 
nins were usually produced only after repeated transfusions or repeated 
pregnancies. 

In all cases iso-agglutinins are produced which reach a maximum concentra- 
tion in the serum between the 5th and 20th day after the elimination of the 
transfused erythrocytes or after delivery. This is true whether the stimulus is 
provided by an incompatible blood transfusion or by a fetus. In spite of this 
marked similarity, the authors point out that there are, however, certain differ- 
ences. While anti-A and anti-B agglutinins occur naturally in the sera of all 
people whose eiythrocytes lack the corresponding agglutinogen, anti-Rh aggluti* 
nms do not. Consequently there is always a response of the anti-A or anti-B 
iso-agglutinin after transfusion of incompatible A or B blood, but most Rh- 
negative individuals do not appear to respond to a first transfusion of Rh-positive 
blood, although they may produce immune responses after subsequent transfu- 
sions. Similarly it may be only after stimulation by several Rh-positive fetuses 
that the mother acquires an Rh antibody and an infant with hemolytic disease is 

bom. . 

On the whole, the peak titres of agglutinin in im m une anti-A and anti-B sera 

are higher than the peak titres of anti-Rh sera. On the other hand, the magni- 
tude of the immune response is as great for Rh as for A and B. In the case of 
the Rh factor and pregnancy, the authors found no direct relationship between 
the number of stimuli received by the mother and the peak titre attained. 
Furthermore, there was no obvious relationship between the titre of anti-Rh 
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iso-agglutinin in the mother’s serum and the severity of the disease process in 
the infant. 


BLOOD GROUPS, SUBGROUPS, M, N TYPES AND RH SUBTYPES IN 

FILIPINOS 

R. T. Simmons and J. J. Graydon 
M. J. Australia, 2: 325-28, 1945 

Blood samples from 382 selected Filipinos, nearly all unrelated adults, have 
been tested for blood groups, the subgroups of A, the M, N t3rpes, and the Rh 
factor. 

The group percentages were group 0, 45.0; group A, 22.0; group B, 27.0; group 
AB, 6.0. Of 107 subjects of blood groups A and AB, the blood of 106 was found 
to be of subgroups Ai and AiB. The blood of one exception belonged to sub- 
group Aj. 

The type percentages were: M, 25.9; type MN, 50.3; type N, 23.8. 

Of the 382 samples, 381 (99.7%) were found to be Rh-positive. 

A method is given for the preparation of a slightly modified Rous and Turner 
glucose-citrate solution for preserving red cells. Sterile samples of blood stored 
in the solution at 38°F. for twelve months have been found to be free from 
hemolysis and to give specific group, tj^je and Rh agglutination. 


HEREDITY OF THE AGGLUTINOGEN RH 
Paul Moureau 

Am. J. Clin. Path., 16: 405-06, 1945 

In a study on the heredity of Rh, 62 families with 128 children have been 
examined and the findings and conclusions obtained are presented in this report. 

There appears to be no doubt that Rh-negative individuals constitute a 
homozygous recessive type. In families where both parents are Rh-negative, all 
the children are Rh-negative. It is also established that among Rh-positive 
mdividuals, some are homozygous while others are heterozygous. 

From the proportion of Rh-positive and Rh-negative children observed in the 
two sorts of mating in w'hich one or both of the parents are heterozygous it is 
still impossible to determine whether the heterozygous individuals have a simple 
genotypic formula corresponding to heredity as a simple unit character or to a 
complex genotypic formula corresponding to a polygene inheritance. 

The author concludes that one can predict the eventual feasibility of applying 
the property Rh in tests for the exclusion of paternity. 
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CORD TRANSFUSION. IN THE MANAGEMENT OF A PREMATURELY 
DELIVERED INFANT WITH ERYTHROBLASTOSIS FETALIS 

Clifford H. Harville 
J. A. M. A., 129: 801-02, 1945 

With the hope of further reducing the high toll still exacted by erythroblastosis 
fetalis, premature termination of pregnancy has been advocated in order to 
limit the period of intra-uterine hemolysis. A neglected procedure which the 
author beheves to be of the greatest value in the management of these pre- 
maturely delivered infants is the use of the umbilical vein for the initial hlood 
transfusion. The simplicity of this method and the promptness of blood ad- 
ministration it assures commend it also for the initial transfusion of the full-term 
infant suspected of having erythroblastosis. The author presents the following 
case to illustrate the successful use of cord transfusion in conjunction with early 
delivery in the management of erythroblastosis fetalis. 

The patient, quintipara, sextigravida, had a history of 3 normal pregnancies 
with normal children. The fourth child became deeply jaundiced after birth 
but recovered. Her fifth pregnancy resulted in the delivery of a full-term 
jaundiced infant who died on the fourth day. Necropsy findings were those of 
severe hemolytic disease. 

This patient was type AB Rh negative, her husband was type 0 Rh positive 
and each of the 4 surviving children was Rh positive. With the obstetrical 
history and the virtual certainty that the fetus in this pregnancy was Rh positive, 
premature delivery seemed the most likely means of saving the infant. 

A cesarean section was performed 30 days before estimated term, the umbilical 
cord clamped and 60 cc. of type 0 Rh negative blood were given to the infant 
through the umbilical vein. Studies of blood aspirated from the cord vein 
revealed a hemoglobin content of 8 Gm. per hundred cc., a red blood count oi 
2,690,000 and only 7 erythroblasts per hundred leucocytes. The infant’s blood 
type was subsequently found to be tjqie 0 Rh positive. i 

A second transfusion was given on the second day. The infant improved an 
at 4J months its development has been in all respects normal and its weight is 
that of an infant of the same age born at term. 

This case lends support to the thesis that in carefully selected cases of erythro- 
blastosis fetalis early delivery is a rational therapeutic procedure. Cord tran^ 
fusion is an important adjuvant procedure in the management of the prematurely 
delivered erythroblastotic infant and also for the initial transfusion of tne 
full-term infant suspected of having this disease. 

(Some authorities, notably Diamond and Abelson, are opposed to transfusion in 
roblastosis unless the hemoglobin concentration falls to 7 or 8 gr. per 100 cc. They dis- 
approve of prophylactic transfusion and believe that these infants are better off if they can 
be pulled through without any transfusion. If it must be done, they prefer to use woshc 
red-cells rather than whole blood. Contrariwise, a number of competent observers wouJ 
with Harville in regard to the value of prophylactic transfusion. Obviously, a larger 
ex^rience is going to be necessary before this question can bo settled.— Ed.) 
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PERSISTENCE AND HYPERPLASIA OF THE PRIMARY ^TTREOUS 

Algernon B. Reese and Frank Payne 
Am. J. Ophth., 29: 1-24, 1946 

Perastence and hj'perplasia of the primary vitreous is known more frequently 
perhaps as "Tunica vasculosa lentis” or “retrolental fibroplasia.” It is a condi- 
tion which usually manifests itself as a bilateral congenital lesion of premature 
infants, has always appeared sporadically but of late years has showm an increased 
incidence. Since the disease is particularly prone to develop in very premature 
infants, the authors attribute its augmented frequency to the increased survival 
rate of such infants consequent upon modem pediatric care. Fifty cases are 
reported. 

In the authors’ opinion the disease results from the fact that the primary or 
embryonic vitreous, which is interposed between the lens and retina as a vascu- 
larized mesoderm, persists in some or all its phases at birth instead of undergoing 
normal absorption in late prenatal life. This failure of normal involution or 
disappearance of the primary vitreous is often associated with progressive 
changes such as actual hyperplasia of the mesoderm, followed by hemorrhage, 
contracture, swelling of the lens, secondary glaucoma and corneal opacity. 

Sixty per cent of the authors’ cases were in premature infants. In some 
instances the abnormality was noted at birth but in others the baby was several 
months old before the parents realized that the infant was not seeing things. 

The authors are inclined to think that the same factor which causes the pre- 
mature labor in these cases is also responsible for the ophthalmological condition, 
but after reviewing such possible obstetrical causes as infection and hemorrhage, 
they are unable to cite a definite etiological factor. 


eye CONDTipONS AMONG CHILDREN OF PREMATURE, FULL 
TERM AND HYPERMATURE BIRTH 

Thomas H. Eames 
Am. J. Ophth., 29; 57-63, 1946 

One hundred fifty-five children who were born before completion of the normal 
term of pregnancy or who weighed 5J pounds or less at birth are compared with 
439 children bom at full term or with a birth weight of more than pounds. 
These two groups are compared with a smaller group of children bom during or 
later than the tenth calendar month. The outstanding tendencies noted are the 
higher frequency of low vision at all of the ages studied among those bom pre- 
maturely and the poorer median visual acuity through the ninth year in the same 
group. The presence of somewhat comparable defects and deficiencies in both 
the premature and hypermature groups provides a suggestion that hypermaturity 
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CORD TRANSFUSION. IN THE MANAGEMENT OF A PREMATURELY 
DELIVERED INFANT WITH ERYTHROBLASTOSIS FETALIS 


Clifford H. Harville 
J. A. M. A., 129: 801-02, 1945 

With the hope of further reducing the high toll still exacted by erythroblastosis 
fetalis, premature termination of pregnancy has been advocated in order to 
limi t the period of intra-uterine hemolysis. A neglected procedure which the 
author believes to be of the greatest value in the management of these pre- 
maturely delivered infants is the use of the umbilical vein for the initial blood 
transfusion. The simpUcity of this method and the promptness of blood ad- 
ministration it assures commend it also for the initial transfusion of the full-term 
infant suspected of having erythroblastosis. The author presents the following 
case to illustrate the successful use of cord transfusion in conjunction with early 
delivery in the management of erythroblastosis fetalis. 

The patient, quintipara, sextigravida, had a history of 3 normal pregnancies 
with normal children. The fourth child became deeply jaundiced after birth 
but recovered. Her fifth pregnancy resulted in the delivery of a full-term 
jaundiced infant who died on the fourth day. Necropsy findings were those o 
severe hemolytic disease. 

This patient was type AB Rh negative, her husband was type 0 Rh posi ive 
and each of the 4 surviving children was Rh positive. With the obstetrica 
history and the virtual certainty that the fetus in this pregnancy was Rh positive, 
premature deUvery seemed the most likely means of saving the infant. 

A cesarean section was performed 30 days before estimated term, the um^ i ica 
cord clamped and 60 cc. of type O Rh negative blood were given to the infan 
through the umbilical vein. Studies of blood aspirated from the cord vem 
revealed a hemoglobin content of 8 Gm. per hundred cc., a red blood coun o 
2,690,000 and only 7 erythroblasts per hundred leucocytes. The infant s bio 
type was subsequently found to be tyqje O Rh positive. ^ i 

A second transfusion was given on the second day. The infant improve a 
at 4J months its development has been in all respects normal and its weig 

that of an infant of the same age born at term. 

This case lends support to the thesis that in carefully selected ^Ynns- 

blastosis fetalis early delivery is a rational therapeutic procedure. Cord tr 
fusion is an important adjuvant procedure in the management of the premam > 
delivered erythroblastotic infant and also for the initial transfusion ot 
full-term infant suspected of having this disease. 

(Some authorities, notably Diamond and Abelson, are opposed 

unless the hemoglobin concentration falls to 7 or 8 gr. per 100 ^ 

that these infants are better off if they 

appro transfusion. If it must be done, they prefer to use wash d 
be pulled t S Contrariwise, a number of competent observers wo 

red-cells rathe^h h i prophylactic transfusion. Obviously, a larger 
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rule, while quite likely the most important in most nurseries, is certainly the most 
neglected. 


PENICILLIN OINTMENT IN THE TREATMENT OF IMPETIGO 

NEONATORUM 

Edwin L. ICendig and Rtjssele H. Fiske 
Jour. Amer. Med. Assoc., 129: 1094-1095, 1945 

Fourteen cases of impetigo neonatorum treated with penicillin ointment are 
reported. The penicillin ointment was freshly prepared each time by taking up a 
stock solution of penicillin in a eucerite t3q)e base (5 per cent by weight) and 
dispersing in White Ointment U.S.P. XII. For the first cases the ointment was 
made up with 250 units of penicillin to each gram, but the penicillin was later 
increased to 333 units to each gram. The exfoliated membrane of epidermis was 
completely removed by means of alcohol on cotton. The ointment was applied 
at least twice daily' in generous amounts to the moist red base which remained 
and to the surrounding area of skin. No bath was given until the lesions were 
completely dry. At the time of discharge from hospital, the mother was in- 
structed to follow the same routine for at least a week, or until no lesions were 
present. In this series no new lesions appeared after the treatment had been in 
effect for 48 hours, and after a maximunr of three days all the lesions appeared to 
be dry and healed. In three instances there was a recurrence of the condition 
after the infant had been home from hospital more than one week, after treatment 
had been discontinued and baths had been started. Two of these were of only 
moderate severity and the other was mild. 


TERATOMA OF THE PERINEUM IN A NEWBORN INFANT 

A. F. Lash 

Am. J. Obst. & Gynec., 60: 344-46, 1945 

Embryonic new growths arising at the caudal pole of the embryo are more 
numerous than those of the cranial pole. They may be situated within the 
pelvis, anterior to the sacrum and coccyx and behind the rectum; posterior to the 
bony structures and beneath the skin; or rarely, in the perineal region. 

The author presents the case of a female child, weighing 4 pounds, 12 ounces, 
delivered at the thirty-sixth week of pregnancy. The infant showed normal 
development except for a red, glistening, smooth, cylindrical mass, about 2.5 
cm. long and about 1 cm. in (fiameter, extending from the perineum just below 
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may prove to be of similar but probably less importance than is prematuHty as an 
initial handicap. 

(This paper may seem a far cry from practical obstetrics but actually the question at 
issue is of the utmost importance to any physician who delivers a premature infant. Odd 
pediatrician has claimed that some 20 per cent of premature babies develop retrolental 
fibroplasia; and since the condition is associated with varying degrees of blindness, the 
statement has caused quite a stir among obstetricians, pediatricians and ophthalmologists 
alike. Fortunately, studies at present under way indicate that the condition is much less 
common than indicated above. — Ed.) 


PRACTICAL IMPLICATIONS OF THE EPIDEMIOLOGY OF THE 
DIARRHEAL DISEASES OF THE NEW-BORN 

James Watt 

Am. J. Pub. Health, 36: 1205-09, 1945 

The diarrheal diseases constitute one of the major preventable causes of 
infant morbidity and mortality. In this report the author discusses the epi- 
demiological features of these diseases with emphasis upon means of prevention. 

Although the etiology is only partially known at this time, outbreaks and 
isolated cases may be divided into four classes: (1) known pathogenic bacteria 
such as Shigellae and Sahnonellae causing diarrhea; (2) bacteria whose etiological 
relation is suspected but not known such as paracolon bacilli, pseudomonas, etc.; 
(3) virus infections; and (4) parenteral infections. 

An outstanding feature of reports on nursery diarrhea is the infrequency nith 
which recognized pathogens have been isolated. One factor contributing to this 
is the frequency with which some of the usually non-path ogenic organisms are 
encountered in abnormally large numbers of the stools of sick children. 

The recognized pathogens which cause diarrheal disorders escape to the outside 
only in feces and are spread chiefly by person-to-person contact. The author 
suggests that these infectious agents enter the nursery in part by doctors, 
nurses, attendants, mothers and visitors. Also, he stresses the fact that babies 
themselves should be regarded as potential vectors. Cases are cited of infants 
who developed diarrhea and whose mothers were found to have diarrhea 
disorders. 

The points which, from the epidemiological point of view, should receive major 
unrelenting attention are presented. First, the sterility of all supplies should be 
insured, particularly those which are potential means of mass spread of infection. 
Second, outside contacts should be limited in so far as possible and all necessa^ 
contacts should be assured as safe ones. Third, a technique should be adopted 
in the nursery' which emphasizes the danger of all children as potential sources ol 
infection, regardless of their state of health. The author believes that this latter 
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material at frequent intervals since the first night after birth. She passed normal 
meconium twice, then small amounts of fluid with tiny particles of solid yellow 
stool. Bariiun was given by mouth in the maternity hospital, but no abnormal- 
ity was observed. However, X-ray avamination made at the Massachusetts 
General Hospital showed numerous small areas of calcification on the surface of 
the right lobe of the liver, opaque material in the stomach and one loop of the 
bowel, and free air scattered throughout the peritoneal cavity. The patient was 
slightly jaundiced and moderately dehydrated. A diagnosis of meconium 
peritonitis with intestinal ohstnlction due to congenital stenosis or atresia was 
made. The infant died before operation could be performed. At autopsy a 
congenital diaphragm of the jejunum was foimd that could have been surgically 
removed with probable cure of the patient. Surrounding some of the areas of 
calcification that were seen on the X-ray films were conified epithelial cells and 
some suggestion of true bone formation. The exact site of perforation could 
not be demonstrated, but probably occurred in the duodenum close to the right 
lobe of the liver. 
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the fourchette. There -was no communication with either the vagina or the 
rectum. On the twelfth postnatal day, the mass was resected and the edges 
brought together. The wound opened on the sixth postoperative day, but healed 
satisfactorily by secondary intention. The baby has continued to thrive and 
develop normally. 

The teratoma in this instance was a mixed tumor consisting of derivatives 
from the entoderm and mesoderm and located in a rarely seen location, the 
perineum. 2 references. 3 figures. 


CONGENITAL DIAPHRAGMATIC HERNIA WITH DESCRIPTION OF A 

NEW SIGN 

A. Shafik Abbasy 
Arch. Pediat., 62: 285-8, 1945. 

A case is reported in which a diagnosis of diaphragmatic hernia in a five- 
month-old infant was made by means of the “trumpet sign” before x-ray con- 
firmation, On auscultation in front on the left side a definite medium pitched 
sound, exactly resembling that of an automobile horn and occupying the whole 
inspiratory phase with a crescendo note, was heard with each deep inspiration. 
This sound became weaker or disappeared completely on shallow breathing 
during sleeping or quiet respiration. It could be easily reproduced when the 
child was irritated or started to ciy, with the result that deep respiration took 
place, but not when the stomach was full. This sound was also faintly heard 
on the upper abdomen. The author explains the possible mechanism involved 
in. the production of this sound in that by the descent of the diaphragm durmg 
inspiration and the resulting increase of intra-abdominal pressure, the air inside 
the abdominal portion of the viscus is forced through the comparatively narrow 
neck of the viscus at the diaphragmatic orifice to its thoracic part. If 
explanation is correct, the sign is not to be expected in cases where the defect w 
the diaphragm allowing the herniation is wide. 


MECONIUM PERITONITIS 

Allan M. Butler, Benjamin Castleman, Milfobb D. Schultz anb 

Sidney Fakber 

New England J. Med., 233: 257-259, 1945. 

This is a discussion of a case record as presented at one of the weekly clin- 
icopathological exercises of the Massachusetts General Hospital. The Mant 
was admitted to hospital at the age of five days because of vomiting of fecai 
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in certain major complications from another viewpoint, 62.5 per cent of all cases 
of placenta previa were delivered abdominally, the remainder by other methods; 
14.2 per cent of the patients with premature separation of the placenta were 
delivered abdominally, the remainder by other methods; and 2.7 per cent of 
the cases of pre-eclampsia were delivered abdominally, the remainder by other 
methods. 

The maternal deaths in the 1887 cases numbered 24, ^ving a total maternal 
mortality rate over the 10-year period of 1.3 per cent. During the first five 
years, it was 1.9 per cent; during the latter five-year period 0.7 per cent. Ten 
of the deaths were due to peritonitis and 7 to hemorrhage. There was a pre- 
ponderance of fatalities from peritonitis on the pubhc service, from hemorrhage 
on the private. The total stillbirth and neonatal death rate, in cases in which 
the infant was viable, was 6.8 per cent. 

(This exhaustive study of cesarean section by one of our acknowledged masters contains 
so many good texts for obstetrical sermons that it would be difScult to enumerate them all. 
Particularly instructive from the viewpoint of stressing an important disadvantage of the 
operation are these facta; among the 1736 cesarean sections done in viable pregnancies, 361 
or 20.8 per cent were performed because of previous abdominal delivery and among these 
361 patients, 213 or 59.0 per cent underwent sterilization at the time of the operation. I 
have been in the habit of teaching that there are two hazards associated with cesarean sec- 
tion: (1) the immediate operative danger, and (2) the remote danger represented by the 
uterine scar and its everlasting threat of rupture in future pregnancies. The immediate 
danger of the operation has been greatly reduced in recent years as Irving’s low maternal 
mortality rates beautifully attest. However, the remote hazard which abdominal delivery 
imposes continues to loom almost as large as it ever did; such a patient must look forward 
very often to another cesarean section, again Avith its immediate risk, and also, though she 
usually doesn’t know it, to the possible danger which every subsequent pregnancy will im- 
pose of uterine rupture. These handicaps were considered sufficiently serious in the present 
series to call for termination of childbearing in well over half of the cases. 

That too many sections are still being done was forcibly brought to my attention recently 
by an inquiry from a certain State Board of Health Inspector of Hospitals asking if a cesar- 
ean section rate of 20 per cent, which obtained in a certain hospital he had visited, was not a 
little high! The lowered maternal mortality rate which in good hands now attends the 
operation will probably incite still further increase in the number of unnecessary operations, 
— done without heed of the future. Hence, let us emphasize more than we have in the past 
this crippling — indeed, this quasi-sterilizing — effect of cesarean section. 

This article is replete with other instructive data, should help reduce the incidence of 
unnecessary sections and deserves the study of every physician who practices obstetrics — 
Ed.) 


THE HAZARD OF ANOXIA DURING NITROUS OXIDE ANESTHESIA 

A. L. Barach and E. A. Rovensttne 
Anesthesiology, 6; 449-61, 1945 

The authors show that the current use of anoxia as an adjunct to nitrous 
oxide anesthesia has been the cause of death from asphyxia, pqrchoses from 
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TEN YEARS OF CESAREAN SECTION AT THE BOSTON LYING-IN 

HOSPITAL 

Fredkrick C. Irvxng 
Am. J. Obst. & Gynec., 60: 660-680, 1945 

This report covers 1887 consecutive cesarean sections performed at the Boston 
Lying-In Hospital during the ten years from 1934 to 1943 inclusive. Since these 
operations occurred in a total series of 45,216 deliveries, and since the results 
obtained are compared, in all major complications, with those achieved by other 
methods, the study covers a vast clinical experience. The incidence of the 
operation (as calculated from the above figures) was 4.2 per cent, but this 
frequency was in part due to the relatively large number of cesarean sections 
performed on private patients. Among 33,688 deliveries on the public ward 
service there were 1094 abdominal deliveries (3.2 per cent), while among 11,528 
deliveries on the private service, the number was 793 (6.7 per cent). 

The relative danger of cesarean section is poignantly stressed at the outset by 
a chart which shows; (1) Normal delivery was 15 times safer for the mother than 
cesarean section and 2§ times safer for the infant. (2) Low forceps was Ih 
times safer for the mother than cesarean section and just as safe for the infant 
as normal delivery. (3) On the other hand, midforceps was almost as dangerous 
for the mother as cesarean section and about 8 times more dangerous for the 
infant. (4) Provided it is indicated, therefore, cesarean section compares favor- 
ably with midforceps as a method of delivery. 

About three-fourths of the operations were elective. As regards type, 54.6 
per cent were classical, 36.4 per cent were lower segment, 6.6 per cent were 
extraperitoneal and 2.4 per cent cesarean-hysterectomies. In the lower segment 
group the longitudinal (Kroenig) incision was used in about three-fourths. No 
significant differences in puerperal morbidity or maternal mortality were observea 
between the classical and low segment groups. Approximately, one-four 
(24.4 per cent) of the patients were sterilized at the time of operation, chie y 
on the indication of one or more previous sections. Two pregnancies following 
the Pomeroy procedure were encountered. 

The main indications for abdominal delivery in 1736 viable pregnancies, m 
order of their frequency, were: previous cesarean section, 361 cases ( 20.8 per 
cent); cephalopelvic disproportion, 256 cases (14.7 per cent); contracted peius, 
239 cases (13.8 per cent); placenta previa, 202 cases (11.6 per cent); uterine 
inertia, 178 cases (10.3 per cent); and pre-eclampsia, 130 cases (7.5 per cen )■ 
Although the indication of a previous section thus loomed large in this senes, i 
should be noted that between 1930 and 1941, 78 women with previous cesarean 
section were delivered 118 times. More than one-fourth of the operations on 
private cases were done because of a previous abdominal delivery but onf 
one-eighth of the ward operations. Looking at the incidence of cesarean section 
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in certain major complications from another viewpoint, 62.5 per cent of all cases 
of placenta previa were delivered abdominally, the remainder by other methods; 
14.2 per cent of the patients with premature separation of the placenta were 
delivered abdominally, the remainder bj*^ other methods; and 2.7 per cent of 
the cases of pre-eclampsia were deliv'ered abdominallj', the remainder by other 
methods. 

The maternal deaths in the 1887 cases numbered 24, giving a total maternal 
mortality rate over the 10-year period of 1.3 per cent. During the first five 
years, it was 1.9 per cent; during the latter five-year period 0.7 per cent. Ten 
of the deaths were due to peritonitis and 7 to hemorrhage. There was a pre- 
ponderance of fatalities from peritonitis on the public service, from hemorrhage 
on the private. The total stillbirth and neonatal death rate, in cases in which 
the infant was viable, was 6.8 per cent. 

(This exhaustive study of cesarean section by one of our acknowledged masters contains 
so many good texts for obstetrical sermons that it would be difficult to enumerate them aU. 
Particularly instructive from the viewpoint of stressing an important disadvantage of the 
operation are these facta : among the 1736 cesarean sections done in viable pregnancies, 361 
or 20.8 per cent were performed because of previous abdominal deliverj’ and among these 
361 patients, 213 or 59.0 per cent imderwent sterilization at the time of the operation. I 
have been in the habit of teaching that there are two hazards associated with cesarean sec- 
tion: (1) the Immediate operative danger, and (2) the remote danger represented by the 
uterine scar and its everlasting threat of rupture in future pregnancies. The immediate 
danger of the operation has been greatly reduced in recent years as Irving’s low maternal 
mortality rates beautifully attest. However, the remote hazard which abdominal delivery 
imposes continues to loom almost as large as it ever did; such a patient must look forward 
very often to another cesarean section, again Avith its immediate risk, and also, though she 
usually doesn’t know it, to the possible danger which every subsequent pregnancj' will im- 
pose of uterine rupture. These handicaps were considered sufficiently serious in the present 
series to call for termination of childbearing in well over half of the cases. 

That too many sections are still being done was forcibly brought to my attention recently 
by an inquiry from a certain State Board of Health Inspector of Hospitals asking if a cesar- 
ean section rate of 20 per cent, which obtained in a certain hospital he had visited, was not a 
little high! The lowered maternal mortality rate which in good hands now attends the 
operation will probably incite s^ill further increase in the niunber of unnecessary operations, 
— done without heed of the future. Hence, let us emphasize more than we have in the past 
this crippling — indeed, this quasi-sterilizing — effect of cesarean section. 

This article is replete with other instructive data, should help reduce the incidence of 
unnecessary sections and deserves the study of every physician who practices obstetrics. — 
Ed.) 


the hazard of anoxia during nitrous oxide anesthesia 


A. L. Barach AiTO E. a. Rovenstine 
Anesthesiology, 6: 449-61, 1945 

pie authors show that the current use of anoxia as an adjunct to nitrous 
oxide anesthesia has been the cause of death from asphyxia, psychoses from 
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permanent brain damage, personality defects ■which may or may not be recog- 
nized and impairment in circulatory and respiratory function which may con- 
tribute to pulmonary atelectasis, pulmonary edema or cardiac failure. It is 
proposed in this report to criticize the deliberate use of anoxia as unphysiological, 
dangerous to life and mental health and without justification in anesthetic 
practices and to remonstrate against its continued recognition. 

In 1911, McKesson introduced the principle of fractional rebreathing intogas 
anesthesia. His most radical departures from the recommendations of Hewitt, 
Andrews and others were the induction of anesthesia with undiluted nitrous oxide 
and the saturation technic. Today the saturation and secondary saturation 
technics are not practiced extensively, but the rapid induction with 100 per cent 
nitrous oxide is popular. Clinically, the available evidence indicates that nitrous 
oxide should never be administered with an oxygen concentration below 20 per 
cent. If sufficiently profound anesthesia is not then obtained, other technics 
should be used rather than resort to asphyxia or even so-called moderate anoxia. 
Since deaths do occur as a result of nitrous oxide anesthesia, one must assume 
that technical errors are often committed or the present approved principles for 
administering nitrous oxide are themselves at fault. 

Several instances of lesions produced by anoxia during nitrous oxide admims- 
tration are set forth. In order to protect the patient-public against death or 
permanent impairment in mental functioning, asphyxia of very short duration 
must be regarded as a grave hazard to the great majority of individuals. 

Cylinders containing 80 per cent nitrous oxide and 20 per cent oxygen will 
provide an unvarying concentration of these gases with a cylinder pressure of 700 
pounds. The increased cost of such mixtures should not be made the basis of 
permitting a practice that is dangerous as well as unphysiological, e.g., the use 
of sub-normal oxygen concentrations in anesthesia. 

Finally, the authors believe that the medical profession should be widely 
informed that so-called "gas oxygen” anesthesia is in many instances a procedure 
that deliberately exposes the patient to severe anoxia, the results of which nwy 
be psychotic invalidism, personality defects, or death from circulatory or respira- 
tory failure. 


THE USE OF LUMBAH ANESTHESIA IN CESAREAN SECTION 

J. Granzow 

Zentralbl. f. Gynak., 68: 323-30, 1944 

In the 13-year period, 1930-1942, lumbar anesthesia was chosen in 442 of the 
735 intraperitoneal isthmic cesarean sections performed at the Danzig ctoc- 
The natient was allowed to remain seated for 6 minutes before being 
ftSSw position on the operating table. In 18.8 per cent of the cases to 
method was found nnpraeticaWe after it had been attempted and other anesthea 
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was resorted to. Vomiting and retching were noted in 33 cases. There w’ere 10 
maternal deaths in this series but in only one of these could the death possibly 
be assigned to the anesthesia. The other nine deaths w’ere attributed to diseases 
complicating the pregnancy. Indications from cesarean section included 
placenta previa (82 cases), elderly primiparity with primary weakness of labor 
pains (103 cases) and narrow maternal pelvis (135 cases). Nine of the infants 
were dead at birth and 12 died before the mother was discharged from the 
hospital. No injuries to infants that could be attributed to the anesthesia were 
noted. Asphyxia occurred in 13.35 per cent of the cases as compared vith 46.83 
per cent among infants born to a series of w’omen given ether anesthesia. 


INTRAVENOUS OBSTETRICAL ANESTHESIA. 

PRELIMINARY REPORT 

Frederick M. Aelen 
Amer. Jour. Surg., 70: 283-290, 1945 

The results of studies on the intravenous use of drugs of the procaine class for 
relief of pruritis in jaimdice cases (Lundy), for painless dressing of bums (Gordon) 
and for relieving pain after surgical operations (McLachlin) suggested that, 
although procaine circulating in a low symptomless concentration in the blood 
does not in normal tissues produce local anesthesia, in regions of injurj’’, pain, 
inflammation or edema the increased capillary permeability allows the procaine 
to diffuse into the tissues and anesthetize the nerve endings there. Theoretically, 
pain not associated with this special vascular permeability would not be relieved. . 
To further test these theories, the author modified extensively the Lundy tech- 
nique as follows for a variety of clinical trials: (1) The quantity of procaine and 
strength of solution were greatly increased; (2) the time of infusion was greatly 
lengthened; (3) saline was replaced by glucose solution in conditions in which 
edema might be harmful; (4) the range of application was extended to the widest 
variety of painful conditions. 

In the obstetrical trials, of which 12 cases are reported in detail, two grades of 
dosage were tested. Small dosage, not sufficient to cause dizziness or other 
subjective symptoms, was found to dull the pains without interfering with the 
uterine contractions during the second stage of labor but failed to give relief 
during third-stage delivery and subsequent repair operations. Larger doses (to 
10 grams of procaine per liter of solution), given rapidly, induced freedom from 
pain and a state of dim consciousness in which the patient was more or less 
unresponsive but retained some awarenera and memory of events and was still 
able to cooperate by bearing down with her abdominal muscles. Delivery and 
^bsequent repairs of any degree could be completed, as long as the procaine 
infusion was given at the proper rate. Within a few minutes after the infusion 
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was stopped, the patients were conscious, talked rationally, and had no head- 
aches, nausea or other uncomfortable sequelae. There was no harm to the 
infants. 

The provisional impression was made that the infusion should usually not be 
begun in the earliest stage of labor, especially in primiparae or patients with 
mild pains, feeble uterine contractions and the prospect of long labor, as the relief 
of such pains may be attended by reduction of uterine contractions or a temporary 
arrest of labor. 

The method is now used routinely by the author in, the City Hospital. All 
patients are tested routinely for sensitiveness to the drug but so far no cases of 
hypersensitivity were encountered. The only difficulties presented w’ere in the 
form of convulsions which occurred in a few cases. These spasms were brief 
and subsided within a minute after stopping the infusion and could, apparently, 
be prevented by preliminary administration of barbiturates. 


OBSTETRICAL ANESTHESIA 
Sam S. Clark 

Kentucky M. J., 43: 308-12, 1945 

The choice of obstetrical anesthesia has been the basis of severe controversy 
in both the field of obstetrics and that of anesthesia. The altered psysiology 
and frequent pathology of the parturient serve to complicate the decision. 
The author presents a short discussion of the advantages and disadvantages of 
the more frequently used agents and methods. Included in his discussion are 
chloroform, ether, divinyl ether (vinethene), nitrous oxide, cyclopropane, pento- 
thal anesthesia, spinal anesthesia and continuous caudal. It is the opinion of 
the author that continuous caudal is the anesthesia of choice for obstetrics and 
he states that “the future development along this line is awaited expectantly.^ 
For inhalation he chooses nitrous oxide analgesia until terminal delivery’’ is possi- 
ble at which time cyclopropane is supplemented. 

The advantages of continuous caudal presented in this report are: (1) complete 
control of pain from onset of labor; (2) reduction to toxicity to a minimum; (3) 
infant shows no respiratory depression due to anesthesia; (4) complete relaxation 
of birth canal speeds first stage of labor; and (5) patient with toxemia of preg- 
nancy tolerates this anesthesia well. Disadvantages presented are: (1) specia y 
trained anesthetist and special equipment necessary; (2) anatomic anomalies 
may be encountered making administration impossible; (3) danger of infection 
at injection site due to proximity of rectum; (4) possibility of injecting anesthetic 
agent into subdural space causing high spinal anesthesia; and (5) this form o 
anesthesia is practical only in fully staffed and equipped obs.etrical hospital 
with full time coverage in anesthesia. 
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PHYSICIANS AND ADOPTIONS 
Editobial 

West. J. Surg., Obst. & Gynec., 63: 296-298, 1945 

As important and unpleasant considerations continue to arise in the matter of 
the relation of physicians to adoption practices in states which are considered 
to have up-to-date adoption agencies and legislation, this editorial aims to 
clarify the physician’s actual status and prerogatives and the correct modus 
operand! for physicians in such cases. It is restricted only to the problem as it 
involves the adoption of the offspring of unmarried mothers. The most impor- 
tant point brought out is that the phj^sician has absolutely no place in the current 
set-up except in a pureb'’ professional role. His only prerogative is to give his 
professional advice relative to the health of the baby for adoption, the foster 
parents, or both. However, if he has knowledge of a baby for adoption or of a 
foster family, the proper procedure is to arrange for the placement through the 
auspices of a licensed child placing agency. 


THE ACCEPTABILITY AND EFFECTIVENESS OF THE CONDOM 
AS A CONTRACEPTnrE METHOD 

Chbistophek Tietze and John B. Hagajian 
Am. J. Med. Sci., 210: 189-195, 1945 

This is a report of the first four years of a project conducted in a rural section 
of Watauga County, N. C. Condoms were offered by a registered nurse, under 
the supervision of a physician, to 638 married women under 45 years of age. 
The mean age of the wives was 29.3 years, the mean duration of marriage 10.3 
years, and the average number of children ever born per marriage 3.2. Con- 
traceptive techniques had been used by 45 per cent of the couples and were 
being used at the time of first interview b 3 ’' 38 per cent. At the first visit the 
nurse explained the use of the condoms and recorded the histoiy of the patient’s 
exposure to pregnancy and of the use and non-use of contraceptive techniques for 
each month of the patient’s married life, as well as of each pregnancj^ and its 
termination. Supplies of condoms (Trojans) were given and follow-up 'vdsits were 
made at interva’js of about six months. In calculating pregnancy rates per 100 
years of exposure, both before and after the first intendew, allowance was made 
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for periods during which pregnancy cannot occur because of pregnancy, ab- 
stinence, etc. The following formula was used: 


Pregnancy rate = 


Total number of conceptions 
Total months of exposure 


X 1200 


During the pre-interview period those who accepted supplies had had a pregnancy 
rate of 125 per 100 years of exposure for first pregnancies and of 64 for later 
pregnancies. The post-interview pregnancy rate was 11 per 100 years of ex- 
, posure, including instances of irregular use. Among those with previous ex- 
perience at birth control this figure was reduced to 6 second and subsequent 
pregnancies per 100 years of exposure. Of the couples who were already using 
the condom at the time of the interview, 91 per cent accepted the supplies; 
among those using other methods and those not practicing contraception, the 
proportions of acceptors were, respectively, 49 and 48 per cent. Reasons given 
for non-acceptance were natural or operative sterility (28 per cent), religious or 
moral objections (25 per cent) and desire for a baby (13 per cent). The pro- 
portions of those who accepted the supplies and were still using condoms after 
varying lengths of time were 85, 79 and 73 per cent, respectively, after one, two 
and three years. The complaint of “interference with sensation,” the most 
frequent reason given for discontinuing the use of the condom, was recorded 
in two-fifths of the classifiable cases. In 38 of 44 instances, discontinuance of 
the method could be definitely attributed to the husband, and in sbc to the wife. 



MISCELLANEOTTS 


INCIDENCE OF ADVANCED MATERNAL AGE IN MOTHERS OF ONE 
THOUSAND STATE HOSPITAL PATIENTS 

f 

Herbert Barry, Jr. 

Arch. Neurol. & Psychiat., 64: 186-91, 1945 

The relation of advanced maternal age to a number of pathologic conditions 
in the offspring has been pre\dously demonstrated. In general, however, the 
age of mothers at the time of birth of children who subsequently become psychotic 
has been almost universally ignored. It is evident that advanced maternal age 
is related in some manner to mongolism. 

The author has studied a series of 1,000 case histories from a state hospital 
and the results are presented in this report. Of the 1,000 patients, 94 (9.4 per 
cent) had mothers who were over 40 years of age at the time of the patient’s 
birth. In the same series of patients, 174 (17.4 per cent) had mothers who died 
before the patients were 20 years old. Paradoxically, there was a high death 
rate among the younger mothers, with a relatively low mortality rate among the 
mothers over 40 years of age. 

The evidence which is available indicates an excessive number of older mothers 
for mental hospital patients. The finding that many patients had experienced 
the death of their mothers during childhood has been previously noted. The 
relation between psychosis and maternal mortality ' noight be interpreted in 
several ways; (1) eventual psychosis in the offspring as a consequence of emotional 
trauma; (2) resulting deterioration of the physical and emotional environment 
of the children; (3) disrupted family constellations and emotional tensions; (4) 
the relation might be incidental to some more immediate factor, such as the 
age of the mother; or (5) death of the mother might be evidence of deficient 
biologic stamiaa. 

A supposition might be that mongolism as well as erjdhroblastosis results from 
biochemical changes in the maternal organism which develop or become ac- 
centuated with age. 

In view of the well knovm hazards of statistical argument the author presents 
these and the major findings as preliminary, pending adequate confirmation. 

(The most clear-cut relationship between advanced maternal age and abnormal off -spring 
is found in mongolism. In 1925 hlarston (Psychol. Clin., 16: 135-140, 1925) showed that 37 
per cent of the mothers of mongolian idiots were 40 years of age or over at the birth of their 
defective off-spring, whereas in the population at large the percentage of births to mothers 
of 40 or over lies somewhere between 2 and 4 per cent. The fact that 9.4 per cent of the 1000 
mentally defective inmates of a state hospital described in this article were born to mothers 
of 40 or over is very suggestive and if it can be confirmed, will be further evidence, and from 
a new point of view, that mothers should be young for optimum results. — Ed.) 
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for periods during which pregnancy cannot occur because of pregnancy, ab- 
stinence, etc. The following formula was used: 


Pregnancy rate = 


Total number of conceptions 
Total months of exposure 


X 1200 


During the pre-interview period those who accepted supplies had had a pregnancy 
rate of 125 per 100 years of exposure for first pregnancies and of 64 for later 
pregnancies. The post-interview pregnancy rate was 11 per 100 years of ex- 
posure, including instances of irregular use. Among those with previous e.x- 
perience at birth control this figure was reduced to 6 second and subsequent 
pregnancies per 100 years of exposure. Of the couples who were already using 
the condom at the time of the interview, 91 per cent accepted the supplies; 
among those using other methods and those not practicing contraception, the 
proportions of acceptors were, respectively, 49 and 48 per cent. Reasons given 
for non-acceptance were natural or operative sterility (28 per cent), religious or 
moral objections (25 per cent) and desire for a baby (13 per cent). The pro- 
portions of those who accepted the supplies and were still using condoms after 
varying lengths of time were 85, 79 and 73 per cent, respectively, after one, two 
and three years. The complaint of “interference with sensation,” the most 
frequent reason given for discontinuing the use of the condom, was recorded 
in two-fifths of the classifiable cases. In 38 of 44 instances, discontinuance of 
the method could be definitely attributed to the husband, and in sLx to the wife. 
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her -with the procedure and her child and prevents the baby from associating 
feeding time vdth sleeping. , 

Many other hours of nursing time have been saved through the cooperation of 
physicians, hospital administrators, nurses, public health agencies and other 
organizations. Changes have taken place in procedures long considered essential 
but which upon careful analysis proved to be alterable. 


CATHARINA GEERTRUIDA SCHRADERS AND HER DIARY. A 
NOTE ON THE HISTORY OF OBSTETRICS AND ESPECIALLY 
ON THE HISTORY OF PLACENTA PREVIA 

Anbrew a. Marchetti 
Am. J. Obst. & Gynec., 60: 160-67, 1945 

This account of the life and work of Catharina Geertruida Schraders (1655- 
1746), a Dutch midwife, is based on two articles, one by Dr. Arie Geyl of Dor- 
trecht published in 1897, and the other by Dr. Nuyens of Amsterdam published 
in 1926. These authors had obtained their data from the Diary in the Library 
of the University of Amsterdam. Catharina Schraders’ obstetric career began 
in 1693, a year after the death of her physician husband, and ended in 1745, 
when she was 90 years old. During this time she recorded over 4,000 deliveries, 
under all kinds of circumstances and in all ranks of society, with 90 fetal deaths 
(2.25 per cent) and 15 maternal deaths (0.375 per cent). According to Geyl 
she reported six real cases of placenta previa and one doubtful one. It appears 
that she recognized the anatomy of placenta previa and its clinical dangers 
independently of Portal, whose La Pratique des Accouchemens appeared in Dutch 
translation in 1690. The status of midwifery in Holland and other European 
countries at the time is briefly reviewed. 
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NURSING TECHNIQUES IN MATERNITY HOSPITALS 

Ruth M. Olson and Martha L. Clifford 
Am. J. Pub. Health, 36: 1199-1202, 1945 

The tremendous increase in births in recent years combined ivith the decrease 
in hospital personnel has presented a major problem in furnishing adequate 
hospital care. The authors discuss in this report the nursing aspects of the 
problem. They prfesent streamlined nursing techniques which have been carried 
out successfully in Connecticut with the resultant saving of nursing hours and 
continued adequate care for a greatly increased number of mothers and babies. 

The four major areas of nursing service in a maternity hospital are: (1) labor 
and delivery service; (2) care of postpartum mothers; (3) care of newborn infants; 
and (4) preparation of formulae. 

Since constant supervision of patients during labor and delivery is essential, 
these services should be fully staffed both day and night. 

Postpartum care of the mother can be greatly simplified without jeopardizing 
the mother’s safety. A simple method of perineal care carefully carried out 
once a day and following defecation with application of sterile pads has proved 
safer than more frequent care which tends to become careless due to pressure of 
work. Bedpans may be kept at the bedside and be sterilized after discharge. 
Newspaper bedpan-covers may be discarded after one use and will prevent con- 
tamination by cloth covers used several times. The procedure of swabbing the 
breasts before and after each nursing with boric acid has proved itself an ineffec- 
tual ritual. Careful bathing of the breasts once daily followed by covering them 
with a clean towel has proved quite satisfactory. Discontinuing the use of 
breast and abdominal binders except for specific reason is another means of saving 
nursing time. 

The two principles involved in nursing care for newborn infants are: (1) pr®" 
vention of introduction of infection from outside; and (2) prevention of in- 
fection between infants. The number of persons entering the nursery should 
be strictly limited to the number necessary to give care. Any person entenng 
should wear a gown and mask and doctors and nurses should wash their hands 
thoroughly before and after handling each baby. The care of babies should be 
completely individualized and everything contacting the baby should be cl^n 
and if possible, sterilized. A modified Sanford method is recommended in which 
the baby is wiped at birth and is not oiled or washed until discharged. R®' 
duction of the frequency of weighing will save nursing time. 

Formulae should be prepared and kept under strict aseptic conditions by the 
nurseiy nurse or by a dietician. If a nursery nurse, who is familiar with each 
baby prepares the formulae she can choose and place on each baby's bottle the 
riaht type of nipple and so save time and prevent contamination of chanpng 
• pies It is wise to have the mother feed the baby its bottle since this acquaints 
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her -n-ith the procedure and her child and prevents the baby from associating 
feeding time vdth sleeping. 

Many other hours of nursing time have been saved through the cooperation of 
physicians, hospital administrators, nurses, public health agencies and other 
organizations. Changes have taken place in procedures long considered essential 
but which upon careful analysis proved to be alterable. 


CATHARINA GEERTRUIDA SCHRADERS AND HER DIARY. A 
NOTE ON THE HISTORY OF OBSTETRICS AND ESPECIALLY 
ON THE HISTORY OF PLACENTA PREVIA 

Andhew a. Mabchetti 
Am. J. Obst. & Gynec., 60: 160-67, 1945 

This account of the life and work of Catharina Geertruida Schraders (1655- 
1746), a Dutch midwife, is based on two articles, one by Dr. Arie Geyl of Dor- 
trecht published in 1897, and the other by Dr. Nuyens of Amsterdam published 
in 1926. These authors had obtained their data from the Diary in the Library 
of the University of Amsterdam. Catharina Schraders’ obstetric career began 
in 1693, a year after the death of her physician husband, and ended in 1745, 
when she was 90 years old. During this time she recorded over 4,000 deliveries, 
under aU kinds of circumstances and in all ranks of society, -ndth 90 fetal deaths 
(2.25 per cent) and 15 maternal deaths (0.375 per cent). According to Geyl 
she reported six real cases of placenta previa and one doubtful one. It appears 
that she recognized the anatomy of placenta previa and its clinical dangers 
independently of Portal, whose La Pratique des Accouchemens appeared in Dutch 
translation in 1690. The status of midwifery in Holland and other European 
countries at the time is briefly reviewed. 


Maternal Mortality Reports 


{Secretaries of Maternal Mortality Committees are invited to submit selected cases 
of maternal deaths, with analyses appended, for publication in this section of the 
Survey. Cases should be chosen on the basis of educational value, not because of rarity. 
For obvious reasons complete anonymity will be maintained. 

Readers should note that the comment which follows each case history represents the 
opinion of the Committee concerned and does not necessarily reflect the attitude of the 
Editors.) 


CASE NO. 6 

The patient was a 36 year old white multipara who was admitted to the hospital on De- 
cember 9 after having been labor in another hospital for 4 days without progress. Her 
family and personal history was noncontributory. Both of her previous pregnancies were 
uneventful and terminated in normal spontaneous deliveries followed by normal postpartum 
periods, the last occurring 10 years ago with a full term living child weighing 8J pounds. 

She was seen for the first time during this pregnancy at about the sixth month at which 
time her blood pressure was 170 mm. systolic and 110 mm. diastolic. She was put on a diet 
low in protein content and salt. From this time until her admission to the first hospital the 
blood pressure varied from 150 mm. to 200 mm. systolic and from 90 mm. to 110 mm. dias- 
tolic. The urine showed a trace of albumin on several occasions. The estimated date of 
confinement was November 18, but she was not admitted to the first hospital until December 
4, at which time her membranes were found to be prematurely ruptured. Because of the 
failure of labor pains to begin, she was sent home on the following day. On December 6 
labor pains began and the patient was readmitted to the hospital. Progress was appar- 
ently satisfactory and 'at 9 P.M. the cervix was thought to be fully dilated. She w'as pre- 
pared for delivery and on vaginal examination the full dilatation of the cervix was verified, 
but since the presenting vertex was only 1 cm. below the level of the spines, no attempt was 
made to deliver the patient at this time. 

A consultant was called on the telephone and he advised the administration of } of a gram 
of pantopon. At this time the temperature was found to be 100°P., the pulse rate 120 per 
minute and the blood pressure 180 mm. systolic over 110 mm. diastolic. The urine showed a 

1-j- albumin. ^ ■ r -t d 

Efforts to stimulate pains, consisting of castor oil and several injections of pitooin,failea 
to produce sufficient uterine contractions to effect delivery of the fetus and the patient was 
allowed to remain undelivered throughout December 7 and December 8. At this time .v-ray 
examination of the abdomen revealed a fetus lying in a longitudinal position with the bac 
to the right and anterior and with a markedly flexed head. On this day acatheterized 
specimen of urine showed a moderate amount of gross blood and a 2-1- albumin. The blood 
pressure was 170 mm. systolic and 100 mm. diastolic. 

The same consultant was again telephoned and he advised further efforts to stimulate 
pains along the lines previously attempted. This was ineffectual and it was decided to ca 
a second consultant who advised the immediate transfer of the patient to a second hospital. 
This was done and the patient was admitted to the hospital at 2;30 P.M. on December 9. 
She appeared quite to.xic and moderately jaundiced. The temperature was 99.8°F., the 
1 P rate 128 per minute and the respirations 38 per minute. The blood pressure was Iw 
^ ovctolic over 105 mm. diastolic. The abdomen was moderately tense and palpation 
difficult especially in both lower quadrants. The height of the fundus was 31 cms. and 
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the fetus lay in a right-.occipito-anterior position. The audibility of the fetal heart sounds 
was the subject of controvers 3 ’. She was pven some pantopon, and 1000 cubic centimeters 
each of 5 per cent glucose and normal salt solution. X-ray examination verified the marked 
flexion of the head mentioned above. The injection of 500 cubic centimeters of whole blood 
was started and the patient was prepared for vaginal examination and deliverj' if possible. 
The cervix was found to be fully dilated as reported, and in addition a large, cystic hydro- 
cephalic head was diagnosed, its lower-most portion lying about 2 cm. above the level 
of the spines; Hair came off on the examiner’s glove and the existence of fetal death was 
established. 

The hydrocephalic head was pierced with scissors and delivery was effected with con- 
siderable difiiculty. Palpation'of the uterine cavity immediately following the delivery of 
the fetus revealed a large tear in the anterior uterine wall. Laparotomy was performed at 
once. The placenta was free in the abdominal cavitj', and the rupture of the uterus in- 
volved the anterior wall of the uterus halfway to the fundus and almost the entire length 
of the cervix. Two hundred cubic centimeters of tree blood were found in the peritoneal 
cavity. A supravaginal hj’sterectomy was rapidly performed. The patient received 2500 
cubic centimeters of whole blood and 500 cubic centimeters of plasma throughout the time 
of her delivery and the removal of the uterus. Her condition was poor but she rallied 
considerablj’ in the next 24 hours. Penicillin therapy was begun at once. Her temperature 
reached a peak of 101.8°F. on the second day postoperative. Nasal oxygen was pven con- 
stantly. The urinary output was 2100 cubic centimeters for the first 24 hours and on the 
next day it was 1100 cubic centimeters. On the third day she voided in bed. At 4 A.M. 
on December 13 the patient passed a considerable quantity of muddy looking fluid from the 
vagina following which the temperature rose to 104.4°F., the radial pulse became impercept- 
ible and at 5:10 A.M. respirations ceased. 

It was later learned that approximately one hour following the first pelvic examination 
in the first hospital on December 6, the patient passed several hundred cubic centimeters 
of blood after which all uterine contractions ceased. 

Discussion: This case history is almost unbelievable, so many and culpable 
■were the errors. 1. This hypertensive, post-term woman with prematurely 
ruptured membranes should not have been sent home from the hospital on 
December 5. 2. If the consultant, who prescribed for the patient over the 
telephone, had actually seen and examined her, he would (it is hoped!) have 
spotted the hydrocephahc head; the second consultant did so immediately. This 
was the crucial error. Had the diagnosis been made at 9 P.M. on December 6, 
and suitable treatment instituted, the woman would doubtless have survived. 
3. Pitocin, of course, killed the patient bj"^ causing the uterine rupture. 4. This 
woman presented two classical signs of uterine rupture, namely, cessation of pain 
at complete dilatation and grossly bloody urine; and she presented them for two 
full days and still the diagnosis was not made. 5. Even on x-ray examination 
the disproportion caused by the hydrocephalic head was missed. 6. With 
all this story, the consultant when telephoned again still did not see the patient 
but ordered more pitocin! Here, printable words fail your Committee. 

In the second hospital the patient seemed to have received prompt and intelli- 
gent treatment, but the colossal errors enumerated above had already wrought 
fatal damage; 

CASE NO. 7 

The patient was a 23 year old primi gravida who registered for prenatal care on September 
30. She had been married for 15 months, her last menstrual period having occurred June 5 
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and the estimated date of confinement March 12. She was of large stature, 57' tall and 
weighed 170 pounds. The external pelvic measurements were ample and the promontory 
of the, sacrum could not be reached on vaginal examination. The blood pressure was 120 
mm. systolic, 80 mm. diastolic, and the urine was negative for sugar and albumin on the first 
visit on September 30. 

The patient returned at regular intervals as instructed for her prenatal visits, and on 
' December 6 the blood pressure rose to ISO mm . systolic over 90 diastolic . The urine at this 
time was negative for albumin. She was put on a low salt diet, rest and sedation. On this 
regime her blood pressure remained around 140mm. systolic over 90mm. diastolic until the 
patient reached term. The urine was negative throughout pregnancy but there was on 
repeated occasions a mild amount of edema of the lower extremities. The weight gain was 
excessive, the patient having gained a total of 45 pounds from the time of her first visit until 
she entered the hospital on March 14. 

She was not in active labor at this time but her membranes had ruptured 8 hours previ- 
ously. There were some vague irregular contractions of short duration which occurred at 
infrequent intervals. The fetus presented by the vertex, the presenting part being at a 
level of about 3 centimeters above the spines. The cervix was long, uneffaced and 2 centi- 
meters dilated. The blood pressure was 146 mm. systolic over 96 mm. diastolic and the 
urine was negative for albumin. 

The patient was given a medical induction consisting of castor oil, enema and pitocin, 
but the uterine contractions were not increased in severity or effectiveness. In an effort 
to overcome what appeared to be a primary uterine inertia, the patient was given stilbcstrol 
SO mg. for two doses and inf undin minims 2 every 15 minutes for seven doses, but in spite of 
this medication the contractions remained of poor quality. 

She was allowed to continue in this ineffectual type of labor throughout the day of March 
15 with little or no progress. The contractions remained poor, the head high in the birth 
canal, and the cervix failed to become more dilated. One thousand cubic centimeters of 5 
per cent glucose were given on two occasions. After 36 hours of ruptured membranes, the 
temperature rose to 101°F. and the pulse rate to 94 per minute. 

At this time it was decided to deliver the patient by the abdominal route and under ni- 
trous oxide, oxygen and ether anesthesia a classical cesarean section was performed. A 
living child weighing 7 pounds 13 ounces was delivered. The patient was given sulfa ther- 
apy starting immediately postoperatively but in spite of this the temperature and pulse 
rate remained elevated. On the fifth day after operation the abdominal incision was exam- 
ined and a considerable amount of pus was found on slight probing. The entire incision 
soon separated down to the fascia. On the seventh day after operation, she became dis- 
tended and it soon became obvious that there was a peritonitis present. The distension and 
vomiting became worse and in spite of repeated transfusions, sulfa drugs, o.\ygen and other 
measures, the patient died on the eleventh postoperative day. Exploration of the wound 
revealed considerable free pus in the peritoneal cavity, an unhealed uterine incision, and 
partial intestinal obstruction. 

Discussion: Whatever else might be said in criticism of the handling of this 
case, certainly the performance of a classical cesarean section on an obviously 
infected patient did not add to the safety of the individual. The performance of 
a low cervical section would have been a better procedure and the removal of the 
uterus after the section probably the most advisable thing to do. The publica- 
tion of Porro’s monograph in 1876 was followed by the saving of many lives. 

The performance of an extraperitoneal section should have been seriously 
considered in this case. This type of operation is of great advantage in indicated 
cases and it is deplorable that more obstetricians throughout the country^ are not 
skilled in its technique. This was considered a preventable death. 
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CASE NO. 8 

The patient was a 29 year old colored inultigra\'ida who was admitted to the hospital on 
May 17 with the history of having been delivered at home of a full term living child 12 days 
previously. Her previous pregnancies and deliveries were normal. The prenatal course 
and the first and second stages of this labor are reported as having been uncomplicated. 
Following this, however, the attending physician was unable to deliver the placenta. Mas- 
sage of the uterus and repeated attempts using the Credd method of e.vpression failed to 
complete the third stage of labor. These efforts continued for about 12 hours during which 
time the patient lost a considerable amount of blood by vagina. Finally the placenta was 
manually removed by/ the attending physician at home without too much effort to maintain 
an aseptic technique. 

For several days the patient’s condition was considered sati 8 factor 3 '^ but then she devel- 
oped a severe chill followed by an elevation of temperature. Her physician ordered some 
sulfa therapj' which the patient took very irregularly. Following the initial chill and rise 
in temperature the patient had several chills subsequently, suffered with severe headaches 
and noticed some shortness of breath. She developed some tenderness in the lower abdo- 
men which seemed somewhat improved just prior to admission to the hospital on her twelfth 
day postpartum. 

On admission the patient had a temperature of lOfi^F., a pulse rate of 145 per minute, and 
the respirations were 48 per minute. She appeared acutely ill and- her respirations were 
quite shallow. Mentally she appeared slightly cloudy. There was marked tenderness of 
the lower abdomen and the patient showed evidence of anemia. Examination of her blood 
showed 1.17 million red blood cells, 19,650 white blood cells, 3 grams of hemoglobin (20%) 
and a color index of .85. A blood culture taken on the day of admission showed no growth 
on prolonged incubation. 

Despite sulfa therapy, transfusions at frequent intervals and other treatment, the pa- 
tient continued to run a spiking type of temperature chart with daily rises to 106‘’F. and 
declines to 101°F. and 102°F. On the second day after admission she began to complain of 
abdominal pains, developed some vomiting and began to show marked abdominal disten- 
sion. This continued throughout the rest of the hospital course with periodic alleviation 
with treatment but the relief was always temporary. Treatment included enemata, Wan- 
gensteen drainage, and the insertion of the Miller-Abbott tube. In spite of repeated trans- 
fusions and the administration of iron and liver extract the patient’s red blood cell count 
and hemoglobin responded poorly. 

On the seventh hospital day a well localized abscess mass could be palpated in the left 
lower quadrant. The patient continued to run a spiking fever averaging 104'’F. at its peak. 
On the twelfth hospital day which was the twenty-third day postpartum, her temperature 
dropped slightly and for the next week averaged about 102°F. at its upper level. However, 
in spite of all efforts to combat the infection, the patient's course was gradually downhill 
and she died on her thirty -second day following delivery. 

Discussion: This patient should have been sent to a hospital for further 
management when the ordinary external attempts to promote placental separa- 
tion and expulsion proved definitely of no avail. She was delivered in a large 
city where excellent hospital facilities and obstetrical consultation were readily 
available. Manual removal of the placenta, even in the best maternity hospital, 
is never to be undertaken lightly. It calls for meticulous aseptic technique and 
should never be performed in the home unless fulminating third stage hemorrhage 
demands it as an emergency procedure. This physician’s repeated attempts at 
Credd expression over a 12-hour period despite continued bleeding, and his 
failure to make use of readily available hospital facilities and consultation were 
plainly responsible for this death. The transfer of the patient to a hospital 
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after two hours, let us say, of placental retention, skillful manual removal under 
aseptic conditions and immediate blood transfusion if necessary would doubtless 
have saved the patient’s life. 


CASE NO. -9 


The patient was a 19 year old white primigravida who was admitted to the hospital on 
September 25 at 10:45 A.M. in early labor. Her family and personal history was noncon- 
tributory . Her last menstrual period was on December 13 and the estimated date of con- 
finement September 20. The entire prenatal course was essentially normal. The external 
pelvic measurements were within normal limits, but no internal pelvimetry was done. 

On admission to the hospital the patient was having pains every 20 to 30 minutes. The 
blood pressure was 125 mm. systolic, 80 mm. diastolic. Labor pains continued which were 
weak, irregular, and not very frequent. At 5:20 A.M. the next morning an attempt was 
made to stimulate uterine contractions by administering quinine, castor oil and 2 doses of 
pitocin of 3 minims each. Following this medication the labor pains became much stronger 
and occurred at 3 minute intervals. At 12 noon the membranes ruptured spontaneously. 
On rectal examination at this time the cervix was thought to be fully dilated and both feet 
were found to be presenting. The patient was immediately taken to the delivery room and 
at 12:40 P.M. she was anesthetized, an episiotomy performed and the fetus extracted up to 
the head which was finally delivered with forceps after prolonged efforts to extract it manu- 
ally. The baby was stillborn and weighed 9 pounds. The placenta was expressed without 
difficulty but there was a considerable amount of free bleeding immediately postpartum 
which was controlled by intravenous pitocin and ergotrate. The cervix was found to be 
intact according to the report. The patient’s pulse rate was 160 per minute and it was 
thought advisable to give her 500 cubic centimeters of 10 per cent glucose intravenously. 
The patient was returned to her room in fairly good condition at 1 .‘45 P.M. 

At 2:00 P.M. she began to bleed very freely and the uterus on abdominal palpation was 
found to be quite rela.xed. Her private physician was consulted over the telephone and 
upon his advice the hospital interne packed the patient’s vagina in bed at 2:30 P.M. In a 
very short time she bled through the vaginal pack and at 3 P.M. the vagina was repacked 
with a fresh gauze pack. This was done by her own physician who performed the procedure 
with the patient still in her own bed and following which he immediately left the hospital. 
The patient continued to bleed, however, and the physician was again called and he in- 
structed the interne over the telephone to repack the vagitia with a larger pack. This was 
done at once with the patient still in her bed. By this time the patient was in shock and 
another 500 cubic centimeters of 10 per cent glucose were given intravenously. The patient 
was now matched and grouped in an effort to secure blood for a transfusion. At 4:45 P.M' 
adrenalin, coramine and alpha lobelin were given to the patient. At 5:30 P.M., 500 cubic 
centimeters of whole blood were being given and at 5:55 P.M. the patient died. Permission 
for autopsy was denied. 


Discussion: This case was so badly handled that it is difficult to know just 
where to be^. The failure to determine the size of the pelvis was probably 
due to reliance on external pelvimetry as an accurate index of the type of pelvis 
involved. Certainly an attempt to measure the diagonal conjugate and the 
pelvic outlet, combined with roentgenpelvimetry and roentgencephalometo’ 
they were available, would have given much valuable information. If nothing 
else the attendant would have knowm that he was dealing vdth a large baby 
presenting by the breech in a piimigravida. The use of quinine for the induction 
of labor has been abandoned by most obstetricians in view of reported deleterious 
effects on the infant. 
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In addition, the return of a patient to her room less than an hour postpartum 
who had bled so freely was bad practice. The failure to give some whole blood 
at this time in addition to the glucose was neglect also. But everything pales 
into insignificance when it is compared to the inexcusable ad\dce to the interne 
to pack the vagina to control bleeding due to a relaxed uterus. Obviouslj', this 
case should- have been handled in the delivery room where uterine packing or 
bimanual compression of the uterus, or both, should have been carried out, and 
in addition, whole blood transfusion started before 3 P .M. The repeated vaginal 
packings with the patient in bed and the failure to give blood until the patient 
was about to expire were such reprehensible errors as to leave no doubt concerning 
the preventability of this death. 

/ 

CASE NO. 10 

The patient was a 33 year old white multigravida whose family and personal history was 
noncontributory. The first pregnanc3' had been complicated by a toxemia associated with 
convulsions. This labor was terminated instrumentally per vaginara with a full term 
stillborn infant. Full term living infants were delivered spontaneously in the second, third 
and fourth pregnancies. There was no evidence of any toxemia in these remaining three 
pregnancies. All four infants were delivered vaginalljr, the last three being still alive and 
well. 

The history of the present pregnancy reveals that the last menstrual period was on 
August 2. The patient first reported to her physician on February 25. Her estimated date 
of confinement was May 9. On her first visit the blood pressure was ^thin normal limits, 
the urine was negative for albumin, and her general phj^sical examination was negative 
except for a large umbilical hernia. 

The pregnancy progressed normally except for a very mild hypertension which developed 
late in April. At the patient's request the attending obstetrician agreed to deliver her by cesa- 
rean section and repair the umbilical hernia at the time of the abdominal operation. 

She was admitted to the hospital on May 7 for operation the following morning. On 
admission her general phj’sical examination revealed her heart and lungs to be normal, 
the blood pressure 128 mm. systolic over 80 mm. diastolic, and the hemoglobin 60 per cent. 
An elective classical cesarean section was done at 8^25 A.M. on May 8 under ether anesthe- 
sia. A full term live born infant was delivered but the patient had such profuse bleeding 
from the uterine incision that it became necessary to perform a hysterectomy before the 
hemorrhage could be controlled. Follo^N-ing this the umbilical hernia was repaired. The 
total operation required two hours, and at its conclusion the patient was given 500 cubic 
centimeters of whole blood. 

She was returned to her room in fairly good condition after having recovered from the 
anesthetic. Twenty -four hours after the operation there was a slight amount of distension. 
Fnemata were very effectual but in spite of pitressin and other medication the distension 
persisted and by the next morning there was some vomiting. Intravenous glucose was 
begun and the patient was given turpentine stupes. Several enemata were given through- 
out the day without effect. Nasal drainage was begun 60 hours postoperatively to relieve 
upper abdominal distension, and as flatus was being passed and intestinal movements were 
audible, castor oil was given on the morning of the 11th, 72 hours after the operation. At 
4 PAI. the patient had a small bowel movement. In spite of this at 10 P.M. her condition 
was definitely worse and she was given 500 cubic centimeters of 2 per cent salt solution 
followed by a 500 cubic centimeter blood transfusion. Following this there was definite 
improvement in her condition and some flatus was passed along with a small fluid stool. 

The abdominal distension continued, however, and at 4 AJM. on May 12 the patient was 
given 80 mg. of novocaine intraspinally. Immediately before this treatment her blood 
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pressure was 138 mm. systolic, 90 mm. diastolic. Shortly after the intraspinal injection the 
blood pressure had dropped to 105 mm. over 50 mm. About one-half hour later the patient 
expelled a large fluid stool and shortly thereafter said she felt fine. 

An hour and a half later the patient became maniacal, left her bed and required restraint. 
Her condition rapidly became grave and in spite of supportive therapy she died about 5 
hours later. The temperature was never above 100°F. until the patient became acutely ill 
on the evening of the third day after operation when it rose to 100.6°F., and reached 108.6°F. 
rectally just before death. 

Partial autopsy showed that there was no peritonitis, but there was a thrombosis of the 
left hypogastric vein along with a paralytic ileus. There was no evidence of a pulmonary 
embolus. Brain autopsy was not obtained. 

Discussion: This patient would doubtless be alive had she been allowed to 
deliver spontaneously instead of being subjected to an abdominal operation for 
which there was no good indication. The use of the low cervical section or 
laparotrachelotomy in preference to the classical Sanger operation has many 
advantages. Regardless of the type of operation to be performed, if is only 
reasonable to demand a good indication for so serious a procedure. The use of 
the cesarean section as an easy way out of a perplexing situation, or worse still 
at the request of the patient, is most inexcusable. 


CASE NO. 11 


The patient was a 26 year old white primigravida who was admitted to the hospital on 
April 18 complaining of abdominal pain. The family and personal history was noncon- 
tributory. Her last menstrual period was on August 3 and the estimated date of confine- 
ment on May 10. The prenatal course was essentially normal until April 18 when she 
complained of rather severe abdominal pain. 

On admission to the hospital the temperature was 99.8°F., the pulse rate 100 per minute, 
and the patient within a few weeks of term. The abdomen seemed rather more distended 
than was normal tor a pregnancy of this duration. The blood pressure was 116 mm. sys- 
tolic, 70 mm. diastolic, the hemoglobin 86 per cent, the urine showed a trace of albumin, the 
fetal heart was heard in the left low'er quadrant, and there was no external bleeding. 

In an effort to determine the exact cause of the abdominal pain, several possibilities pre- 
sented themselves as the most likely in view of the fact that the patient definitely was not 
in labor. A premature separation of a normally implanted placenta was considered, only 
to be ruled out on further examination; the patient’s symptoms were too severe to be due to 
a simple hydramnios, and some acute intra-abdominal condition appeared to be a likely 


cause for her illness. 

It was decided to keep the patient under observation a little while, and during the next 
few hours she began to have some uterine contractions. Labor continued and after a pro- 
longed labor of almost 36 hours, delivery of a 7 pound living infant occurred on April 19 at 
9:15 P.M. There was no abnormal bleeding following this spontaneous delivery but there 
was considerable distension which persisted in spite of treatment. The temperature re- 
mained elevated but did not go beyond 101.5°. Intravenous glucose, physostigmine and 
Wangensteen drainage failed to relieve the distension and surgical consultation was sought. 
The consultant found evidence of fluid in both flanks and stated that it was his impression 
that the patient was suffering from "gastric atony, pyloric spasm and possibly some intra- 
abdominal condition.” He recommended supportive therapy and attempts to reduce the 
distension by gastric drainage. On April 30 a gynecological consultation was obtained and 
diaenosis of intestinal obstruction was made at that time. Under palliative treatment 
natient showed no improvement. The temperature and pulse rate continued to be 
1 ated and the distension was still marked in spite of sulfa therapy, blood transfusions, 
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gastric and duodenal drainage. About this time the perineum broke down resulting in a 
rectovaginal fistula. On May 11 an .v-raj’ examination gave evidence of a mass in the right 
side of the abdomen displacing the intestines. Following this, pelvis examination sug- 
gested an intra-abdominal abscess formation. The patient complained of several chills 
about this time. On May 27 an exploratory laparotomy was performed and through a 
midline incision a mass was entered which contained pus, fecal material and undigested 
food particles. This opening was packed with iodoform gauze and the abdominal incision 
drained. The patient had a number of chills following this operation and her condition did 
not seem to improve much. The temperature chart became spiking in character and she 
complained of severe abdominal pain. Many blood transfusions, much intravenous glucose, 
and multiple vitamins in large quantitj' were given. Her condition grew steadily worse in 
spite of occasional temporary respites, and on June 13 she rather suddenly developed car- 
diac dilatation and vasomotor collapse and died, almost 2 months after admission to the 
hospital with a complaint of abdominal pain. 

Discussion: This fatality was the result of failure to diagnose acute 
appendicitis and for this reason was classified as preventable. Diagnosis of this 
complication is not easy for many reasons. The appendix is displaced upward 
after about the third or fourth month of pregnanc3% and this combined with other 
factors makes diflicult the differential diagnosis between appendicitis and pyelitis, 
ureteral stone, abruptio placentae during late pregnancy, a twisted, cj'st and 
many other conditions. Perforation and suppurative peritonitis are most 
serious during pregnancy. Abortion and premature labor are quite common and 
the maternal mortality is very high, especially at or near term. 

The possibility of appendicitis should always be kept in mind by the 
obstetrician even though it is not a verj' common occurrence. Early diagnosis 
is most important and early operation results in a relatively low death rate. 
Recurrent attacks of appendicitis should be treated by appendectomy before 
pregnancy occurs. A patient with a history of appendicitis should not be 
operated upon during pregnancy xinless a recurrence takes place; and a normal 
or chronic appendix should not be removed at the time of cesarean section (per- 
formed for some other indication) because infection may be transferred from the 
appendix to the uterus. 
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pressure was 138 mm. systolic, 90 mm. diastolic. Shortly after the intraspinal injection the 
blood pressure had dropped to 105 mm. over 50 mm. About one-half hour later the patient 
expelled a large fluid stool and shortly thereafter said she felt fine. 

An hour and a half later the patient became maniacal, left her bed and required restraint. 
Her condition rapidly became grave and in spite of supportive therapy she died about 5 
hours later. The temperature was never above 100°F. until the patient became acutely ill 
on the evening of the third day after operation when it rose to 100.6°F., and reached 108.6°F. 
rectally just before death. 

Partial autopsy showed that there was no peritonitis, but there was a thrombosis of the 
left hypogastric vein along with a paralytic ileus. There was no evidence of a pulmonary 
embolus. Brain autopsy was not obtained. 

Discussion: This patient would doubtless be alive had she been allowed to 
deliver spontaneously instead of being subjected to an abdominal operation for 
which there was no good indication. The use of the low cervical section or 
laparotrachelotomy in preference to the classical Sanger operation has many 
advantages. Regardless of the type of operation to be performed, if is only 
reasonable to demand a good indication for so serious a procedure. The use of 
the cesarean section as an easy way out of a perplexing situation, or worse still 
at the request of the patient, is most inexcusable. 


CASE NO. 11 


The patient was a 26 year old white primigravida who was admitted to the hospital on 
April 18 complaining of abdominal pain. The family and personal history was noncon- 
tributory. Her last menstrual period was on August 3 and the estimated date of confine- 
ment on May 10. The prenatal course was essentially normal until April 18 when she 
complained of rather severe abdominal pain. 

On admission to the hospital the temperature was 99.8°F., the pulse rate 100 per minute, 
and the patient within a few weeks of term. The abdomen seemed rather more distended 
than was normal for a pregnancy of this duration. The blood pressure was 116 mm. sys- 
tolic, 70 mm. diastolic, the hemoglobin 86 per cent, the urine showed a trace of albumin, the 
fetal heart was heard in the left lower quadrant, and there was no external bleeding. 

In an effort to determine the exact cause of the abdominal pain, several possibilities pre- 
sented themselves as the most likely in view of the fact that the patient definitely was not 
in labor. A premature separation of a normally implanted placenta was considered, only 
to be ruled out on further examination; the patient’s symptoms were too severe to be due to 
a simple hydramnios, and some acute intra -abdominal condition appeared to be a likely 


cause for her illness. 

It was decided to keep the patient under observation a little while, and during the next 
few hours she began to have some uterine contractions. Labor continued and after a pro- 
longed labor of almost 36 hours, delivery of a 7 pound living infant occurred on April 19 at 
9:15 P.M. There was no abnormal bleeding following this spontaneous delivery but there 
was considerable distension which persisted in spite of treatment. The temperature re- 
mained elevated but did not go beyond 101.5°. Intravenous glucose, physostigmine and 
Wangensteen drainage failed to relieve the distension and surgical consultation was sought. 
The consultant found evidence of fluid in both flanks and stated that it was his impression 
that the patient was suffering from “gastric atony, pyloric spasm and possibly some intra- 
abdominal condition.” He recommended supportive therapy and attempts to reduce the 
distension by gastric drainage. On April 30 a gynecological consultation was obtained and 
a diagnosis of intestinal obstruction w'as made at that time. Under palliative treatment 
tbp natient showed no improvement. The temperature and pulse rate continued to be 
1 vated and the distension was still marked in spite of sulfa therapy, blood transfusions, 
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those which can be seen in ordinary sections with the microscope have been 
cited also in our foregoing description of the rhesus corpus luteum of the 10th 
to the 12th day, i.e., collapse of the capillary blood vessels, increase of visible 
lipids in the granulosa luteum cells, and diminution of size of some of these 
cells. We have, however, not interpreted these as necessarily signs of degenera- 
tion. 

K the animal becomes pregnant, no further changes occur in the corpus luteum 
between daj^s 12 and 19 after o^mlation, approximately. From about day 19 
to day 24 the corpus luteum is in transition to the pregnancy type. After day 
24 it is in the typical pregnancy stage. The corpus luteum of the nonpregnant 
animal cannot be distinguished from the corpus luteum of pregnancy of the same 
age, until visible degeneration of the former sets in, about day 13 after ovulation. 
'Tie theca interna cells retain their identity after ovulation. They are not dis- 
tinguishable during the period of days 4 to 6, but afteru’ard can sometimes be 
distinguished. In the corpus luteum of pregnancj’- and the corpus aberrans the 
th^ca interna cells or paralutein cells are readily distinguishable in the bases of 
the folds and at the peripherj’’ of the corpus. The blood vessels of the corpus 
luteum are derived from the capillary net of the theca interna. The fibroblast- 
like cells which produce the connective tissue of the cavity apparently come from 
the invading blood-vascular endothelium. There is usually no hemorrhage in 
the corpus luteum at the time of menstruation. The corpus luteum of pregnancy, 
though sometimes moderately cj'stic, shows no systematic tendency in this 
respect. 

(The author, whose pioneer work in establishing the physiological r6Ie of progesterone is 
well known, has long been one of our country’s outstanding investigators in the field of re- 
productive physiology. He is now the Director of the Carnegie Institute of Embryology, 
and like his two great predecessors in that office, Mall and Streeter, his guidance has yielded 
a valuable yearlj' output of scientific contributions from that institution. Many of these 
bear very importantly on our clinical problems in gynecology and obstetrics. Corner’s 
studies are based on corpora lutea in the rhesus monkey, and gynecologists will be interested 
to find that they corroborate similar studies in the human. Corner, however, makes no 
mention of the four stages (proliferation or hyperemia, vascularization, maturity and retro- 
gression) into which the life cycle of the human corpus luteum was divided, as far back as 
1911,by Meyer, who first described this cycle. Nor does he comment on the “proliferation” 
phase, concerning the eristence of which there was some controversy in 1932 between Meyer 
and the French investigator, Moulonguet. As a matter of fact. Comer specifically men- 
tions that no mitoses were found in the 2 one day corpora of his series, although Meyer 
reported these in the earliest phase of the corpora lutea. Finally, Corner appears to be 
hesitant about accepting Brewer’s recent conclusion that the corpus luteum begins to 
retrogress at about the 22nd day of the cycle, much earlier than was formerly generally be- 
lieved. — ^Ed.) 
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DEVELOPMENT, ORGANIZATION, AND BREAKDOWN OF THE 
CORPUS LUTEUM IN THE RHESUS MONICEY 

George W. Corner 

Contributions to Embryology, No. 204, Carnegie Institution of Washington 

Publication 557, 117-146, 1945 

The report is based on 107 corpora lutea of the rhesus monkey (Macaca 
mulatta, Macacus or Pithecus rhesus) and deals with appearances revealed by 
routine histological methods. The menstrual cycle of this animal has a typical 
length of 28 days. Ovulation most frequently occurs on or about the 13th 
day after beginning of the last menstrual flow, l^ariations in the cycle are, 
however, frequent and large. Before rupture of the mature follicle the granulosa 
cells become loosened and are drawn into spindle shape, with a tendency to 
radial alignment. The nuclei stain very densely. After ovulation there is a 
progressive series of changes, as indicated in the tabular summary (p. 144). 
Blood vessels begin to invade the granulosa about day 2. The granulosa cells 
present definite epithelioid characteristics about day 4. The blood vessels 
reach the inner part of the lutein wall about day 4. At this time capillary sprouts 
and fibroblast-like cells (apparently derived from the endothelium) enter the 
cavity. By day 6 the blood- vascular pattern of the corpus luteum is being 
completed by the development of venous channels in the inner part of the lutein 
wall. Organization of the corpus luteum may be considered complete by days 
7 to 9. Definite connective tissue now begins to appear in the cavity. 

If the ovulation did not result in pregnancy, the first definite signs of degenera- 
tion are seen about day 13 after ovulation, that is to say, day 26 of the 
cycle dating from the last menstruation. These dates relate, of course, to the 
modal 28-day cycle only. Before the onset of menstruation, degeneration is 
evidenced by e.xtensive lipid vacuolation. About the time when external men- 
struation begins (day 28 of the modal cycle), nuclear pyknosis and fragmentation 
are seen, some of the cells are cytolyzed, and others shrink by contraction of 
cytoplasmic volume. 

Brewer (Brewer, J. L., Am. J. Obst. & Gynec., 44; 1048-1059, 1942) has cited 
evidence which has led him to believe that the human corpus luteum is degenerat- 
ing after the 8th or 10th day dating from ovulation. Of these evidential facts, 
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(It is curious and difScult to explain, that stilbestrol should have been so effective in a 
case of pseudohermaphroditism of this type, and it is possible that the early age at which 
this treatment was begun might have been a factor. In an adult case of this type which I 
observed some years ago, estrogens had been given in large doses from time to time for a 
good many years, without any noticeable benefit. This patient later came to autopsy, 
following exploration and resection of the adrenals, which showed remarkable cortical 
hyperplasia, with no neoplasm in either the adrenals or any of the other endocrine glands. 
In this variety of female pseudohermaphroditism the external genitalia are rather charac- 
teristic of the type described in the case of McIntosh and Browm. It is in this group too, 
that a rudimentary vaginal canal is often actually present, but it opens into the posterior 
wall of the urethra some distance, perhaps only a centimeter or so, above the external ori- 
fice. — Ed.) 


INFLUENCE OF RELAXIN ON MAMMARY DE\rELOPJMBNT IN 
SEXUALLY IMMATURE FEMALE RATS 

M. Hamolsky and Rhoda C. Sparrow 
Proc. Soc, Exper. Biol. & Med., 60: 8-9, 1945 

The only physiological action so far established for relaxin is relaxation of the 
pelvic ligaments in the guinea pig. This paper demonstrates the effect of 
relaxin on the mammary glands of immature female rats. 

All animals used for the experiments were immature female rats which had 
been ovariectomized at 30 days after birth. After 6 days of postoperative rest 
they were injected daily with estradiol for 13 days. They were then divided 
into groups and subjected to these exiieriments. One group was given estradiol, 
progesterone and relaxin, a second group was given estradiol and progesterone, 
a third group was given estradiol and relaxin and a fourth group was given 
progesterone and relaxin. 

These experiments showed that estradiol, progesterone and relaxm given 
together will cause mammary gland growth and lobulation in immature 
ovariectomized female rats. The authors were unable to obtain mammary gland 
growth and lobulation with any 2 of these hormones. When the animals were 
hjTJophysectomized following pretreatment and then injected with estradiol, 
progesterone and relaxin, the mammary glands remained immature. 

The authors believe therefore that an interaction of relaxin, estradiol and 
progesterone stimulated mammary gland growth and lobulation in these animals. 
Hypophysectomy either removed one or more of the hormones necessary for the 
interaction to take place or so changed bodily conditions (hormonal or otherwise) 
•that growth of the glands was not obtained. 4 figures. 
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ADRENOGENITAL PSEUDOHERMAPHRODITISM TREATED 
WITH STILBESTROL 

C. Berkeley McIntosh and Willis E. Brown 
J. Pediat., 27: 323-327, 1945 

Attempts to demasculinize a patient with adrenogenital pseudohermaphrodit- 
ism by the administration of stilbestrol; and the results of this trial, are discussed. 
The patient was first observed at the age of five years. Although the genitalia 
were not characteristic of either sex the child had been' reared as a girl. She 
had grown at an abnormally rapid rate and at the age of five years was 49.3 
inches tall and weighed 62.7 pounds. An older sibling, whose sex had also been 
in doubt and whose growth had also been rapid, had died of pneumonia at the 
age of six years. The autopsy of this sibling was reported to have revealed 
marked hypertrophy of the clitoris, an infantile uterus, normal ovaries, a fully 
developed vagina and definite diffuse hyperplasia of both adrenal glands. ^ ( 

Physical examination of the present patient was essentially normal except 
for her size, a tendency toward a masculine physique and the appearance of the 
genitalia. There was a large amount of pubic hair, female in pattern. The 
phallus measured 2.5 inches in length and had a definite glans and prepuce but 
no urethral opening. No testicles could be palpated. The urethral opening 
was in a completely hypospadiac position just below the phallus. Well developed 
labia were present. The vaginal orifice was small and partially obliterated by a 
membrane. An exploratory laparotomy revealed the presence of normal tubes 
and ovaries, a rudimentary uterus, and generalized enlargement of both adrenal 
glands. Determinations for crystalline androsterone from 24-hour urine samples 
were consistently high (about 22 mg. equivalents). In an effort to reduce the 
masculinizing effect of the adrenal glands roentgen therapy was employed for 
two months, without effecting appreciable change in the patient’s appearance or 
in the size of the clitoiis. Oral stilbestrol, 5 mg. daily, was then started. At 
the end of four months the breasts had become developed and axillary hair had 
appeared. Because of toxic symptoms the dosage of stilbestrol was reduced to 
3 mg. daily' for four months but no new changes were seen. The dosage was 
then reduced to 2 mg. daily and continued for another sixteen months. Dunng 
this time the rate of growth approached normal and the clitoris decreased in 
size to 1.25 inches. With the exception of the enlarged clitoris and hirsutism of 
the legs the patient had the appearance of an adolescent girl. As x-rays showed 
that the epiphyses were nearly closed and it was felt that the stilbestrol might 
be contributing to the precocious bone maturity, estrogen therapy was discon- 
tinued at this time. Plastic operations consisting of amputation of the clitons 
and an extension of the vaginal orifice w-ere performed. It is expected that the 
patient will be capable of performing coitus, but it is doubtful whether the 
uterus wall ever be mature enough to support menstruation or pregnancy. 
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(It is curious and difficult to explain, that stilbestrol should have been so effective in a 
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wall of the urethra some distance, perhaps only a centimeter or so, above the external ori- 
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EFFECTS OF THYROID FEEDING ON OVARIAN DEVELOPIMENT 

IN THE RAT 

Benjamin H. Ehshoff 
Endocrinol., 37: 218-220, 1945 

In the experiments reported, female rats were raised to maturity on diets 
containing 0, 0.5 and 1.0 per cent dessicated thyroid, respectively. All groups 
received sufficient quantities of yeast (12.0 per cent) to maintain growth. The 
other constituents of the rations were sucrose, 61.5 per cent; Vitamin Test Casein, 
22.0 per cent; and Sure’s Salt Mixture No. 1, 4.5 per cent. A marked inhibition 
of ovarian development was observed both grossly and histologically in the 
thyroid-fed rats; ovarian weights averaged 20.0 and 21.3 milligrams, respectively, 
for the animals in the 0.5 and 1.0 per cent thyroid series in contrast to an average 
weight of 42.8 milligrams in the thyroid-free controls. Histologically the ovaries 
of the thyroid-fed rats resembled those of immature rats, 20 to 30 days of age. 
No mature follicles or corpora lutea were present in any of the thyroid-fed rats. 
However, immature follicles or corpora lutea were numerous and many young 
follicles undergoing atresia were observed. Moderate degrees of edema were 
noted in the medullary portion and there was evidence of hematosis in the 
medullary blood vessels. The germinal epithelium appeared normal. No 
significant differences were noted between the animals receiving 0.5 or 1.0 per 
cent of thyroid. In rats maintained on thyroid-free rations the ovaries were 
normal throughout. 


ESTROGENIC EFFECT IN A 15 YEAR OLD BOY 
Wenner (Babel) 

Monatschr. f. Geburtsh. u. ,Gyn., 119: 168, 1945 

The subject of this report was a 15-year-old helper in a chemical laboratory 
in w'hich stilbestrol was one of the substances worked with. For several days 
he had complained of an increase in the size of his breasts, a darkening of the 
nipples and dark pigment formation on the scrotum. He was first examined a 
week after he had ceased work at the laboratory. Daily doses of perandren were 
given for 14 days, at the end of which time the breasts had returned to then 
normal size and the scrotum had become paler. It was found that the boy had 
not worked with stilbestrol but had handled the related substances 3,4 RJ 
(b-hydrooxy-phenyl)-3,4 dioxyhexan and 3,3 Di (b-hydrooxy-phenyl) hexanon 
4 It is believed that he inhaled these substances rather than absorbed them 
percutaneoasly. 
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EFFECTS OF SEX HORMONES ON THE BLOOD IN RATS 

V. Korenchevskt and K. Hall 
J. Endociinol., 4: 103-108, 1945 

From experimentation, the authors present the following conclusions regarding 
the effects of sex hormones on the blood in rats. 

The number of red cells, hemoglobin content, color index, volume o! packed 
cells and mean corpuscular volume were not affected by the sex of the animals, 
gonadectomy nor by estrus. In 8 senile rats a mild hypochromia was observed. 
Androgens increased the RBC, hemoglobin content and volume of packed cells 
in normal senile and castrated adult male rats, the lowered color index of senile 
rats being raised. Small doses of estradiol benzoate-butyrate injected alone 
into male or female rats had no effect on the blood values examined. A definite 
decrease in the RBC, hemoglobin content and volume of packed cells occurred 
when progesterone and estradiol benzoate-butj'rate were injected together into 
ovariectomized rats. The effect of androgens in castrated rats was neutralized 
by simultaneous injection of estradiol benzoate-butyrate, but not when thyroid 
hormone was given in addition to these. 

The results are discussed with reference to sex differences in the human blood 
picture and to the cause of pregnancy anemias. The amount of fat tissue in 
bone marrow apparently reflects the changes in general fat deposition and not 
changes in hemopoiesis. These experiments, while showing definite effects of 
sex hormones on the blood, do not explain whether the results obtained were due 
to changes in blood volume or in hemopoiesis. 7 references. 


THE ROLE OF THYROID GLAND AND OESTROGEN IN THE 
REGULATION OF GONADOTROPHIC ACTIVITY OF THE 
ANTERIOR PITUITARY 

J. P. Csu AND S. S. You 
J. Endocrinol., 4: 115-24, 1945 

The authors conclude, as a result of their experiments, that the follicle- 
stimulating and luteinizing hormones of the pituitary are under the direct 
regulation of the thyroid gland. 

The daily injection of 1 mg. of stilbestrol or estrone into normal intact rabbits 
caused complete inhibition of ovarian activity for 30 days; the same treatment 
was found ineffective in thyroidectomized animals even with a longer injection 
period. 

The feeding of small doses of desiccated thyroid to thyroidectomized rabbits 
prevented hypertrophy of ovarian follicles, while larger doses had an inhibitory 
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action on the ovary. The results of simultaneous administration of estrogen 
and desiccated thyroid to thyroidectomized rabbits were the same as those 
obtained by feeding desiccated thyroid alone. 

Small doses of estrogen did not effectively suppress ovarian activity in intact 
norrnal rabbits ; addition of small amounts of desiccated thyroid reinforced the 
inhibitory action of estrogen. 

Feeding small doses of desiccated thyroid to normal intact rabbits had no 
effect on the ovary ; large dosf s caused incomplete inhibition of ovarian activity. 

The pituitary gland of thyroid-fed normal and thyroidectomized rabbits 
contained a high concentration of ovulating hormone and that of estrogen- 
treated animals contained very little. 13 references. 


OVARIAN STIMULATION BY OESTROGENS. 2. STIMULATION IN 
THE ABSENCE OF HYPOPHYSIS, UTERUS, AND 
ADRENAL GLANDS 

j P. C. Williams 

J. Endocrinol., 4: 125-26, 1945 

The author describes experiments which show that the adrenals and the uterus 
are not involved in the stimulation of the ovaiy by estrogens. 

A group of immature female rats was hysterectomized; some were killed and 
the remainder hjrpophysectomized. Some of the hypophysectomized rats were 
given stilbestrol. All were killed 5 days after hypophysectomy. Results 
showed that hysterectomy alone affects neither the weight of the ovaries nor tbe 
fall that normally occurs after hypophysectomy, and that the stilbestrol-injected 
rats have ovaries significantly heavier than have normal rats. A group of 
immature female rats was hypophysectomized and adrenalectomized 5 days 
after removal of their uteri. Half of these were given stilbestrol and all were 
killed 5 days after hypophysectomy. Results showed no indication that adrenal- 
ectomy had interfered with the ovarian stimulation. 

The author concludes that there is no evidence that this effect of estrogens is 
an indirect one. 6 references. 


STUDIES OF THE BIOLOGICAL ACTION OF SERUM 
GONADOTROPHIN. 1. DECLINE IN OVARIAN 
RESPONSE AFTER HYPOPHYSECTOMY 


P. C. Williams 
J. Endocrinol., 4: 127-30, 1945 

A single injection of 70 LU. of serum gonadotrophin (in the form of reconsti- 
tuted dried pregnant mares’ serum) was given to a group of intact immature 
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rats and to groups of immature rats hypophysectomized at intervals from 14 days 
before the injection to 4 days aftervards. The rats Avere killed 5 da 3 rs after the 
injection and the oA'aries and uteri examined. A basal condition of ovarian 
responsiveness Avas attained 7 da 5 ’s after hJ'pophJ^sectora 3 ^ Ovulation occurred 
in rats injected up to 4 days after operation but not in the rats injected later. 

The author discusses brieflj^ the roles of endogenous gonadotrophin and of the 
initial condition of the ovaries in the oA'arian response. 7 references. 


STUDIES OF THE BIOLOGICAL ACTION OF SERUM GONADOTRO- 
PHIN. 2. OVARIAN RESPONSE AFTER HLTOPHYSECTOMY 
AND OESTROGEN TREATMENT 

P. C. Williams 
J. Endocrinol., 4: 131-3G, 1945 

In the present studj”^ the author attributes all the qualitatiAfe differences 
betAA-een the responses of intact and hypophysectomized rats to serum gonado- 
trophin to the atrophic condition of the ovaries in the latter animals. He states 
that some of the quantitative differences are probably due to the same cause. 

Single injections of 5-130 I.U. of serum gonadotrophin A\-ere made into intact, 
or hypophysectomized, immature rats, or into immature hypophysectomized 
rats implanted AAnth stilbestrol. Ovulation and luteinization A\'ere produced in 
the intact rats and stilbestrol-implanted, hypophj'sectomized rats but not in 
the imimplanted, hypophysectomized rats. The ovarian AA’cight response to 
13-14 I.U. AA'as greatest in the estrogenized, hj'pophysectoraized rats but AA'ith 
higher doses the response in the intact rats AA-^as the greatest. 10 references. 


STUDIES OF The biological action of serum 
GONADOTROPHIN. 3. ROLE OF ENDOGENOUS 

gonadotrophin 

P. C. Williams 
J. Endocrinol., 4: 137-42, 1945 

The author finds that there is no CAddence for an increased secretion of endog- 
enous gonadotrophin foUoAiang injections of serum gonadotrophin giving 
responses Avithin the normal physiological range. It is suggested that the 
response in rats immediately after hypophysectomy is a more accurate indication 
of the intrinsic activity of injected gonadotrophin than the responses in intact 
rats or in rats injected Avhen ovarian atrophy has occurred foUoAving 
hypophysectomy. 
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Doses of 1-650 1.U. of serum gonadotrophin were injected into intact immature 
female rats and into similar rats 1 hour after hypophysectomy. In the intact 
rats doses of 13 I.U. were purely follicle-stimulating; ovulation and luteinization 
were produced with lower or higher doses. The maximum ovarian weight 
attainable was 180-200 mg. In the hypophysectomized rats the maximum 
ovarian weight was 100-120 mg. Histologically the ovaries were similar to 
those of the same weight in the intact rats except that ovulation and luteinization 
were not obtained with ovaries weighing less than 25 mg. The log. dose-response 
curves for uterine or ovarian weight are parallel in the two groups. 

There was loss of ovarian and uterine weight in the hypophysectomized rats 
injected with less than 10 I.U. and this dose is therefore regarded as quantita- 
tively equivalent to the normal secretion of endogenous gonadotrophin in 5 
days. The ovulation and luteinization produced in intact rats with ovaries of 
less than 25 mg. must be due to endogenous gonadotrophin; that produced with 
higher doses in intact and hypophysectomized rats is due to the injected gonado- 
trophin alone. 7 references. 


PATHOLOGY OF DYSMENORRHEA IN THE VIRGIN AND SPASM 
OF THE UTERINE ISTHMUS 

Claude B^cl^re and H. Simonnet 
Gynec. Obst., Paris, 44: 79-81, 1944-45 

The sexual development of 10 girls and women suffering from dysmenorrhea 
was studied. At the time of study 8 were between 14 to 22 years of age and 
two were between 29 and 35 years old. In 60 per cent of the cases puberty had 
been precocious, ^vith menarche between the ages of 10.5 and 12 years. Breasts 
were overdeveloped in 40 per cent and normal in 30 per cent. In 60 per cent the 
breasts had begun development betw'een the ages of 9 and 12.5 years. Pubic 
hair Avas overdeveloped in 40 per cent and normal in 50 per cent. The vulva 
was normal in 50 per cent and overdeveloped in 20 per cent. In 70 per cent the 
volume of the uterus was normal and in 30 per cent small. 

Eight doses of folliculin (400 I.U. or more) were given in six cases about the 
sixth day before a menstrual period with good effect. 

From these observations and a review of clinical, radiological and hormonal 
studies, it is concluded that dysmenorrhea is produced by spasms of the isthmus 
uteri. The painful contractions of the muscles of the uterus are provoked by 
an excess of folliculin. Spasmodic dysmenorrhea will respond to treatment with 
preparations from hormones of the corpus luteum or male hormones. 

(A ver3'^efimte over-simplification of the etiology as well as the treatment of primary 
dysmenorrhea. — Ed.) 


THE MENSTRUAL CYCLE 


A FIBRINOLYTIC ENZYME IN MENSTRUATION AND LATE 
PREGNANCY TOXEMIA 

0. Watkins Smith and Geokge Van S. Smith 
Science, 102: 253-254, 1945 . 

Although the lack of prothrombin and fibrinogen in menstrual discharge has 
been demonstrated, thus suggesting that the blood in it has been clotted and the 
clot dissolved, e\ddence for the existence of lytic substances to account for the 
fluidity of the discharge has not been conclusive. It has been suggested that 
the fibrinolytic action in the uterus might be an explanation, and also that a 
proteolytic enzyme might account for the toxicity of the euglobin fraction of 
menstrual discharge. Such an enzyme might be a product of endometrial 
injury due to the -ndthdrawal of hormonal support and the toxic by-product might 
be the final cause of menstruation through vascular injury. This paper presents 
the results of studies made to test this theory. Since the hormonal stiuation in 
toxemia of late pregnancy is analogous to that existing at the time of menstrua- 
tion and the vascular changes are similar to the local ones in the menstruating 
endometrium, sera from patients ^vith late pregnancy toxemia were also tested. 

Fibrinolytic activity was tested bj’’ the method described by Tagnon, Davidson 
and Taylor. Fresh plasma from oxylated human venous blood was used as the 
source of fibrinogen. All 12 specimens of fresh menstrual serum which were 
examined contained marked fibrinolytic activity. There was evidence that the 
enzyme was more concentrated in the endometrial debris than in the serum. 
•Ten specimens of venous blood taken from 5 women during menstruation were 
also consistently fibrinolytic. Seven specimens taken from 4 women during the 
intermenstruura were entirely negative. The sera from 7 patients with late 
pregnancy toxemia, 1 with eclampsia, and 1 flowing prior to miscarriage at four 
months, were all markedly positive for fibrinolytic activity. No enz 3 'me was 
demonstrated in the eclamptic patient and in the 2 women with toxemia when 
studied two weeks later after they had been delivered and were well. The sera 
of 7 nonnallj'^ pregnant women were also negative. The authors conclude that, 
although the enzyme and toxin arc both concentrated in the euglobin fraction 
of menstrual discharge, thej' are not identical, for these reasons: (1) the fibrino- 
Ijdic activity of many venous sera was as great as that in menstrual serum; 
(2) they were unable to demonstrate toxicity in the venous serum of toxemic or 
menstruating women; (3) samples of menstrual discharge that have lost toxicity 
on standing may completelj' retain their fibrinoh-tic activity. 

A brief report is given of preliminarj' studies to test the theory that patho- 
logical sjmdromes associated with cellular injury of any cause might be the effect 
of release of toxic by-products of proteolysis from the action of this cnzx'mc. Of 
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8 patients with gynecological complainte, the sera of 4 contained libnaolytio 
activity before operation. Blood specimens taken from the other 4, whose 
preoperative tests had been completely negative, all showed fibrinolysis from one 
to three days after operation. 

(It is curious that, in spite of the large number of studies on the subject, going back 
nearly half a century, the question of the non-coagulability of menstrual blood has not yet 
been established beyond doubt. Formerly opinion appeared to be divided between those 
who believed that the body blood, in its passage through the uterine mucosa, was deprived 
of one of its clotting principles and those who believed that an anti-clotting principle was 
added. The still earlier view, that the non-coagulability is due to the addition of the 
alkaline cervical mucus, had long since been disproved. In recent years the concept that a 
proteolytic factor or enzyme is responsible for the fluidity of the menstrual blood appears 
to be establishing itself, and evidence on this point was set forth in a paper by Huggins, 
Vail and Davis in 1943 (Am. J. Obst. & Gynec., 46: 78, 1943). The present paper by Smith 
and Smith supports this general thesis, the authors suggesting that the enzyme with this 
fibrinolytic action is a product of endometrial injury due to withdrawal of hormonal 
support. In a previous paper they had suggested that this toxic principle might be the 
actual cause of menstrual bleeding. This hypothesis, however, needs further study before 
it can be accepted, and it is perhaps too early to be sure that the riddle of menstrual non- 
coagulability has been solved. — Ed.) 


QUANTITY OF MENSTRUAL FLOW 

R. A. Stevenson, James C. Stinson, Jr., and B. Ainsworth Kuehne 
Texas Rep. Biol. & Med., 3: 371-381, 1945 

The subjects of this study were 96 unmarried volunteers from the John Sealy 
College of Nursing. They ranged in age from 17 to 35 years and all considered 
themselves normal with respect to their menstrual periods. At the beginning of 
a period each was given weighed sanitary napkins and a weighed, opaque, air- 
tight jar. The jar containing the used pads was returned at the end of the 
period, accompanied by information relative to the duration of the period, pain, 
etc. Calculations of the blood lost were made by subtracting the weight of the 
materials issued from that of the materials returned. The study covered a 
period of six months. The mass of material lost from menstruation was found 
to vary over a wide range, from 5 to 156 grams, with a mean of 48.5 and a stand- 
ard deviation of 34.4. Duration of the flow in individual subjects was relatively 
constant, but mass of flow showed some fluctuation from month to month in a 
given subject and w^as reflected roughly in the variable number of pads used. 
Correlation between duration of flow and mass of flow was found to be negligible 
except in a few extreme cases. Clots were reported by 46 per cent of the subjects; 
36 per cent reported no clots; and 16 per cent did not reply on this question. 
No correlation was noted between the occurrence of clots and dysmenorrhea. 
Dysmenorrhea was reported by 60.5 per cent. None of the subjects reported 
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the occurrence of pain during and after bleeding onlj% No correlation was noted 
between the severity of dysmenorrhea, amount of flow, age of subject or any 
combination of these three factors. Bleeding began in the morning in 58 per 
cent, in the afternoon in 19 per cent and during the night in 22 per cent. The 
time of onset in successive periods of a given subject was fairly constant. The 
sources of error existing in this study include urination, loss prior to donning 
pad, bathing, feces on the pad, and evaporation. 

(This interesting study was carried out by a method which is handicapped by certain 
sources of error, though these are fairly stated by the authors themselves. A favor- 
ite method for studying blood loss at menstruation has been to determine the amount of 
hemoglobin in the blood of the menstrual napkins, since hemoglobin constitutes a definite 
and known proportion of the total weight of the blood. Others have studied the blood loss 
more directly by the employment of cup-like receptacles applied intravaginally. Although 
there are wide individual differences, there is still considerable divergence of opinion as 
to what might be called an average blood loss. 

A number of other side-lights of the study are of interest, such as the incidence of clot- 
ting, A good many of our patients are unduly apprehensive when clots appear in the flow, 
and yet the authors reported that this occurred in 48 per cent of their ostensibly normal 
group. Whatever the mechanism of the nonclotting characteristics of menstrual blood 
may be, it is certainly often impaired, especially when the menstrual amount is large, and 
this without any serious significance in itself. — ^Ed.) 


ANDROGEN THERAPY OF MENOPAUSAL SYMPTOMS IN 
CANCER PATIENTS 

S. B. Gusbekg 

Am. J. Obst. & Gynec., 60: 502-508, 1945 

/ 

The author has become dissatisfied with the use of stilbestrol in a certain 
group of menopausal patients in whom he believed the stimtilating effect of 
estrogen was contraindicated. This includes those who have been treated for 
some form of cancer of the reproductive organs and also those in whom estrogenic 
therapy has provoked uterine bleeding. This has led him to the use of androgen 
therapy in a selected group of menopausal patients. The course of treatment 
which was found most effective was 20 mg. of methyl testosterone by mouth 
daily for 4 weeks, then 10 mg. daily for 2 w'eeks thereafter. He usually allows 
several intervals of 1 week without treatment during the course. 

Of 24 symptomatic menopausal patients, 23 were strikingly benefited by 
androgen therapy. For those patients whose menopause was recent, results were 
excellent and imiform. The outcome was less striking in late cases but some 
benefit was received. There was possible slight hirsutism in 2 cases. Of 12 
patients who had had previous stilbestrol therapy, 10 were benefited to a greater 
degree by the androgens. 
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In ^dew of liis experience the author beheves that the use of the androgens 
rather than estrogens is indicated in the following groups: (a) Patients who have 
been treated for cancer of the reproductive tract or breast, (b) Patients who 
have been treated for abnormal bleeding during the climacteric, (c) Patients 
who have developed uterine bleeding while under treatment with estrogenic 
substances, (d) Patients who require endocrine therapy for vasomotor s}Tnp- 
toms before their menses have completely ceased, (e) Patients who have been 
addicted to stilbestrol by long-continued usage. 

(For the treatment of menopausal s3rmptoms, when organotherapy seems called for, 
testosterone usually offers no especial advantage over the estrogens. However, for the 
groups enumerated by the author, it is often preferable. With either testosterone or estro- 
gen, the oral route of administration is always to be preferred. There is rarely any need 
nowadays, for this indication, to resort to the “shot” treatments formerly so popular.— 
Ed.) 


THE DIFFERENTIAL DIAGNOSIS OF GYNECOLOGICAL BLEEDING 
WITH PARTICULAR REFERENCE TO ENDOMETRIAL HYPER- 
PLASIA, BASED ON THE MATERIAL OF THE BASEL UNIVERS- 
ITY WOMAN’S CLINIC, 1935-1939 

Inaug. Disser. Medical Faculty, Univ. of Basel, 1944; p. 41' 

The material investigated in this study comprises the cases of hyperplasias 
of the endometrium treated at the Woman’s Clinic in Basel in the years 193^ 
1939. There were 205 cases, including 198 curettings. The clinical diagnosis in 
the latter 198 cases was confirmed histologically. The noncuretted cases in- 
cluded juvenile bleedings in which a histological study was superfluous and a 
case of secondary anemia, the diagnosis of which was confirmed by the results 
of treatment. 

The greatest number of patients (63) were between the ages of 46 and 50 
years. Twelve patients were in the age group 13 to 20 years, inclusive. 

More than half of the patients gave a history of altered periods before the 
beginning of 'the pathological bleeding. Sixteen women had amenorrhea of some 
duration, in some cases due to suspected menopause and in some to pregnancy. 
In 33 cases the abnormal bleeding began before the eleventh day after cessation 
of the last period. According to Schroder’s observations, this is due to endo- 
metrial necrosis consequent upon persistence of follicles. In most cases, how- 
ever, the abnormal bleeding was preceded by an amenorrhea of more than four 

The findings at palpation were as a rule normal; in 51 cases the uterus 
definitely enlarged or only somewhat plump. Unilateral enlargement of the 
adne-xa was noted in 22 cases. The pathological bleedings in this group oi 
women ranged from a few days and weeks to months and years. 
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In the majority of cases the pathological-anatomical diagnosis was glandular- 
cystic hyperplasia. There were encountered also in combination with endo- 
metritis, adenomyomatosis, disturbances of the circulation, tuberculosis of the 
mucous membranes, precancerous changes and polyposis. 

In addition to the histologically confirmed cases of glandular-cystic hyper- 
plasia, the number of relapses was of interest. In 21 cases a relapse was con- 
firmed by a second histological e.xamination. In 32 cases the diagnosis of the 
relapse was clinically certain and in 58 cases it was probable on the basis of the 
historj'. 



VULVA AND VAGINA 


LACTOBACILLUS THERAPY IN VAGINITIS DUE TO TRICHOMONAS 


Leo Brady and Roger D. Reid 
Am. J. Obst. & Gynec., 60: 509-513, 1945 

The authors recall that the rationale for the use of lactobacillus therapy in 
vaginitis due to trichomonas is two-fold: (1) hve, lactic acid-forming bacilli, 
one million per tablet, provide for a pH maintenance of about 5.5; (2) lactose is 
furnished to ensure adequate growth and activity of the Doderlein bacilli. 

This is the authors’ second report of their results with lactobacillus therapy 
in trichomonas vaginitis and is based on 70 cases. All patients complained of 
leucorrhea and half of pruritus. Dyspareunia was the outstanding complaint 
of 15. 

The method the authors advise at the present time is the following: As soon 
as the diagnosis is made, a bivalve speculum is introduced into the vagina, the 
cervix inspected for complicating endocervicitis, and Skene’s and Bartholin s 
glands inspected for possible involvement. The vagina is then dried with cotton 
and two lactobacillus tablets inserted high in the vagina in the posterior fornix 
behind the cervix. The vaginal orifice is then plugged xvith a tampon o non- 
absorbent cotton. When the patient returns on the next day, the timpon E 
removed, material taken from the vagina for microscopic study, and the rea 
ment carried out , on the preceding day is repeated. On this second visit prac i 
cally every patient will report that the itching has become much less, and it 
very unusual to be able to demonstrate organisms at this time. _ 

Such office treatments are repeated daily for five days. The patien is ^ 
told to insert two lactobacillus tablets high in the vagina each nigh . 
told to take douches only if she becomes uncomfortable from unabsorbed parti ^ 
of the tablets coming out of the vagina and causing irritation. I ^ jjj 
used, white vinegar (5 per cent acetic acid) is recommended in a strength o 
2 to 4 tablespoonfuls to 2 quarts of water. Two douches a week are u 

This home treatment is continued from two to four weeks and longer if nec^ 
sarv. However, if the organisms promptly disappear and show no ii^ 
tendency to recur, the tablets need be used only every 
cially important that they be used while the patient is meimtruatmg, , 

course, the time when the vaginal defenses agamst the tnchomonads ar 
In a few instances the authors had the patient return for a seco 
five-day treatments in the office, but this is rarely necessal3^ 

preparations taken after 2 weeks of treatment were negative m 64 ^ 
70 cases and aU but 3 of the patients stated that their symptoms had disappca 
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(In a previous paper (Ann. Surg. 116: 840, 1942) the authors had made a preliminary re- 
port on this method of treating trichomonas vaginitis, and the present paper based 9 n the 
study of 70 additional cases, appears to Justify their enthusiasm for the method. The 
principles on which it is based, as explained in the paper, make this plan of therapy seem 
very rational. At any rate, any addition to our armamentarium in the treatment of this 
troublesome disorder will probably be welcomed by many.— Ed.) 


SWEAT GLAND TUMORS OF THE ^HJLVA, BENIGN (HIDRADENOMA) 
AND aiALIGNANT (ADENOCARCINOMA) 

Emil Novak and R. R. Stevenson 
Am. J. Obst. & Gynec., 60: 641-659, 1945 

This paper is based on the study of 15 cases of benign sweat gland tumors 
Oiidradenoma) and 2 malignant tiunors thought to be of sweat gland origin. 
The literature is first revdewed, after which the authors discuss the various types 
of sweat glands found in the body, as well as their distribution in various 
regions. 

The sweat gland tumors of the vulva constitute a relatively rare but highly 
interesting group. Clinically they present as small and innocent-looking growths 
on or near the vulva, but to one not familiar with their histological appearance 
the microscopic picture is apt to be rather startling, and perhaps to lead to the 
diagnosis of adenocarcinoma. However, in only one case in the literature, that 
of Eichenberg, has there been apparently unimpeachable evidence of malignant 
change, both clinical and microscopic. All other cases, including the 15 cases 
reported herewith, have been clinically benign and all have been cured by simple 
excision. 

Granted that the characteristic noicroscopic picture of these growths might 
ivell in other tissues lead to the diagnosis of adenocarcinoma, there would seem 
to be no justification for applying the term adenocarcinoma to these notoriously 
benign sweat gland tumors. It is entirely possible, and perhaps even probable, 
that some instances of the rare primary adenocarcinoma of the vulva may be of 
sweat gland origin, as in the two cases of this group which have been included in 
this paper. Such an origin, however, is difficult to establish. The histogenesis 
of these sweat gland tumors has been thoroughly discussed in the paper, and the 
suggestion made that the apocrine gland derivation of these growths has probably 
been overaccentuated, though our knowledge on this point is still very incom- 
plete. The clinical and microscopic characteristics of hidradenoma have likewise 
been rather fully ffiscussed in the paper. 



THE UTERUS 


THE PATHOGENESIS OF POSTSALPINGECTOMY ENDOMETRIOSIS 

IN LAPAROTOMY SCARS 


John A. Sampson 

Am. J. Obst. & Gynec., 60: 597-620, 1945 


The author’s experience as well as that of others has shown positively that 
scar endometriosis can arise from normally situated uterine and tubal mucosa 
by continuous invasion. -The very strong circumstantial evidence that it also 
arises from the transplantation of bits of uterine mucosa in the abdominal wound 
‘ during hysterotomy for the termination of early pregnancy has greatly strength- 
ened the possibility of the transplantation and growth of this mucosa in the 
abdominal wound during other pelvic operations. A large number of these cases 
have followed salpingectomy or tubal sterilization combined with ventrofixation 
of the uterus. This type of operative procedure should create conditions favor- 
able not only for the continuous invasion of the abdominal scar by tubal or 
uterine mucosa, but also for the growth of bits of these mucosae transplanted m 
this operative field. . , 

Seventeen cases of laparotomy scar endometriosis, with photomicrograp s 
are reported. The first operation, in all but one case, consisted of bilatera 
salpingectomy or tubal sterilization followed by intentional or accidental ven ro 
fixation of the uterus. In the one case in which salpingectomy had not been one, 
the scar endometriosis followed a myomectomy. Endometriosis was oun 
about the tubal stumps in the 13 uterine cornua which were adherent to t e scar 
endometriosis as well as in a cornu not in actual contact with the scar bu con 
nected to it by a long drainage tract. The author found that scar endome nos 
was derived from the mucosa of a tubal stump by continuous invasion m 
specimens. Transplantation endometriosis was possibly present in 

Injection of the uterine cavity with colored gelatin was very helpfu m 
study of these cases. In the 12 cases in which this was done, the Sf ®’ ^ 

found in the scar endometriosis in 8, thus demonstrating the continui y o 
scar with the uterine cavity. In one case the tubules of the scar con ai 
gelatin although the only contact xvith the uterus was the remains of a drai b 


tract 7 cm. long. _ the ectopic 

An interesting feature of postsalpingectomy endometnosis is that tn 

mucosa, which can be shown to have had its origin in the mucosa of a tu al 
and to have grown from it by continuous invasion, may not only reta 
structure of the tubal mucosa, but may also assume both the structure a 
tion of the uterine mucosa, including its reaction to menstruation a 
■iliiis nroducing a true endometriosis. Even the endometnosis 

or^istous of the tube may be of uterine type. Mucosa of 
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uterine type was present in the scars of all specimens of postsalpingectomy scar 
endometriosis studied b}’’ the author. 

(It is just about ft quarter of a century since the publication of the first of the classical 
series of papers by Sampson on endometriosis, and the present paper shows that throughout 
all these years he has maintained his interest in this subject. His work in this field is un- 
doubtedly one of the most important contributions of our time, and the disease which he so 
fully described in his earliest papers is now universally recognized, and will always be asso- 
ciated with his name. Although eponymic designations are now frowned upon, there would 
seem to be ample justification for calling it Sampson’s disease. 

Another thing demonstrated by this paper is the thoroughness and completeness of study 
which has been a feature of every publication of Sampson on this subject. While for the 
group of cases comprised in the present study, those of postsalpingectomy type, few would 
take issue with his conclusions, his method of gelatin injection makes all the more convinc- 
ing his contention that the endometrium of the abdominal scar is directly traceable to the 
stump of the tube. Even without the gelatin injection, this point would probablj' be 
readily enough conceded on the basis of the histologic study itself, especially in view of 
Sampson’s own previous studies showing that endometriosis may arise from the stumps of 
amputated tubes. 

However, this paper does not touch upon, nor does it seem to explain, the cases of laparot- 
omy scar endometriosis which have occurred following operations in which there has been 
no conceivable invasion of either the uterine or tubal lumina, and it is this group which has 
been the source of the greatest contention between those advocating the implantation 
explanation and the proponents of the so-called celomic metaplasia theory.— Ed.) 


ENDOMETRIOSIS 

Alvin 0. Severance 

Texas State J. Med., 51: 310-312, 1945 

This paper begins with a brief discussion of the various theories which have 
been advanced to explain the etiology of endometriosis (Cullen, Sampson, Meyer, 
Noyak, and Halban). A review is given of the symptoms, treatment and mor- 
tality figures in 569 cases reported by Haydon, and data on the incidence of 
endometriosis reported by various workers are tabulated. The author’s original 
data include a table showing the distribution of cases of endometriosis treated at 
Nbc Hospital, 1942-1944, inclusive, by site of the endometriosis. The uterus 
was the organ most frequently attacked in this series of cases (186 out of 278 
total cases). Endometriosis of the ovary occurred in 62 cases. There were 9 
cases of endometriosis of the tubes, 7 of the appendix, 5 of the cervix, 3 each of 
the vagina and peritoneum, and 1 each of the rectum, colon and abdominal wall. 
Another table presents statistics of surgical specimens examined in the same 
hospital over the same period of time. In 1942 endometriosis was the diagnosis 
made in 16 per cent of the gynecological specimens. Corresponding percentages 
in 1943 and 1944 were, respectively, 24 and 14. 
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THE VALUE OF THE VAGINAL SMEAR IN THE DIAGNOSIS OF 

UTERINE CANCER 

Joe V. Meigs, Ruth M. Graham, Maurice Fremont-Smith, Lois T. Janzen, 

AND Carey B. Nelson 

Surg., Gynee. & Obst., 81: 337-345, 1945 

The authors feel that the vaginal smear technique for diagnosis of uterine 
mahgnancy is a definite step forward in the early recognition of the disease. 

A series of 1015 cases is presented which were studied by vaginal smear mth a 
diagnostic error of 4.0 per cent. Of a total of 154 positive cases (39 endometrial 
and 109 cervical cancer) 16 were incorrectly called negative by vaginal smear. 
Seven of these errors were due to failure to examine every field of the slide. In 
the other 9 cases, no evidence of cancer cells ever was found, supposedly because 
either the malignant cells did not exfoliate or they degenerated. Cells from 
endometrial carcinoma frequently fail to appear in the vaginal secretion. 

The criteria for recognition of cancer cells in the vaginal secretion are briefly 
as follows : (1) the basal cells, varying in size, round or oval with green cytoplasm 
and an active vesicular nucleus; (2) precornified cells, larger, more transparent 
and having a smaller vesicular nucleus; (3) cornified cells, similar to precornified 
except for an acidophilic cytoplasm and pyknotic nucleus; and (4) occasionally 
encountered very small endometrial cells. 

In reviewing the errors in the group “negative called positive” the authors 
found that certain cells, probably histiocytes, often were misleading, being mis- 
taken for malignant cells. One example of this is the foreign body giant cell. 
Normal endometrial cells may also be mistaken for cancer cells because them 
nuclei are hyperchromatic and there is very little cytoplasm. Another type of cell 
which caused some confusion is the atrophic cell of the basal layer of the vagma. 
The authors’ solution for this problem was to change the vaginal epithelium from 
atrophic to cornified by the administration of stilbestrol. 

For the diagnosis of uterine cancer, inspection and palpation have been foun 
to have obvious limitations. For this reason, various aids have been suggest® 
for earlier diagnosis. Schiller’s test is one of these. Thecervixispaintedv.it 
iodine, the normal tissue staining deeply, cancer cells staining very lightly or no 
at all. This test can be confusing since erosions and inflammations also take e 
stain to a limited degree. The value of the Schiller test is that it indicates t ose 
portions of the cervix from which biopsy material should be taken. Anot i®® 
proposed method for early diagnosis is the colposcope but this is found unprac ic 
able for examining large numbers of women because of the gjuecologist s un 

familiarity with the magnified cervix, _ • a • an 

The vaginal smear is of value because it can be accomplished easily and is 
accurate means of establishing early diagnosis. However, it should be use m 
conjunction with the biopsy, which is the most important method. ' agi 
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smear and biopsy are complementary' techniques. The most important con- 
tribution of the vaginal smear technique may be in cancer control. Large num- 
bers of women may be screened and those with positive smears studied further by 
biopsy'. The authors do not regard a negative smear as excluding cancer; nor a 
positive smear, without biopsy conhrmation, as an indication for surgery. 

Abstracts of 8 cases, diagnosed primarily by vaginal smear, are presented to 
illustrate the value of the vaginal smear in the early diagnosis of cancer. 5 
references. 8 figures. 

''(The vaginal smear method for the diagnosis of uterine cancer was commented upon 
rather fully in connection with the article by Gates and Warren, abstracted in the February 
issue of the Surves’. To this the reader may be referred. In the latter article the authors 
mentioned that in many cases they had obtained very satisfactory results from the employ- 
ment of the simple hematoxj'lin-eosin method of staining, rather than the more com- 
plicated Schorr technique employed by Meigs and his co-workers. This statement I can 
endorse on the basis of a small group of cases in which I have employed the simpler method 
since the appearance of the paper by Gates and Warren. It would seem, as was stated in 
my previous comment, that the chief value of the vaginal smear technique would be as a 
screening test in the study of large groups of women, but that it can scarcely be expected 
to replace biopsy and diagnostic curettage in the decisive diagnosis of uterine cancer. — Ed.) 


PRINCIPLES OF TREATMENT OF CARCINOMA CERVIX 
UTERI BY RADIOTHERAPY 

Bernard Sandler 

Proc. Roy. Soc. Med. (Sect. Obst. & Gym.), 38: 175-183, 1945 

There is experimental evidence that with a relatively small dose of irradiation 
the death of the cell is brought about by the damage sustained during the resting 
stage in the nucleus, particularly to the chromosome. This damage is due to 
direct ionization, and it is observed in the next mitosis when there are broken 
chromosome and chromosome fragments present in the dividing cell. The 
daughter cells, being deficient in their nuclear contents, will die. The damage to 
the nucleus of the cell resulting in this death is a direct radiation effect. If 
several adjacent cells die simultaneously after a much larger dosage, there will 
be a change in the histological organization of the tumor tissue; any local failure 
in blood supply wiU cause a breakdown of a still larger cell population. 

With the breakup of the tmnor parenchy'ma by cell degeneration, the response 
of the tumor bed (that is, the indirect effect of the radiation) comes into play'. 
Infiltration and subsequent differentiation of cells of the reticulo-endothelial 
system (plasmocy'tes, histiocytes, ly'mphocytes and cells- of the granulocytic 
series) form part of the repair process. The problem is how to control both the 
intracellular radiation effects and the intercellular response. If cells are killed 
rapidly' and in too great a number or if the tumor bed is damaged the repair 
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process 'n’ill be unable to function properiy and fibrosis may occur preinaturely, 
Cytological analysis of the radiation effects is of the utmost importance especially 
at the stage when the intra- and intercellular processes are in progress, if ive are 
to assess the degree of the biological response of the tumor and control 
the treatment. 

In a series of cases of squamous carcinoma of the cervix the author delivered 
to each case exactly 100 R by x-ray and 24 hours later took pieces of tissue for 
biopsy. Although the tumors were histologically similar, great variation vras 
observed in the response; in one case only 5 per cent and in another 45 per cent 
of the dividing cells showed radiation-induced chromosome abnormalities. Since 
the ultimate death of the tumor depends upon the production of these abnormali- 
ties and the frequency of cells effected, clearly a different type of treatment vill 
be required for any two tumors showing , so wide a variation in cytological re- 
sponse. It would seem illogical to give the same dose to each of them, yet that is 
what happens so frequently with the standard techniques in use today. 

To the question “What is a lethal dose?" there can be therefore no fi.xedand 
simple answer applicable to all tumors of a given organ or tissue as assumed by 
some workers. Control of the intracellular and of the intercellular effects of 
radiation during treatment is desirable and the cytological findings suggest that 
much of the radiation given at present may either be wasted, because it is de- 
livered without regard to the biological behavior of the tumor cells, or may be 
actually harmful and damage the repair process. It is possible that cytological 
research can provide a more scientific basis for a treatment plan in carcinoma of 
the cervix to replace the empiricism upon which dosage has been administered ^ 
so far. There would appear to be then a very strong case for a reorientation oi , 
our ideas on dose fractionation and total dose. This can be obtained only from 


cytological research. 

In discussing certain physical problems the author notes that even in the 
early stages, spread to the lymph nodes of the lateral pelvic wall may have taken 
place while the growth is apparently still confined to the cervix. The frequency 
of such invasion in stages 1 and 2 may be as high as 40 per cent. One must 
therefore contemplate treating the whole of the true pelvis, and even this may 
be too small a volume to include all the main sites of invasion, since many pa- 
tients have involvement of lymph nodes extending above the brim. Altboug 
it is often asserted that the level of the iliac nodes is at the bifurcation of t e 
iliac vessels — in turn said to be at the level of the pelvic brim — ^ifc is not uncommou 
to find both the bifurcation and the invaded nodes above the level of the brum 
Clearly then, the volume to be treated must be not less than the true pelvis an 


should in many cases include more than that volume. 

In discussing dosage the author notes that in the uterus, variations in leng > 
the presence of fibroids, distortion by the carcinoma itself, lateral deviation, acu a 
anteversion or retroversion will effect the dose delivered. In the vagina ^ a 
variations depend among other things on the size, shape, and distensibiWy o 
the vamnal vault and are not related in this respect to the stage of the ' 
These Wsical dimensions, therefore, have a primary determining influence 
positions of the applicators and consequently on the lethal “isodose surf 
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produced. This influence may be much greater in some cases than that of the 
type of technique used in the particular size of vagina under consideration. 

Alterations in the relative positions of the organs in the pelvis during or after 
treatment are frequent. Some of the more important of these factors which 
cause an alteration in the relative position of the organs may be: (a) the pres- 
ence or absence of packing, the degree of distension of the bladder and rectum 
and the posture of the patient, (b) Regression of a large tumor or stenosis 
of a large cavity in the inteiaml between x-ray and radium therapy will distort 
the organs and render them \mreliable for measurement of the position of the 
radimn. (c) Mechanical faults occur due to slipping of applicators. By a 
special apparatus the position of the radium in situ in the bonj'- pelvis may be 
recorded. In a series of 30 cases the cervix was found to be pushed in a cephalic 
direction bj’- the packing to an average of 4 cm. above the level of the symph3’'sis — 
the usual level ^ven in textbooks. 

The fullest cooperation between the gynecologist and x-ray therapist should be 
undertaken before any treatment is given. The latter should certainly study 
gjmecology and it is not too much to say that all who handle radium should know 
something of the physics and biological actions of radiation and of the dangers 
both to the patient and to the operator. 

Before the insertion of the radium every means must be taken to ascertain 
the limits of the primary and the ex'tent of the spread by palpation, colposcopy, 
cystoscopy, proctoscopy and pyelography. These five procedures should be 
routine. Both therapists and gynecologists should be present or have made 
available to them the results of these examinations. 

After a full clinical assessment of the patient the treatment plan must be 
decided upon. It has been our practice, if the tumor is very large, to give a por- 
tion of the x-ray dosage first, in order to produce partial regression of the tumor. 
This permits later on a much better radium distribution than would have been 
possible with a bulkj’^ tumor filling the vaginal vault. Sometimes direct appli- 
cation by contact x-ray per vaginam has been attempted for this purpose also. 
Questions of this type must be decided at a joint consultation before any treat- 
ment is ^ven. Such questions as lymphadenectomy after radiation should also 
be decided at that time. The radiizm having been inserted, 2-plane x-ray photo- 
graphs should be taken to check the correctness of the insertion and as a record for 
dose estimation. It will alread}’^ have been decided by joint discussion what type 
of applicators to use and the dose to be given. 

Variations in the positions of the radimn during treatment must be investi- 
gated and the dose distribution analyzed. This may require the services of full- 
time technicians. Since phj^sicists are employed by most hospitals to check the 
dose distributions of radimn applicators used for other organs of the body there 
is no reason why such work should not be extended to the cervix. 

Serial biopsies for cytological analysis and guidance for dosage should be 
undertaken in cooperation with a C3iulogist. 

CWhile this article is not a verj’ long one, it has been abstracted rather fully because it 
embraces a study of the mechanism of radiotherap3' in cancer, and- because it emphasizes 
many fine points of therapeutic technique which are not likely to be thought of by the 
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average gynecologist and probably not by all radiologists. The article is accompanied by 
10 illustrations, 4 of which show the effects of radiotherapy upon the chromosomal structure 
of the cancer nuclei. However, the author emphasizes that one must also take cognizance 
of the effects produced upon the intercellular tissues. His discussion makes it clear that 
simple standardization of dosage and technique will often be inadequate in the management 
of the individual case. What a far cry this represents from the not very remote day when 
untrained clinicians were wont to employ their “rental” radium so promiscuously, with 
perhaps only a few simple directions from the radium concern. 

The author puts his finger on a vital point of the cancer problem when he states that even 
in the early stages the cancer may already have spread to the lymph nodes, and he believes 
that such invasion may occur in as many as 40 per cent of cases in stages 1 and 2. It is this 
often early dissemination, rather than the primary site, which makes the treatment of cer- 
vical cancer the formidable and disappointing problem which it is. The author wisely 
urges the fullest cooperation between the gynecologist and the radiologist, and emphasizes 
that everyone who handles radium should know something of its physics and its biological 
effects, as well as of its dangers to both the patient and the operator. — Ed.) 


THE TREATMENT OF CARCINOMA OF THE CERVIX BY 
INTERSTITIAL RADIUM NEEDLES AT THE RHODE 
ISLAND HOSPITAL (SUPPLEMENTAL REPORT) 

George W. Waterman and Ralph Diheone 
Am. J. Obst. & Gynec., 50 : 482-488,1945 

This paper is a sequel to one published by the authors in 1937 and adduces 
additional evidence to show that interstitial radiation by means of low intensi^i 
long needles with 0.5 millimeter platinum infiltration well distributed out in t e 
paracervical and parametrial tissues, has a distinct value in the treatment o 
cervical cancer and that the results have been achieved ■without undue unine a 
mortality or without increasing the incidence of fistula formation. Their p ah, 
in the main, has been to place from 3 milligram needles out into the tissues a a 
sides of the uterus, 2 needles on each side; they then thrust 2 milligram nee ^ 
at 1 or 2 cm. intervals in front of and in back of the cervix using in all from 6 
needles. In addition, a 20 milligram intrauterine capsule was employed. ® 


TABLE 1 

1926~19SS, S09 Cases. Survival Rate by Years 1 to 10 


STAGE 

• {scmoTz) 

NO. CASES 

5 YR. 

SURVIVAL 
PER CENT 

10 VR. 

SURnVAl. 
PER Ctm 

I 

II 

III 

IV 

per cent 

(4.8) 
(31.7) ■ 
(35.6) 
(27.9) 

15 

98 

110 

86 • 

(11) 

(53) 

(36) 

(0) 

73.0 

54.0 

32.0 

0.0 

(7) 

(39) 

(23) 

46.0 

40.0 

21.0 

Composite (100.0%).. ■ 

309 

281 

(100) 

(100) 

32.3 

35.7 

(69) 

(69) 

22.3 

24.5 
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authors’ plan of individualizing cases reflects itself in a wide variation in dosage 
used but they are inclined to regard a dosage of between 5000 and 7000 mg. hours 
as optimal for the Stage II (Schmitz) tumor and between 4000 and 6000 mg. 
hours for the Stage III carcinomas. The above technique was supplemented 
by x-ray therapy in over half of the cases. 

The results are summarized in Tables 1 and 4 from this paper. There has been 
no immediate mortality from interstitial radiation since 1937 in a total of 353 
cases treated to January 1, 1945. 

In the authors’ last 177 cases, there were 21 bladder injuries (11.8 per cent), 
including 10 vesicovaginal fistulas, and 34 injuries of the intestinal tract (13.5 
per cent), including 9 rectovaginal fistulas. 


TABLE 4 

19SB-19S8, 607 Cases. Survival Rate by Years 1 to B 


STAGE 

(scmniz) 

KO. CASES 

1 

2 VE, 

3 V*. 

4 TX. 

5 YX. 

5tx. 
PER CEKT 


per cent 








I 

(3.9) 

20 

20 

19 

18 

16 

15 

75.0 

II 

(30.8) 

156 

140 

113 

103 

99 

91 

58.4 

III 

(41.0) 

208 

150 

103 

76 

61 

57 

27.4 

IV 

(24.3) 

123 

22 

8 

6 

3 

3 

2.4 

Absolute 100%. 

507 

332 

243 

203 

179 

166 

32.7 

Not treated (9.7%) 

49 




i 

1 


Helative (90.3%) 

458 





165 

36.0 


DIE ABSOLUTE HEILUNG DER COLLUMKARZINOME UND IHRE 
BEZIEHUNG ZUR MORPHOLOGIE DES KARZINOMS 
CARL LAUTERWEIN 

Zentralbl. f. Gynak., 68: 353-359, 1944 

This paper gives an anatysis of the 3593 cases of carcinoma of the cervix treated 
in the period 1923-1937 by W. Stoeckel in Kiel, Leipzig and Berlin. In the 
years 1910-1916, 69.4 per cent of the patients were subjected to the radical 
operation; in 1917-1922, 42.1 per cent; in 1923-1926, 36.2 per cent; and in 1927- 
1937, 30 per cent. In the total series there were 1145 five-year cures. This 
good result is partly attributable to the fact that 55.8 per cent of the carcinomas 
belonged to groups 1 and 2. From an anaKsis of the histological findings the 
author concludes that the time factor should be ^ven greater consideration in 
radiation therapy. Unripe squamous epithelial carcinomas were foimd to re- 
spond better to radiation from one side. For medium ripe forms radium applica- 
tion from two sides gave the best results and ripe squamous epithelial types 
responded best to radiation from three sides. Small, fibrous, ascirrhotic squa- 
mous epithelial carcinomas were found to respond better to operation than 
to radiation. 
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(The analysis of this large number of cases of cervical cases shows an excellent yield of 5 
year cures, better than that reported by most workers in the field. This is undoubedly 
to be explained by the surprisingly large proportion of Group 1 and Group 2 cases included 
in the series (68.8 per cent). Interesting, too, is the steady drop in the percentage of pa- 
tients subjected to radical operation after the introduction of radium. The series includes 
cases only up to 1937, and it is probable that the figures beyond that year, if they ever be- 
come available, will show a still greater drop in the operative incidence. — ^Ed.) 


CARCINOMA OF THE BODY OF THE UTERUS 

Louis J. Levinson and William Beams 
J. M. Soc. New Jersey, 42: 320-321, 1945 

To illustrate choice of treatment based on the type of carcinoma and age and 
condition of the patient, three case reports are presented. The first patient, a 
very obese, 63-year-old woman, had a relatively benign type classified as adenoma 
malignum which could have been cured by either operation or radiation. Be- 
cause of the patient’s extreme obesity, age, and apparently damaged heart, 
radium therapy alone was considered the safest method of treatment. A total 
dose of 4,200 mghrs. was given. During three years of follow-up she has had 
no bleeding or discharge. The second patient had a highly malignant, very 
radio-sensitive, anaplastic type of carcinoma. Because of the poor physical 
condition of this 62-year-old patient, preliminary radium treatment ndth a total 
dosage of 5,000 mghrs. followed by vaginal hysterectomy five months later was 
chosen. She made an uneventful recovery. The third patient, a mamed 
nullipara, aged 32 years, had a definite adenocarcinoma. In this case radium 
therapy (4,000 mghrs.) was followed five weelcs later by a panhysterectomy. Id 
all three cases diagnosis had been made from examination of curettings. 1“ 
spite of the differences in the histological appearances of the carcinomas, then 
response to radium therapy appeared to bd the same. In each case careful e.V' 
amination of the uterus revealed no evidence of residual carcinoma. 

(All three of these patients seem to have been well handled, and yet the plans of treat 
ment differed in all three. This illustrates the importance of individualization in the mw 
agement, not only of adenocarcinoma of the corpus, but in carcinoma of the cervix as we 
Ed.) 

leiomyosarcoma of THE UTERUS WITH METASTASIS TO THE 
FEMUR. REPORT OF A CASE AND REVIEW 
OF THE LITERATURE 

Wallace S. Brooke and J. R. Thomason 
Arch. Surg., 51 : 120-124, 1945 

A review of the literature revealed only three cases of uterine sarcoma with 
metastasis to bone (humerus, one case, and spine, two cases). The present 
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port deals with a white woman,, aged 43 yearn, who was admitted to the Salt 
Lake County Hospital in March, 1944, with the complaint of pain in the left hip 
of eight weeks’ duration. In September, 1939, in another hospital, a spindle cell 
sarcoma of the uterus had been removed at subtotal hysterectomy with unilateral 
salpingectomy and bilateral partial oophorectomy. In July, 1943, she consulted 
a physician for pain in the left knee when she stood or walked. Roentgenograms 
taken by the physician show an abnormal process consisting of diffuse erosion of 
the head of the femur, especially in the neck. The patient failed to return to 
the physician but consulted a chiropractor for treatment. The pain, however, 
continued in about the same intensity rmtil the middle of Januarj’’ when she was 
imable to get out of bed because of severe pain in the left hip. She was admitted 
to another hospital, at which roentgenological examination showed a fracture of 
the neck of the left femur which was thought to be pathologic. Her leg was 
placed in a hip spica plaster cast. Eight weeks later she was admitted to the 
Salt Lake County Hospital. A biopsj’’ of the femur at the fracture site was 
made. The sections showed interlacing bundles of spindle-shaped cells re- 
sembling smooth muscle cells and little intercellular substance. The biopsy 
wound became infected, progressive damage and destruction of the head and 
neck of the femur were noted roentgenologically, and a large severe decubitus 
ulcer developed over the sacrum. She died in July. At autopsy a large, grayish 
white, moderately firm mass of tissue was found in the region of the upper shaft 
of the left femur, and extending in the pehds and up along the spine to the upper 
part of the abdomen. Microscopic sections from the cervix, the abdominal 
ttunor mass and the left femur showed a spindle cell leiomyosarcoma. A diag- 
nosis of leiomyosarcoma of the uterus with extension to the pelvis, abdomen and 
left femur was made. 


“HERNIAS OF THE PELVIC FLOOR” VERSUS "PROLAPSE OF THE 
UTERUS OR/AND RECTUM. A PROBLEM OF NOMEN- 
CLATURE, PATHOLOGY AND TREATMENT 

Channing W. Barrett 
J. Intemat. Coll. Surgeons, 8: 242-256, 1945 

The author argues that the use of the terms “prolapse” and “procidentia” to 
designate weakness of the abdominal wall and visceral protrusion in the caudal 
region is meaningless and misleading since the conditions are the same as apply 
to defects which, when they occur in the cephalad, ventral, lateral or dorsal 
portions of the abdominal wall, are recogm’zed as hernias. He, therefore, pro- 
poses the use of the word “hernia” for certain conditions in the caudal region. 
Such hernias present these points: (1) Impairment of the pelvic floor exists; (2) 
The herniated structures have undergone pathologic change; (3) There is dis- 
umon of the normal attachments between the supporting structures and the 
structure to be supported; (4) Cystocele, rectocele, colpocele, uterocele and 
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enterocele do not become hernias by bulging into the vagina or rectum, or even 
essentially by protruding of the vagina or rectum; rather they become hernias if 
and when they bulge through the musculofascial openings in the pehac floor. 

The treatment for these conditions should be hernioplastic. Because the 
supporting structures which must be reconstructed also have charge of the 
functions and t unin g of reproduction, this sometimes becomes a more difficult 
and complicated procedure than that employed for other types of hernia. The 
herniated structures must be i;eturned to the abdomen or be removed, depending 
upon the pathological changes they may carry. If the uterus is to be retained, 
every effort should be made to leave it in a normal, uncramped position. If it 
is removed, attachment of the vagina to the supporting structures should be 
insured. As visceral support is to be obtained not only by continuity of the 
pelvic floor but also by the restoration of the normal relations of the utems and 
vagina, the vagina should be left in an oblique position, running from the introitus 
backward and upward close to the hollow of the sacrum, and the uterus should 
be left in the horizontal position, with fundus, forward and cervix backward, 
this oblique and right angle course being a part of the principle of pelvic floor 
support. Rebuilding of the pelvic floor consists of: (1) raising the vaginal 
. flap well above the pelvic floor muscles; (2) narrowng the rectal fascia and bring- 
ing the separated pelvic floor muscles and fasciae together enough to close the 
hernial opening but leaving a suflhcient pelvic floor opening to allow passage 
of the vaginal tract, and going back far enough to insure a good grasp of the 
rectum by the pubo-rectalis; and (3) rebuilding the sphincter ani muscles and 
the rectovaginal septum if they are not intact. Occasionally there is extensive 
rectal herniation in addition to herniation through the genital tract. In some of 
these cases the two conditions may be dealt with at the same time; in others it 
seems best to deal with the most extensive and urgent condition first. The 
author’s procedure for intrasphincterian hernioplasty begins with a severmgoj 
the lower end of the bow^el from the skin just inside of the spincter ani; the bowe 
is then drawn down, and the pelvic floor is sutured through the greatly dilate 
sphincter. The enlarged pelvic floor opening is then lessened in size by the 
placement of two or three sutures in the borders of this opening anterior and pos- 
terior to the rectum, after which two or three sutures are placed in the skin an 
sphincter ani anterior and posterior to the bowel, bringing the new anal opcmng 
down to a normal size. 

(The author, w'ho is a well-known gynecologist of long experience, includes in his pa^r 
many instructive comments on the mechanism of “prolapse.” He objects to the la 
term, and advances good arguments w-hy visceral protrusions through the vagina shou 
recog'nized as hernias. In spite of the justice of his argument it is quite certain tha 
cause is a lost one in so far as nomenclature is concerned, for such designations as pro ap 
and procidentia are too well entrenched to be dislodged. One might just as well rj 
expunge the term “fibroids” as applied to uterine myomas.-rEd.) 
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THE CURABILITY OF GRANULOSA CELL TUMORS 

G. E. Seegah Jones and R. W. TbLinde 
Am. J. Obst. & Gynec., 60: 691-700, 1945 

As granulosa cell tumors have become more commonly recognized it is ap- 
parent that the prognosis is more difficult to determine than formerly believed. 
It was at first thought that these tumors were benign. As the number of case 
reports multiplied and follow-up studies were available, it became evident that 
the granulosa cell tumor, although more benign than most other ovarian car- 
cinomas, nevertheless carries with it a definite malignancy. The difficult}’" in 
the prognosis of the granulosa cell tumor is further reflected by the vdde variation 
of statements in the literature concerning its malignancy. The occurrence of 
malignancy among the granulosa cell tumors is quoted by various authors as 
being as low as 10 per cent and as high as 55 per cent, with all intermediate 
' gradations. 

The authors report three cases demonstrating that the prognosis in individual 
cases of granulosa cell tumors is most uncertain. In all three cases’the tumors 
were considered benign at the original operation in spite of excessive fluid being 
present in the abdomen in two. They were well encapsulated and there was no 
e\ddence of metastases or implantation; in only one case was there a rupture of a 
small lobule vith the escape of serous fluids — a circumstance which might pos- 
sibly be considered a factor in disseminating the process. All three patients 
were apparently well and healthy over a period of at least fifteen years, and yet 
all died of the disease eighteen, twenty, and twenty-one years, respectively, after 
the original operation. One case recurred in spite of a bilateral salpingo-oophorec- 
tomy and a hysterectomy. Another case with wide-spread inoperable abdominal 
metastases responded well to deep x-ray therapy over a period of three years, 
but a subsequent recurrence of the growth proved refractory to treatment. 

Total urinarj’" estrogen values were not extremely high in two cases but vithin 
the range of values for normal cyclic vjnmen. However, the values were well 
above those usually found in this laboratory for postmenopausal women into 
which age group all three patients fell at the time of the recurrence. All three 
cases exhibited clinical signs of estrogenic activity on recurrence of the tumor. 

(In spite of the fact that granulosa cell tumors have been well known to gynecological 
pathologists for a good many years, there is still a paucity of reports as to the ultimate 
outcome in large groups of cases, and the results in these show considerable discrepancy. 
The majority of papers dealing with this tumor type have to do "ndth single cases, or very 
small groups, reported usually soon after observation because of the comparative rarity of 
these tumors or the biological effects which they often produce. The present report of the 
3 instances of very late recurrence of granulosa cell tumors serves a useful purpose as illus- 
trating the uncertainty of prognosis. Furthermore, most authors have found the histo- 
logical characteristics of little prognostic value. Everyone is agreed that the degree of 
clinical malignancy is far less than that of the common solid or cystic forms of ovarian 
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carcinoma, but there is no justification for the attitude of some pathologists in considering 
them comparatively harmless. — Ed.) 


GRANULOSA CELL TUMOR OF THE OVARY. A CLINICAL 
AND PATHOLOGIC REVIEW OF SIXTY-TWO CASES 

Jane E. Hodgson, Malcolm B. Dockerty, and Robert D. Musset 
Surg., Gynec. and Obstet., 81: 631-642, 1945 

This paper gives a report on the 62 cases (1.63 per cent) of granulosa cell t^e 
tumors encountered in a series of 3,800 ovarian neoplasms at the Mayo Clinic 
between 1910 and 1944. The patients with this type of tumor ranged in age 
from 17 months to 72 years, the average age being 52 years. Fifty-four of t e 
62 patients were married and eight were single. Of the married patients, 1 
were nulliparous, 27 were primiparas and 15 were multiparas; the total num er 
of children was 108. Although it appears that parity of the women might have 
been an influence, parity appeared to have no influence on the developmen o a 
granulosa cell tumor. Three of the nulliparous patients became pregnan « 
the surgical removal of the tumor. , 

Uterine bleeding, the most common complaint, was present in 46 
the one case in which the patient was of prepuberal age, periodic vaginal blOT 
had occurred at the age of 17 months. Of the' 23 patients who were consW 
to be in the reproductive period, 13 suffered from menometrorrhagia p 
duration. In ten of this latter group, the bleeding had been preced^ by ep - 
sodes of amenorrhea lasting from 1 to 7 years. Bleeding was presen m 
the 38 patients who had passed the menopause. Amenorrhea was a ^ 

in 22 per cent of the cases and abdominal enlargement in 29 per cent, r 
study of the records it was apparent that the tumors grew slow y an 
have been present for as long as 35 years. Urinary assays Performed i 
case were positive for eight rat units of estrogen per liter of urme excre 
the first 24 hours after operation. The excretion of estrogen ^roppe 
during the next 24 hours. Further evidence of hyperestrimsm m t 
cases was afforded by symptoms of precocious J /ge per 

pausal bleeding, and the incidence of adenomyosis and f , cent) 
cent), uterine fibromyomas (51.6 per cent), uterme hypertrop y ( ■ 
and proliferative endometrium (67 per cent). Endometrial carcmorn 
served in eight of the 38 postmenopausal patients. In three of the. i 
carcinoma of the breast with axillaiy metastasis also developed T ^ 
nomenon of coexistent ovarian, endometrial, and mammary carcin 
striking similarity to the results of experiments on laboratory anima 

efimiiintion aonears to be a factor in carcinogenesis, , 

“StholoEWly^ ae * f MwJ'cyiintoM. 

S,r:nd psSfdlde— US cell peitems -vero represented in the sene 
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Twelve of the tumors presented microscopic features of combined theca cell 
and granulosa cell elements. 

Chemical analyses of four tumors indicated an e.vcess of cholesterol esters as 
compared to the normal content of these substances in the ovaries. The phos- 
pholipid content of the tumors was surprisingly low. Analysis of luteinised 
portions revealed increased amounts of both substances. 

In the total series of granulosa cell tumor there were four definite recurrences 
and one possible recurrence. Conservative procedures among postmenopausal 
patients accounted for four and possibly five failures to obtain good results. 
Four recurrences and three deaths occurred in this group. This incidence of 
recurrences among older patients indicated that bilateral oophorectomy with 
hysterectomy is advisable for tumors of this type affecting women past middle 
life. Less radical procedures are apparentlj'^ indicated for granulosa cell tumor 
among younger women as no recurrences wmre noted in this group and pregnancy 
subEequentl 3 ’' occurred in three cases. 


A GRANULOSA CELL TUMOUR OF TUBULAR OR 
ADENOMATOUS TYPE 

Daniel Dougal 

J. Obst. & Gynaec. Brit. Emp., 62: 370-71, 1945 

The author presents the case of a 22-year-old woman who consulted him 
with the complaint of continuous uterine hemorrhage of 17 months’ duration 
■with some backache. Prerdous medical and surgical history were negative. 
The menarche had occurred at the age of 11 5 mars. The patient was well- 
developed and showed normal secondary sex characteristics. She was somewhat 
anemic as a result of the excessive bleeding. Abdominal examination was 
negative. Vaginal examination revealed a normal uterus, but in the position 
of the right ovary was a readily palpable solid tumor of about the size of a 
tennis ball. 

Following a diagnosis of granulosa cell tumor, the patient was subjected to 
operation. In addition to the tumor there was found evidence of an antecedent 
pelvic infection in the form of light film-like adhesions about the uterus and ap- 
pendages. The tumor involved the right ovary and had the corresponding 
Fallopian tube stretched over it. A right salpingo-oophorectomy was per- 
formed. 'The patient recovered and during the 3 years which have elapsed 
since operation has been perfectly well and has menstruated normally. 

The specimen was a solid ovarian tumor, 3 inches in diameter, encapsulated, 
somewhat lobulated and of a bright j’-ellow color. Macroscopic appearances 
conformed with the pre-operative diagnosis of granulosa cell tumor and it was 
expected that on microscopic examination this diagnosis v'ould be confirmed by 
finding the usual folliculoid, cyiindroid or sarcomatoid arrangement of the 
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granulosa cells composing, the tumor. Actually, the tumor consisted o! a mass 
of perfectly -formed tubules. The general arrangement of tumor and ovary sug- 
gested that the tumor had not originated in the ovarian cortex but in the medulla 
or hilum. The tumor was an encapsulated, luteinized and hormonally active 
adenoma of the ovary. 3 references. 


CEREBRAL METASTASES OF OVARIAN STRUMA 

V 

L. DE Bakay, Jr. and F. de Lehoczky 
Confinia Neur., no. 1, 22-31, 1944 

The proportion of malignant tumors with cerebral metastasis has been es- 
timated as from TO per cent (Dandy) to 17 per cent (Gorland, Armitage and 
Grant). The following order of frequency by site of tumor has been established 
by brain surgeons: lung, breast, adrenal, stomach and intestines, and ovary. 
In this paper a case report is given of cerebral metastasis of the least frequent 
type, i.e., originating in the ovary. This case is believed to be unique in the 
literature because of the presence of thyroid tissue. 

The patient was a 57-year-oid woman who, a y^ear prior to her death, began to 
complain of general weakness and staggering gait. These symptoms increased 
during the year and later hyperthyreosis and signs of a supratentorial disturb- 
ance developed. The general symptoms of brain tumor, such as headache and 
nausea, were missing, but forgetfulness and indifference developed in the last 
2.5 months before death. At operation a tumor the size of a nut and resembling 
a struma, was removed from the anterior part of the right frontal parietal region. 
A study of the patient’s history revealed no evidence that she had ever had a 
struma, nor could any alteration, enlargement or node be found in the thyroid. 
However, six or eight years previously a dermoid cyst of the ovary had been 
removed which histologically consisted of typical tissue. At the time she nas 
operated upon for the ovarian tumor she had no symptoms pointing to hyper* 
thyreosis and her basal metabolism was normal (+3.3). When her neurologic 
symptoms appeared her basal metabolism had increased to +34. This increasea 
metabolism is explained by the histological picture showing hyperfunction o 
the struma metastases arising in the skull bone and brain. 


THE PROGNOSIS OF DISGERMINOMA OVARII 
Rieben (Basel) * 

Monatschr. f. Geburtsh. u. Gyn., 119: 161-164, 1945 

Twenty-three cases of dysgerminoma of the ovary are reported; 15 were of 
more than 5-year duration. The paper is concerned primarily with prognosis 
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and sensitmty of the tumor to x-ray therapy'. In most cases only one ovary 
was affected; about 50 per cent of the cases were in women aged 16 to 25 years, 
and in three cases the tumors complicated pregnancy. In one of these latter 
cases the tumor was first found sub partu as an obstruction to the birth process. 
This wQTijW, as well as the two others, was delii'ered by cesarean section and 
the tumor removed at the same time. One of the women received no x-ray 
therapy. At her death 5 y'ears later from pneumonia no recurrence was noted. 
Another received x-ray therapy' postoperati%'ely, but extensive metastases 
developed in the omentum and unradiated portions of the epigastrium. A total 
cure was not effected in spite of radiation therapy'. Sufficient time had not 
elapsed in the third case to permit definite conclusions on the outcome. 

Two cases in which cures were effected by x-ray are reported in some detail. 
One was in a 17-y'ear-old patient whose tumor had been only partially removed 
at operation. In the other metastases had developed in the lumbar vertebral 
column and progressed to paraplegia. 

Of the 15 patients who had suffered from ovarian dysgerminoma for over five 
years, seven were linng and free from recurrences at the time of the report. 
All four of those over 40 years of age died. 

It is concluded that the prognosis can be improved if' close watch is kept for 
metastases which, in the case of dy'sgerminomas can be very' rapid, and by' radiat- 
ing at the time of treatment of the primary' growth those glandular regions in 
the retroperitoneal area which are most likely' to become affected. The sedi- 
mentation rate, which usually increases in metastases, may be used as an aid to 
di^nosis. 

Data from the author’s records and those of other hospitals in Switzerland 
give the percentage of 5-year cures of ovarian dysgerminomas as 46.6; for other 
malignant ovarian tumors this percentage is given as 29.1. 

Editoral note on abstract of article by Rieben 

(The spelling of this tumor designation has been changed in this abstract, as “dysger- 
minoma” appears to be establishing itself as the preferred form. It is the one used in 
such official indices as the Quaterly Cumulative Inde.K. — ^Ed.) 


FOLLICULAR CYST SIMULATING CORPUS LUTEUM CYST 
Washington Buno 

Rev. Asoc. Med. Argentina, 69: 784-787, 1945 

A case report is presented of a 42-year-old woman who was operated upon for 
uterine retroversion and myoma, four days before an e.xpected menstrual period. 
During the course of the operation an ovarian cy'st, the size of a hazel-nut and 
containing clear liquid, was found. The surface of the cy'stic cavity was bright, 
very' smooth and regular and gave the impression of epithelization. Typical 
luteinic tissue w'as found on almost the entire extent of the wall of the cyst, and 
an initial macroscopic diagnosis of a corpus luteum cyst was made. On further 
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examination, however, it was seen that a black, hemorrhagic arch of irregular 
thickness extended along the luteinic tissue. This hemorrhagic arch lay in the 
middle of the luteinic tissue and between it and the cystic cavity there was a 
fringe continuous with the tissue, the external borders of which were discretely 
wavy. The hemorrhagic arch stopped at a certain distance from the piremity 
of the luteinic wall and was encompassed at both ends by luteinic tissue. On 
histological examination, the wall of the cyst presented two luteinic fringes with 
paraluteinic glandules and between the fringes a hemorrhagic connective tissue. 
The histological diagnosis was a follicular cyst with a discontinuous epithelial 
reinforcement, almost completely surrounded by a flattened and deformed, but 
not cystic, corpus luteum. 


THE RUPTURE (INTRAPERITONEAL, INTRA-INTESTlNAt AND 
INTRAVESICAL) OF SUPPURATIVE PELVIC MASSES, WITH AN 
ANALYSIS OF 53 CASES FROM CHARITY HOSPITAL OF LOUISIANA 
AT NEW ORLEANS 


Hilliard Eve AIiller 
New Orleans M. & S. J., 98: 115-122, 1945 

In the literature spontaneous ruptures of pelvic inflammatory masses are 
usually reported singly or in small groups, from which it is generally assumed 
that such accidents are rare. From analyses of records of the Charity Hospital 
of Louisiana, which are reported upon in this paper, the author draws the con- 
clusion that while such ruptures are more uncommon than suppurative pelw 
processes they are an important cause of death in pelvic inflammations. 

The records of the hospital over a IT-year period revealed 44 cases in which 
pelvic masses had ruptured spontaneously into the peritoneal cavity, 6 into the 
intestinal tract and 3 into the urinary tract. During a 6-year period there were 
an additional 97 cases in which inflammatory pelvic masses had accidental!) 
ruptured into the peritoneal cavity in the course of operation. 

In 3 of the cases of spontaneous rupture, the onset of symptoms began imme- 
diately after a fall or other accident; in 3 cases onset of symptoms foUoived close )' 
upon pelvic examination. In 6 cases the patients took purgatives following t e 
onset of pelvic pain but w-hether purgation precipitated rupture or merely aggra- 
vated it was not recorded. Twenty-one of the patients had had recent infec- 
tions lasting from a few days to four weeks; the same number had had recurren 
acute attacks and many were being cooled in preparation for surgery. Clinica ) 
the cases fell into two groups. One group presented all the symptoms and signs 
of an acute abdominal catastrophe, including violent pain, vomiting, tenderness 
and rigidity, usually associated with shock. In the other group the sympto®? 
and signs ivere chiefly those of acute pelvic inflammation, including pain, nausea 
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and vomiting, menstrual and urinary tenderness, diarrhea, chills and fever, 
tenderness, ngidity and distention. In only the extremely acute cases was it 
possible to determine the exact moment at which rupture occurred. Usually 
it was impossible to determine which symptoms were due to the basic pelvic 
disease and which to the superimposed accident. In only 2 of the cases had 
rupture been considered a possible diagnosis. 

Thirteen of the patients were in the hospital when the accident occurred. 
All of these died, except one who was operated upon immediately after the mass 
had been ruptured during a bimanual examination. The only other patient in 
this group who was operated upon died four hours after the operation and nine 
hours after the rupture. In the total group 12 were operated upon. Simple 
drainage was carried out in 8 cases, with 6 deaths; salpingo-oophorectomy in 2 
cases, with 1 death; removal of the adnexa combined with supravaginal hysterec- 
tomy in 1 case, which was fatal; and in 1 the exact pathologic process remained 
unrecognized until necropsy. Powdered sulfanilamide was instilled into the 
peritoneal ca^dty in 3 of the surgical cases, with survival in one instance. Paren- 
teral chemotherapy was used in 2 other surgical cases, with survival in both 
instances. These 3 represented the only survivors in. the entire group. No 
patient for whom the exact time of rupture could be determined lived longer 
than 48 hours without operation. 

Of the 97 patients whose pelvic masses were accidentally ruptured at operation, 
6 died (4 of peritonitis, 1 of shock on the operating table, and 1 probably of 
embolism). Possible explanations for the less catastrophic consequences of rup- 
ture in this group are considered as follows: (1) many of the patients had been 
thoroughly cooled before operation and the pus can be assumed to have been 
sterile; (2) the general peritoneal cavity was usuaUy well packed off when the 
rupture occurred; (3) the accident was recognized at once, and the spilled pus 
was promptly removed by suction and other methods; (4) intraperitoneal chemo- 
therapy was used in most of the cases. Chemotherapy had not been employed 
in 5 of the 6 cases with fatal outcome. 

(This must have been about the last paper written by the late lamented Hilliard Miller, 
one of the leading gynecologists of the South. Only a very large clinic, like the Charity 
Hospital in New Orleans, with its great numbers of complicated pelvic inflammatory cases, 
could have yielded such a large group in which this relatively rare complication had oc- 
curred. To those of us who have seen only a very occasional case, the high mortality rate 
■will seem surprising. For example, of 13 patients in whom the accident happened after 
admission to the hospital, 12 died. Most of the cases apparently occurred in the acute 
stages of pelvic infection, in which case, as Miller states, it is difficult to determine whether 
the symptoms are due to the pelvic infection itself or to the superimposed accident. Since 
the series covered 17 years, sulfa therapy was available to only a fraction of the cases. 
While the group has not been sharply subdivided on this basis, it would seem, from the 
mention of several instances in which it was used, that it must have been of great value. 
A bacteriological report on the cases in this large series would have been of great interest. — 
Ed.) 
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URINARY STRESS INCONTINENCE IN THE FEMALE. A 
COMBINED GYNO-UROLOGICAL APPROACH 
TO ITS CORRECTION 


Walter J. Reich, J. Lister Wilkey, and Harold E. Silverman 
Amer. Jour. Surg., 70: 341-353, 1945 

In view of the fact that there is an average recurrence of about 20 per cent of 
the cases of incontinence after attempts at its surgical correction, the authors 
stress the importance of a more carefully combined gynecological and urological 
study of the causative factors, after the exclusion of systemic disturbances, 
plus a meticulous anatomic restoration of the damaged tissues. This gyno- 
urological study should be preceded by detaUed history taking, a complete phys- 
ical ejmmination to determine the status of all systems, complete laboratory 
procedures and an x-ray of the lower spine. The x-ray may sometimes reveal 
an often unsuspected occult spina bifida which is a very frequently overlooke 
cause of urinary incontinence. Cystourethroscopy has been found a valuabe 
means of discovering etiologies of incontinence which are not due to pure ana- 
tomic changes and which, herefore, can not be corrected by surpcal repair. 
Some of these occasionally overlooked “non-operative” causes of incontinence 
are chronic follicular urethritis and trigonitis, paradoxical incontinence, bla ^ er 
diverticulas, with a concomitant low grade inflammatory process, urethral i\er 
ticulas, suburethral cysts, ball- valve polyps or stones, and strictures of the u^ 
thra. In addition to childbearing, which is the usual etiology of the so-ca 
“true operative cases,” other causes such as coitus against congenitally ve 
tissues, trauma, continued friction from horse-back or bicycle riding, and c roni 
masturbation of the intravaginal type should be taken into 
Normally the long axis of the urethra is at right angles to the floor of the a 
In the “true operative cases” this angle is decreased, and in the severe cb~ 
there is no angle whatsoever present. _ . 

Although the internal urethral sphincter plays a very important , 

continence of urine, its repair alone, as is sometimes attempted, is not su ci 
in the correction of impaired urinary control. The so-called uteropu ic 
or pubocervical muscle is a loose and condensed connective tissue wnic ^ 
ciated vdth the angle between the base of the bladder, the urogenital ^ 

and the medial margin of the levator ani on either side of the mdlme, ‘ ° 
bladder to these structures, and the structures to one another. 
prolongations of this pubercervical tissue also extend between the 
Ld anterior vaginal wall. Here it is of a loose areolar type and a fine of cle b 
is easily found and followed in the process of separatmg the anterior vap 
from the bladder base during cystocele repair. When the dissection is 
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the pubocervical tissue is found on the presenting surface of the vesical fundus. 
By properly plicating the tissue a portion of the platform upon which the bladder 
rests is made taut, and the fundus vesicae therefore elevated on its transverse 
longitudinal axis. By thus doing away with the abnormal pouch of the bladder, 
the drag is taken away from the posterior urethral wall, especially in the region 
of the internal volimtary and involuntarj'^ sphincters, and aids in restoring urinary 
continence. Between the posterior urethral wall and the anterior vagina, the 
urethral tube is exceedingly firmly adherent and imbedded, so that the muscularis 
of the urethra and the muscular coat of the vagina are in firm contact with one 
another. Therefore, no plane of cleavage exists between these two organs and 
to expose the urethra its muscular coat must be directly separated from the mus- 
cularis of the anterior vaginal wall in order to avoid serious injury*. 

A properl}’- executed operation for the cure of urinai^’- incontinence should in- 
clude the plication of the peri-urethral levator fibers in order to angulate or 
tighten the tube postero-anteriorly. A subvagmal approximation of the atten- 
uated pubococcyge and their overlying fascia serve to take up the slack in the 
pelvic floor, thereby raising and strengthening the foundation which supports 
the vesical fundus and first part of the urethra. Since the urethral levator 
sphincter is derived from the pubococcygei, this sphincter must be further 
tightened; The peri-urethral fibers of the sphincter urethrae muscle should be 
plicated and the posterior border of the urogenital diaphragm should be identified 
if possible, and made taut by reefing or plication. This latter maneuver aids 
in the firmer anchorage of the urethra, as -ivell as in the reinforcement of the 
genital hiatus. The stretched or lacerated bulbocavemosus fibers which are 
found peri-urethrally should be sutured. In addition the retracted posterior 
ends of the bulbocavemosus muscle should be restored by suture during per- 
formance of the perineorrhaphy. 

The modus operandi of labor in the production of incontinence is described. 

A description, with illustrations, is given of a suggested new operative tech- 
nique. Preoperative management includes the culture of urine and, if -viralent 
organisms are found, treatment is continued until the urine is definitely clean, 
before operation is attempted. In addition to the usual postoperative treat- 
ment, daily or twice daily bladder irrigations through the Foley bag are carried 
out. Potassium permanganate 1:10,000 solution is employed, and in cases in 
which alkaline infections were found, irrigations with sterile citric acid titrated 
to a pH of 4 are used. Mandelic acid or sulfonamides are sometimes given by 
mouth. The Foley bag is left in situ for seven or eight days. About three 
weeks after the operation the urethra is dilated with ordinary Hegar urethral 
dilators in order to alle-vdate bladder spasms and to stretch the scar tissue formed 
about the urethra. 
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DIVERTICULUM .OF THE FEMALE URETHRA; REVIEW OF 
LITERATURE WITH CASE REPORT 

Ira G. Downer and Frank D. Virgilio 
J. Urol., 64: 53-58, 1945 

Literature with reference to definition, incidence, etiology, symptoms, and 
treatment of diverticulum oh the female urethra is reviewed. The following 
conclusions are drawn. Although cases believed to have been of congenital 
origin have been reported, the vast majority of cases are acquired, either from 
mflammatory processes or trauma. Exact statistics as to the frequency of this 
ksion are not available, but it is believed to be more common than reported. 
Diagnosis is, as a rule, not difficult if the condition is borne in mind, and may be 
made absolute by urethroscopy and urethrography. Excision of the sac is the 
treatment of choice and results in prompt rehef of sjunptoms. 

A recent case seen by the authors is reported. The patient, aged 36 3'ears, 
complained of a tumor of the vagina and dribbling of urine following the empty- 
ing of the bladder. She had been aware of the mass for 15 years, but did not seek 
medical aid until coitus became very painful and the size of the mass and leakage 
of urine became very annoying. Her past history was irrelevant except for an 
inflammation of the vagina and pelvis two years prior to her notice of the mass, 
and her only pregnancy had terminated in a 3-month abortion. On digital 
pressure the mass felt cystic and turbid urine exuded from the external meatus. 
Cystoscopic examination revealed a diverticulum located between the bladder, 
urethra and vagina, and roughly one-third of the way from the internal sphincter 
to the end of the urethra. Under nitrous oxide and oxygen anesthesia the pa- 
tient was placed in lithotomy position and the sac was dissected domi to the 
neck and excised. The opening into the urethra was closed over with inter- 
rupted chromic sutures, the vaginal layers ivere approximated ivith interrupted 
chromic catgut, and the vagina was packed with gauze. The gauze was re- 
moved on the fourth day and the indwelling catheter was taken out on the tenth 
day. The wound healed completely in 11 days and, when last seen about 2.5 
months after operation, the patient was completely cured. Microscopic sec- 
tions revealed the mucous membrane covered by transitional stratified epithe- 
lium, w'hich for the most part was desquamated. A diagnosis of diverticulum 
of the urethra with pyogenic infection and ulceration was made. 


THE RECURRENCE RATE OF URETHRAL CARUNCLES 

Percy Malpas 

J. Obst. & Gynaec. Brit. Emp., 62: 367-369, 1945 

A series of 85 cases of urethral caruncle were treated by the author over a 
period of 15 years. The carimcle recurred in 27 of 68 of these cases which were 
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treated by excision. The greatest number of recurrences occurred within 5 
years of the treatment, mainly in the 2nd, 3rd and 4th years. The presence 
and treatment of an associated lesion such as an infection or a prolapse did not 
seem to have any bearing on the chances of recurrence. 

Fifteen cases were treated by coagulation diathermy and recurrence was not 
seen in any of these. An electro-cautery was used after excision in 6 cases with 
results indicating that the effect of a cautery is not deep enough to prove ade- 
quate. Radium was used experimentallj'^ in 3 cases. The author found that the 
radio-sensitivity of a urethral caruncle is no greater than that of the normal 
urethral mucosa and, as a primary method of treatment, radium is not advisable, 
though it has a limited scope in the treatment of recurrent caruncle. 

General clinical experience would seem to discount the possibility of malignant 
change as a cause of recurrent caruncle. 

(Recurrence of urethral caruncles can occur after any of the methods of removal men- 
tioned by the author. Whether coagulation, simple excision, or excision followed by the 
electro-cautery is to be employed will generally be decided, not only by the personal prefer- 
ence and experience of the operator, but by the individual circumstances of the case, es- 
pecially as regards the size and site of the caruncle. — Ed.) 


THE OPERATIVE TECHNIQUE OF COMPLICATED VESICO- 
VAGINAL AND URETHROVESICOVAGINAL FISTULAS 

S. N. Hayes 

Surg., Gynec. & Obst., 81: 346-354, 1945 

The author describes an operative technique for complicated vesicovaginal 
and urethrovesicovaginal fistulas, summarizing 16 years of experience. Pre- 
operative and postoperative care is considered. Of the 85 patients in the group 
presented, 73 were cured. Only 8 cases were simple. Two patients died, one 
of uremia on the 4th day, the other of blacktvater fever. In 5 cases, rectovaginal 
fistulas were present and were operated on prior to the vesicovaginal fistula. 
In two cases the urethra was entirely absent. A percentage cure rate of 89.85 
per cent, considering the variety and complications encountered, is adequate 
proof that the flap splitting operation is a satisfactory operative method. 

Three types of complicated fistula are illustrated : (1) lateral type, adherent to. 
the descending ramus of the pubis; (2) type with the upper portion of the urethra 
involved and which requires reconstruction; and (3) large fistulas. A careful 
preliminary stud}!- of the fistula is essential. Complicated fistulas may be accom- 
panied by stenosis of the vagina in all degrees, fibrous bands (most commonly 
a transverse band at the lower border of the upper third of the vagina, causing 
an hour glass contraction) and impairment of the mobility of the cervix. Size, 
shape and position of the fistula may further complicate a case. Finally, the 
urethra may be partially or, rarely, entirely destroyed. 

The large majority of fistulas can be cured bj-^ one operation. Of the 85 
operations in this series, 78 were one stage. Large fistulas may require a two 
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stage operation based on reducing the size of the fistula. Incidentally, the size 
of the fistula is no criterion of its curability. Preoperative treatment includes 
relieving cystitis by bladder irrigation, sitz baths for excoriations of the vulva and 
thighs followed by an ointment of zinc oxide and lanolin. Tincture of iodine or 
other antiseptic is used to paint the operative field in preference to drugs said to 
be urinary antiseptics. 

The patient is placed in the lithotomy position with the buttocks elevated so 
as to provide the best possible exposure. The labia minora are sutured to the 
inner portions of the thighs. For complicated cases, Schuchardt’s incision, 
made on the left or right side, will provide the necessary additional exposure. 
Hemorrhage is usually considerable during operation. Infiltration of the opera- 
tive area with adrenalin reduces the amount of oozing. . Hemostasis by means of 
forceps and ligature is not attempted. Any visible bleeding point is controlled 
by underpinning with needle and catgut. The author describes the steps o 
operation including e.xposure of the fistula or urethra or both, procurement o 
mobilization with special reference to cases where the urethra is destroyed, an 
suturing. The vagina is tightly packed with gauze for 8 hours. 

Postoperative treatment is based upon two principles, namely, (1) to keep e 
bladder empty, and (2) to keep the stitches clean. An indwelling catheter is 
used for at least 21 days. The stitch line is regularly syringed with norma sa me 
administered with a 10 cc. syringe and intramuscular needle. ^ ij 1 1 e 

In the event of failure on first operation, the second operation shoul no 
performed for at least six months. Fistulas resulting from an attempt a rcpai 
contract to a remarkable degree and no object is gained by a second ear y oper 
tion. Pin point fistulas resulting from an operation invariably heal spon 
ously. 6 references. 9 figures. 


(In the preceding issue of the Survey (February), there were abstracts of two 
papers from clinics in India dealing with this same subject, one by 
Thompson (pp. 136 and 137 of February number). The paper by Hayes “S'" 
from India, and like the two mentioned above, it presents a masterly review o 
of cases, with an excellent discussion of the principles and technique of the 
ment employed, especially in the obviously difficult group which made up 
proportion of the total series. That 73 of a total of 85 patients of this series w 
speaks well for the methods employed, especially since only 8 of the 85 wer 

Th Jdcscription of some of the complicated cases, some very large, ejes- 

some associated with destruction of the urethra, and some complicated by x . 

bridal stenosis of the vagina, makes it abundantly clear that the 
“hand-picked.” The fact that 78 of the 85 operations done were of the one st g 
and that the great majority of the fistulas were cured by a single op > 

testimony to the soundness of the operative techniques employed. mohilization, 

The emphasis which the author puts on such accepted principles as ^ 

B frequent employment of the Schuchardt incision and meticulous pr - P from 

care, no doubt explains his good results From the than 


the 


care no doubt explains his good results. From the large series oi ”-;“‘Y;;„„try than 
Indik one may conclude that urinary fistulas are much more common ° 'r,f ob- 

SrS Tt Ly be fair to conclude that this is to be e.xplained by P^^^ftirinary 
Srical c-e available there. In our own country an P-po^ 

Sas is the result of surgical operation, with still not a few the result of radiu 

for cancer, or of the latter disease itself.— Ed.) 
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COMPLETE ABDOMINAL HYSTERECTOMY: IMPRESSIONS ■ 
BASED ON 135 CASES s 

Roy W. Mohler and Edward H. Bishop 
Am. J. Obst. & Gynec., 60: 489-495, 1945 

This paper discusses the merits of complete abdominal hysterectomy based on 
an experience of 135 operations done with a similar technique and by the same 
personnel. There was no mortahty in this series and, in the authors’ opinions, 
the mortality of the operation should not be greater than that of other gyne- 
cological procedures; nor should the immediate temperature morbidit3’^ be 
higher. 

After presenting their operative technique in detail, the authors give especial 
consideration to granulations in the vault of the vagina, support of the vaginal 
vault, shortening of the vagina and development of normal vaginal biology. 

Granulations in the vault of the vagina occurred in 27 per cent of their patients. 
These areas have never been extensive and have usually occurred at the lateral 
angles of the vaginal incision. They have been managed by curetting the granu- 
lation tissue a few weeks following operation. If these areas are not destroyed 
they will produce an abnormal vaginal flora and consequently a leucorrheal dis- 
charge. Meticulous closure of the vault helps in their prevention. 

The support of the vaginal vault is not dependent upon the presence of the 
cervix. Prolapse- of the vault of the vagina has not occurred in this series and 
the authors believe that it should not occur provided proper attention is given 
to the fixation of the paravaginal fascia, the round ligaments, the ovarian pedicles 
and the uterosacral ligaments to the vaginal vault. 

Vaginal shortening because of removal of the cervix was observed but once 
and in some instances it was the authors’ impression that the vagina was length- 
ened. They do not believe that removal of the cervix without vaginal repair 
could alter the length of the vagina sufficiently to interfere with complete or 
satisfactory coitus. 

It is the authors’ opinion that normal vaginal biology exists after complete 
hysterectomy and that the climacteric occurs at its normally expected time 
when the ovaries have been conserved. 

(The technique employed by the authors is about that used by most operators, making 
allowance for the usually unimportant tricks and touches added by each individual. They 
describe it in meticulous detail, very properly stressing the importance of preoperativc 
preparation of the vagina. They do not drain the vaginal vault, in which practice most 
gynecologists -will agree with them, except for specific indications. While postoperative 
granulations in the vaginal vault occurred in 27 per cent of their 135 cases, this rather high 
figure may have been due to the thoroughness of the follow-up, without which they arc often 
overlooked. As the authors say, such granulations can be readily taken care of by the 
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curette, or perhaps better in my experience, by the electrocautery. The bugbear of vaginal 
shortening, so often brought forward against total hysterectomy, finds no support in the 
experience of the authors, and this has been my own observation. The occasional occur- 
rence of dyspareuma is better explainable, it seems to me, by the tenderness of the vaginal 
scar in some cases rather than by any shortening of the vagina. As I have mentioned in a 
previous comment, the long drawn out controversy over total vs. subtotal hysterectomy 
appears to be drawing to a close, although every one should appreciate that there is a place 
for both. However, the total technique is clearly preferable unless there is some contrain- 
dication imposed by the individual circumstances of the case or by the surgical limitationa 
of the operator. — Ed.) 


VAGINOPERITONEAL FISTULA WITH CHRONIC PERITONITIS 
FOLLOWING VAGINAL HYSTERECTOMY 

E. W. Bertner and K. C. Von Pohle 
Texas State J. Med., 41: 264-266, 1945 

A case report which appears to be unique in the literature is presented. It 
deals with a Negress whose chief complaint at admission to hospital was weigW 
in the pelvis of 4 or 5 years’ duration. On vaginal examination a diaposis of 
cystocele, urethrocele, rectocele and fibromyomata uteri was made. Vagins' 
hysterectomy, with anterior and posterior repair, was not unduly difficult nno 
the postoperative course was as expected the first two days. On the third day 
the patient became febrile and had marked tenderness in the left costovertehra 
angle and about ten days later began to have profuse vaginal discharge. Sulla- 
thiazole was given without effect. An opening of a sinus tract high in the vagina 
vault could be visualized at bimanual examination, and about a month lato 
was seen roentgenographically. During this time she had no complaints o a 
than the foul vaginal discharge and temperature. At exploratory laparotomy 
the peritoneum was found to be markedly injected and thickened, the bone 
were densely adherent to each other and showed the typical results of a massl^e 
peritonitis. The subdiaphragmatic area and the perirenal areas were free o an} 
pathological conditions. There was no collection of pus in the pelvis nor were 
any foreign bodies found. Drains were placed into the pelvis and into t e gen 
eral abdominal cavity, and the abdomen closed in layers. Cultures t^en ro 
the abdominal cavity were reported negative for bacteria. Examination o 
biopsy specimen of the peritoneum revealed only a chronic peritonitis vnt c 
cium deposit. The patient’s course continued the same as previously. 
supportive measures included transfusions and vitamin therapy. As , 
penicillin became available, the patient was given 100,000 units intramuscu a 
daily for five days. Her temperature became normal in six days from s a 
the penicillin therapy. She was discharged from the hospital a wee' a 
Within four months the sinus had completely closed and there was no vBo 

discharge. 
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(This case, on the basis of the data embraced in the above abstract, would appear to 
represent a lower abdominal peritonitis, with persistence, not surprising under such cir- 
cumstances, of a discharging sinus through the vaginal vault. I would doubt that the case 
can be considered "unique in the literature.” Minor degrees of such infection, more often 
extraperitoneal rather than peritoneal, have probably been observed from time to time by 
those doing any great number of vaginal hysterectomies. — Ed.) 


PREPARATION OF THE DIABETIC PATIENT FOR OPERATION 

George Graham 

Proc. Roy. Soc. Med., 38: 547-549, 1945 

The author states that nowadays diabetes is in no wise a contraindication for 
any operation provided that (1) a physician is at hand who knows how to look 
after these patients; (2) adequate facilities are avaUable for estimation of the 
blood sugar; (3) the best anesthetic is chosen and given by a good anesthetist; 
and (4) the operation is weU and quickly done. 

The anesthetic is very important and a local or spinal anesthetic causes the 
least disturbance. Gas and oxj^gen is the next best, provided sufiBcient oxygen 
is given to prevent any cyanosis. Intravenous pentothal and evipan produce no 
ill effects. If ether is necessary to obtain complete relaxation, it should be given 
in small amounts. Avertin is better not used and chloroform should never be 
used because of its action on the liver. 

The diabetic condition of the patient should be as well controlled as possible 
prior to operation. If the diabetic condition is mild and the patient taking no 
insulin, but having a small amount of carbohydrate, it is well to correct the low 
glycogen content by increasing the carbohydrate intake to at least 150 grams 
and giving a small dose of insulin for two or three days before the operation. 
If the patient is having insulin but is passing a good deal of sugar it is Well to 
increase the insulin for a few days and thus stabilize the condition. In choosing 
the type of insulin, the author considers it best to use the ordinary or quick- 
acting insulin since slow-acting insulins do not act quickly enough to control 
the rise in blood sugar caused by the anesthetic and are more likely to allow hypo- 
glycemia. 

On the day of operation, morphine is always given to quiet the patient in as 
small a dose as possible, perhaps Jth grain of morphia. The patient should not 
be starved before operation but should be given his regular meals with glucose to 
ensure his having plentj'- of glucose in the liver and muscles and suiEcient insnlin 
as indicated. If the operation is scheduled at a time well after any meal, the 
patient should be given an additional dose of insulin and glucose about two hours 
prior to the operation. If the patient does not regain consciousness from the 
anesthetic in a satisfactory manner, an intravenous injection of glucose is effective 
in some cases. 
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In the case of emergency operations, should the patient be passing much sugar 
and some acetone bodies, the supplementary insulin for the anesthetic should be 
increased. If he is very ill much larger doses both of insulin and of sugar should 
be given. Large doses of insulin will be needed after operation if coma is to be 
prevented and the blood sugar should be estimated at frequent intera'als. 

(As the author states, diabetes no longer constitutes a very serious hazard in surpcal 
operation, provided that the patient is subjected to proper preliminary study and manage- 
ment, as well as postoperative surveillance. In such cases the gynecologist mil always wish 
to have the help of an internist trained in the management of diabetes.— Ed.) 



STERILITY 


THERAPEUTIC ASPECTS OF UTEROTUBAL INSUFFLATION IN 

STERILITY 

I. C. Rubin 

Am. J. Obst. & Gynec., 60: 621-640, 1945 

In the present paper the author endeavors to estimate the therapeutic value of 
uterotubal insufflation in sterility. For the majority of successful cases the 
therapeutic action appears to be the following: 

1. Eslahlishing Patency of the Genital Tract. Insufflation establishes patency 
of the genital tract from the external os of the cervix to the abdominal opening 
of the fallopian tubes. In addition, the introduction of the cervical cannula 
stretches the cervical canal somewhat, rendering it more patent for a varying 
period of time. 

2. Removal of the Cervical Plug. In some cases a mucous plug, not visible at 
the external os but occupying the deeper portion of the cervical canal, is ex- 
pelled after the cannula has been removed. The author has the impression that 
the dislodgment of the mucous plug may be an important factor in some cases. 

3. Effect on the Tubes. Insufflation probably exerts its most valuable thera- 
peutic action on the tubes. Its manifold action consists in separating mild 
agglutinations of the folds of the tubal mucosa, straightening out tortuous tubes, 
especially of the infantile type, dislodging a mucous inspissation from a narrow 
to a wider portion of the tube, and actually separating adhesions at the fimbriated 
end. 

4. Possible Psychic Effect. Although the exact mechanism involved here is 
not clear, it may be that insufflation overcomes uterotubal spasm. 

5. The Therapeutic Effect of Repeated Tests. In one instance the author has 
done as many as 18 tests on 1 patient. Altogether, the fallopian tubes of 438 
of his patients showed improvement in patency on a second or third insufflation. 

In the author’s series of 3200 insufflations, 590 pregnancies occurred, that is 
in 18.4 per cent. About two-thirds of his patients represented cases of primary 
sterility and in those 2014 wmmen, 358 pregnancies ensued, an incidence of 17.7 
per cent. In the 1186 cases of secondary sterility the results were about the 
same, that is, 232 pregnancies, or 19.6 per cent. Realizing that some of these 
pregnancies nught have occurred in the absence of insufflation, the author ad- 
duces e^ddence to show that after the third year of sterility, three times as many 
of his insufflated patients became pregnant as might be expected according to 
natural incidence. After longer periods of sterilit 5 ' his figures are even more con- 
vincing in showing that it was the insufflation and not chance w’hich made preg- 
nancy possible. In 38.6 of his patients the pregnancy occurred within two 
months after insufflation. 
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The author regards the kymograph as invaluable in these cases. He leu 
used it in connection with tubal insufflation since 1925 and finds that it affords 
appreciable aid, especially in connection with prognosis and therapy. 

(It is very fitting that this paper is included in the 25th anniversary number of the Amer- 
ican Journal of Obstetrics and Gynecology, because it is just 25 years that Rubin presented 
us with the now universally employed method of tubal insufflation which bears liis name, 
It is scarcely necessary to emphasize the fundamental importance or the very great value 
of this diganostic method in the study of sterility. While other methods ot tubal patencf 
study have arisen, it is safe to say that the Rubin method is still the most popular ol all. 

The present paper, devoted chiefly to the therapeutic effects w’hich the insufflation un- 
doubtedly has in a proportion of cases, describes the probable mechanisms in such instances, 
and the illustrative cases cited by the author would appear in general to support his ex- 
planation. Moreover, he is conservative enough to suggest certain criteria which must be 
met in assuming that the insufflation does really, in the individual case, appear to have 
played a decisive role. The author’s own rich experience is reviewed statistically and the 
paper also includes references to the experiences of others who have been impressed xfith 
the not infrequent therapeutic value of the method. I for one do not hesitate to tell pa- 
tients that while the purpose of the test is primarily diagnostic, there is good reason to 
believe that it is also of real therapeutic value in some cases.— Ed.) 


AN INTERPRETATION AND EVALUATION OF TUBAL 
PATENCY TESTS 


Norman F. Milder 
J. A. M. A., 129: 243-246, 1945 

Uterotubal insufflation with carbon dioxide gas and uterosalpingography 
today the two principal methods of studying tubal patency and physiologj' m 
human. These tests should supplement each other for comprehensive eva 
tion of the part played by the tubes in the sterility of the female. iVhen pwp" 
erly performed with full knowledge of both indications and contraindicatio^ 
they are safe and highly informative. According to reports, approximate!) 
por cent of women so studied present unequivocal evidence of tubal patent)- 
About 30 per cent are found to have closed tubes. 

The most important contraindication to the performance of a tubal patent) 
test is the presence of genital tract infection. Pregnancy is an obvious ” 
indication and its nonexistence should be assured prior to tube testing, 
uterotubal insufflation is contemplated, air should not be used because 
of death from air embolism. The preferable time for determination of u • 
patency is the week after menstruation. General constitutional disease an 
pelvic neoplasms associated with abnormal bleeding are other contrnindica 

Whatever technique is used, determination of tubal patency depen s 
evaluation of the following points: (1) behavior of manometric pressure; 
careful evaluation of subjective symptoms such as pain in lower quadrant , 
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auscultation (of the tubes) over the lower abdomen; (4) checking for presence 
of shoulder pain following introduction of approximately 300 cc. of gas (patient 
sitting up); (5) noting the kjmiographic recording of intratubal pressure and 
activity; and (6) when uterosalpingography is used, the fluoroscopic obsen^ance 
of spill from the tubal ostiums. When these criteria are present it is safe to 
assume that at least one of the tubes is open. When they are absent, it is 
presumed that the tubes are closed. In general, tubal insufflation is the pro- 
cedure of choice for initial investigation of patencj’^. When stenosis or complete 
closure has been diagnosed, a further check by means of uterosalpingography 
may be desirable, since it permits more accurate localization of the obstruction 
and allows better selection of cases for salpingostomy. 

In uterosalpingography, as with gas insufflation, excessive pressure must be 
avoided. For most informative and safe results, aU oil injections should be 
carried out under fluoroscopic control. The opaque medium used should meet 
certain requirements: (1) give good contrast on roentgen \'isualization; (2) have 
sufficient consistency to permit ample time for study; (3) be neither too rapidly 
nor too slowly absorbed; (4) not cause irritation of mucous membranes or peri- 
toneum; and (5) be safe to use. Lipiodol proves quite satisfactory although it 
has the disadvantages of slow absorption and possible irritant qualities. The 
presence of oil in the peritoneal ca^dty is proof of tubal patency. 

On the basis of available data, it appears that less than one patient in a 
thousand suffers any morbidity following uterotubal insufflation. The author 
has been imable to fed any recorded fatality following the use of carbon dioxide. 
Morbidity folloning uterosalpingography is higher. At least nine deaths have 
been reported following this test. Most trouble appears to have resulted from 
failure to rule out genital tract infection. Most fatalities following the use of 
either air or oil occurred in the earlier years when patency tests were in their de- 
velopmental stage. 

Uterotubal insufflation and uterosalpingography are both useful and should 

be regarded as complementary procedures rather than as competitive tests. 
The author considers uterosalpingography an essential preliminary to con- 
templated salpingostomy. Both tests have a therapeutic as well as a diagnostic 
value. Doubtless success is accomplished by mechanical means through the 
removal of a mucous plug or old blood or the disruption of adhesions which 
may have been sufficient to interfere with the migration of the ovum. 18 refer- 
ences. 

(Miller presents a sound and well-tempered evaluation of the two methods of tubal 
patency study which have established themselves as of undoubted value. Gynecologists 
are divided into two camps in so far as preference for one or the other method is concerned, 
but they should be friendly camps, because both methods are reliable, and perhaps ideally 
should be considered mutually supplementary. For routine everyday use the gjmecologist 
is quite sure to accent one or the other in preponderant fashion. I have visited clinics in 
which oil injection is a part of the routine study of all cases of sterility. On the other hand, 
in my own community I believe this is only rarely employed, the carbon dioxide insuffla- 
tion being overwhelmingly the routine method of choice, as it is in my own practice. 
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As a matter of “purely personal piffle,” as 0. 0. McIntyre used to say, I like it becauie 
of its simplicity, its safety, its inexpensiveness to the patient, and its reliability when 
properly interpreted. It is not infallible, nor.is the other method. For example, many ol 
us have had the occasional experience of finding that reverse abdominal insufflation ot sup- 
posedly closed tubes, on the basis of even repeated preoperative insufflation, has revealed 
them to be patent from above downward. But I know of similar e.xperiences following oil 
injection. 

The hazard of the Rubin method, when employed with such safeguards as Miller has men. 
tioned, seems to me definitely less than that of oil injection. Apparently no fatalities have 
occurred when carbon dioxide is employed, as it always should be, while Miller has found 
that at least nine fatalities have occurred after oil injection. Moreover, there is risk, es- 
pecially when undue pressure is employed, of the entrance of oil into the utero-ovarian 
venous system (intravasation) rvith pulmonary embolism in at least some of these cases. 
The most recent report on this subject is that of 'Roblee and Moore (South. M. J. 38: SMI, 
1945), who refer to 35 such cases in the literature, though there is some difference of opinion 
as to the harmfulness of such intravasation of the oil globules. 

The one clear advantage of the oil injection method, and in my opinion the only one, is 
that it gives information as to the location of tubal closure, but gynecologists will be 
divided as to the practical value of this additional information in the majority of cases. 
Wherever the tubes may be blocked, the results of plastic restoration are so unsatisfactory 
that operations should never be urged upon the patient, and they are not justified unless the 
patient understands fully the relative slimness of her chances for later pregnancy, k 
any event the technique must be based on w’hat is actually found by inspection and reverse 
insufflation rather than on any preoperative impression, and surprises in this respect are 
not uncommon. Of the operative procedures employed (salpingostomy, uterotubal anas- 
tomosis, and various types of cornual implantation of the ovaries) it is true that sslpingos* 
tomy yields the least unfavorable results, though even when this alone is indicated, there 
is little room for enthusiasm. However, as Miller says, hysterosalpingography does here 
have its value in the selection of cases. 

It is quite clear, I am sure, that I am prejudiced in favor of the Rubin method for rou me 
use, but I have not the slightest criticism of the many fine clinicians who consider 
injection method to be definitely superior. I suppose it is largely a matter of what me e 
one has gotten accustomed to, just as one is apt to stick to one of the itmumerablo^ ec^^ 
niques of taking out an appendix, or just as one adopts direct cystoscopy 
favorite method rather than the indirect method, or vice versa. Whichever 
patency study the gynecologist routinely employs, he should certainly apprecia o 
supplementary value of the other, and he should be familiar with the techniques o o 
methods. — Ed.) 
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FEMALE STERILITY STUDIES 
W. A. Beacham 

Mississippi Doctor, 23: 424-427, 1945 


The number of persons seeking information regarding sterility has 
appreciably in recent years and fortunately much progress has been made m 

past decade in the study of sterility cases. , , should 

In conducting sterility studies, determination of the status of the mal 
nrecede a detailed investigation of the female. The reproductive organs .- 
KoroUEUy e»mined, prostatic cod semtaal vesicular secret.ous must be 
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studied grossly and microscopically and a specimen of semen should be ex- 
amined. A complete “blood picture” and basal metabolic rate are indicated. 

In the case of the wife, a complete history must be obtained and a thorough 
physical examination performed. One must obtain the pH of vaginal and cer- 
vical secretions ■vvhich must be studied as wet and stained preparations. Va^o- 
abdominal and recto-vagino-abdominal operations must be accurately performed. 
A complete “blood picture” should be obtained and, when indicated, a basal 
metabolic rate determination and special blood studies should be made; 

In ascertaining the occurrence of ovulation, basal rectal temperature charts 
should be kept but should not be substituted for microscopic study of the endo- 
metrium. 

The author recommends hysterosalpingography as the best method of testing 
tubal patency. He suggests the following advantages of hysterosalpingography 
over salpingal insufflation: (1) a record is made in black and white of the status 
quo; (2) the site or sites of obstruction are accurately localized; (3) the internal 
configuration of the uterus is determined; (4) the position of the uterus is shown; 
and (5) size, contour, length and position of the unoccluded lumina of the sal- 
pinges are demonstrated. 6 figures. 

(In some cases all of the procedures outlined for the study of sterility may be indicated, 
and at times still others. On the other hand, the ostensible explanation of the sterility 
may be revealed almost at the outset of the study, whether by the pelvic examination, the 
tubal patency test, or the semen examination. There would be no point to the continuance 
of very comprehensive study of the wife if the husband has a complete azoospermia. In 
other words there would seem to be no practical advantage to the couple in carrying out 
relentlessly and inflexibly the routine comprehensive programs advocated by some. While 
there are of course exceptions, the sensible and practical plan for the average gynecologist 
is often the step-by-step method, rather than to “shoot the works” with all possible 
methods of study when the couple present themselves. Beacham prefers hysterosalpingog- 
raphy to tubal insufflation for the routine study of tubal patency. Many others consider 
insufflation safer, simpler and just as accurate. This question was commented upon rather 
fully in the February issue of the Survey, p.‘ 151. — Ed.) 


ASSESSMENT OF MALE FERTILITY BY SEMEN ANALYSES: 

AN ATTEMPT TO STANDARDIZE METHODS 

Clare Harvey and Margaret Hadley Jackson 
Lancet, 249: 9&-104; 134-137, 1945 

Methods employed at the Exeter Clinic of the Family Planning Association 
in the collection and examination of semen are described. For best results, the 
collecting tube should be of glass and wanned to blood heat, since cold glass 
seriously impairs the activity and reduces the viability of the sperm. Tnitinl 
cooling shotild always be slow. Reliable conclusions about initial activity and 
viability can be drawm from specimens three hours old, but those obtained from 
older specimens are not so accurate. 
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r A method is described of fixing and staining films of seminal fluid which does 
not involve drying and which the authors claim gives a more accurate differential 
count of abnormal forms than the methods now commonly used. A working 
classification of abnormal forms is suggested. 

On the basis of the findings of 236 specimens examined according to the 
methods described in this paper, minimal values of the four main factors in 
semen analysis (density, morphology, motility and viability) which are thought 
to be compatible with adequate fertility are suggested. The authors are of the 
opinion that male subfertility does not become of primary importance unless 
the results of the semen analysis are found to fall below the minimal values in 
all four factors (about 20 per cent of their cases), and is of relative importance 
when the values fall below the minim um in at least two of the factors (about 
another 40 per cent of their cases). It is stressed that the relative importance 
of the male factor in any particular subfertile marriage cannot be properly 
assessed without a complete semen analysis. 

Repeated seminal examination of the same subject shows that although the 
semen may vary (effects of recent coitus, of long periods of continence and other 
factors) there is a tendency for the individual to produce a characteristic sperm 
picture. Some evidence was obtained which suggests that the fully fertile man 
can replace his available sperm population very much more rapidly than a sub- 
fertile man, and that the examination of a second specimen within 24 hours of the 
first may provide a delicate test of a mants degree of fertility and his response to 
treatment. 

The results of treatment of 11 men were disappointing as indicated by examma- 
tion of the semen. 

(This paper should be of interest to all those interested in the study of sterility, and this 
has come to mean chiefly gynecologists. In spite of the great frequency of the male lac e 
in' the causation of sterility, it appears to me that urologists as a group have cxhibi e 
comparatively little interest in this aspect of the problem, concerning wh ch there is s i 
BO much that we do not know. In many communities the gynecologist is of ^ 

obliged to include semen examination as a part of his own sterility work. Very htt e 
been accomplished in the matter of treatment of seminal deficiencies, aside from gencr 
treatment and perhaps thyroid therapy in some cases. Certainly no one can be 
tic about the results obtained through the employment of chorionic and other gono 
trophins often prescribed in such cases. — Ed.) 


BASAL TEMPERATURE GRAPHS: AN AID IN THE STUDY OF 

STERILITY 

Pendleton Tompkins 
Clin. Med., 52: 309-310, 1945 

In recent years it has been reported that the time of ovulation can be cal^ 
culated with considerable accuracy from graphs of the daily basal body 
ture, taken in the morning before rising, eating, drinking or smoking. 
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b.een found that usually the temperature is relatively low immediately after 
menstruation, and remains low imtil about 2 weeks before the next period. 
At this time the temperature shifts abruptly to a lower degree, often dropping 
one or two-fifths of a degree from tha previous level. The next day it rises 
three or four-fifths of a degree and remains high until a day or two before men- 
struation when it falls to the lower level. The low-to-lower-to-high shift is 
assumed to take place at or about the time of ovulation. If the patient 
becomes pregnant the temperature will continue at the high premenstrual level 
for many weeks. Graphs dravm on the grid-forms designed by the author for 
patients’ use are used to illustrate the characteristics of the normal temperature 
curve throughout the cycle and to exemplify their usefulness to the infertile 
couple in pointing out the time of maximum fertility. 

(The subject of basal temperature graphs as an aid to the study of sterility was com- 
mented upon rather fully in connection with another paper by the same author, abstracted 
in the February issue of the Survey (p. 96). — Ed.) 


OVARIAN FUNCTION AND BODY TEMPERATURE 

I. HaIiBRECHT 
Lancet, 249: 668-669, 1945 

This paper describes an attempt to assess the reliability of the waking body 
temperature as an indicator of ovarian activity in sterile women and women 
suffering from amenorrhea, polymenorrhea and premature menopause. The 
material consists of the daily waking temperature records of 130 more or less 
regularly menstruating sterile women throughout 270 menstrual cycles. In 
199 cycles the curves were found to be definitely biphasic, the mean differences 
in temperature between the two phases being 0.5 to 0.9°F. In 39 cases the cycles 
were less decisively biphasic, with differences of less than 0.5°F. between the 
temperatures in the estrin and progestin phases. In a few cases there were 
four phases instead of two, but whether this was due to two ovulations in the 
same cycle was not determined. In 33 cases (12 per cent of the cycles recorded) 
the cycles were monophasic. 4 group of amenorrheic patients all showed 
monophasic cycles over one to 'ee months. The abrupt fall of the tempera- 
ture to the lowest level of the estrin phase coincided with the onset of menstrua- 
tion in 100 cases; in 52 it preceded the onset of the flow by one to three days and 
in 45 cycles the progestin high level continued one to four days after the onset 
of menstruation. Of 40 women who became pregnant, 37 showed a constant 
high temperature level (98.6 to 99.3°F.). In three cases the temperatme fell 
below 98.6° in the second or third months of pregnancy. In two cases of habitual 
abortion the temperature curves recorded from the beginning of pregnancy 
showed a sudden faU below 98.6°F. several days before the onset of the abortion. 

Treatment with extract of pregnant-mare serum or with low-dosage irradia- 
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tion was started in 20 cases in which failure of ovulation seemed to be the main 
cause of sterility. Before treatment the temperature curves were monophasic. 
Two of the six patients treated by low-dosage irradiation and two of those 
treated with pregnant-mare serum showed a change from the monophasic to 
the diphasic type of cycle immediately after the treatment. 


TREATMENt OF INFERTILITY IN MALES 


Norvell Belt 

Med. Ann. District of Columbia, 14: 450-451, 1945 

The war has presented a most unusual opportunity to study the problem 
of infertility by virtue of its many marriages and exigencies of impregnation 
before servicemen went overseas. The author describes the method and re 
suits in treating 600 men. The prognosis in male infertility is improving a 
though many factors remain unsolved. At present there is a 46 per cent chance 
of success. . . 

The routine in this series of cases consisted of a history, physical exaimamn 
and complete sperm evaluation followed by special tests when indicate . ® 

duration of the apparent sterility, pregnancies by previous marriages, use o 
contraceptives, diseases, operations, injuries and anomalies are impor an i 
the history. A general physical examination with special attention to co 
tutional diseases, ’endocrinopathy and nutritional deficiencies is , 

minute examination of the genital system. The sperm evaluation . 

volume, pH, sperm count per cc., percentage of active sperm, surviva ime 
morphologic study. Normal findings were revealed in about 10 per cen o 
husbands and the remainder were subjected to treatment. 

The type of treatment consisted of hormone therapy, prostatic ma 
removal of all obvious pathology and a careful program of rest, 3 

of habits and exercise. The average length of treatment for each patien 
months. In this series there resulted 273 pregnancies. 

Factors contributing to success appeared to be: (1) an increase m e 
count, usually to above 50,000,000 per cc. with 50 per cent or more activ A ^ 
correction of abnormal morphology; (3) mcrease m volume of eja 
cc or more; (4) endurance time of sperm activity was at least 5 hours i j 

ful cases; and (5) treatment of testicular tuberculosis ^ 

stricture Analysis of unsuccessful cases revealed the following. J 

n^mtohad a hlstoT of protracted febrile diseaaes; (2) bilatentl f oPjf ^ 
testes followdng mumps w'as present m 19 cases; (3) gonococcal ep 
tas present in only 3 ; (4) sex habits were abnormal in 6 cases; P 

existed in 2 cases; (6) occupational exhaustion was present in 180 cases. 
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The author mentions as significant in the successes, the increase in number of 
active sperm. Bilateral mmnps has been overemphasized as a cause of infer- 
tility. Prostatitis, urethral stricture and febrile illnesses are factors pertinent 
to impaired fertility. Nutritional disturbances cause infertility and often can 
be corrected. Three out of 7 patients having nutritional disturbances re- 
sponded to administration of amino acids and vitamins. 


DEATH FROM AIR EMBOLISM FOLLOWING INSUFFLATION 
DURING PREGNANCY 

Herbert S. Breyeogle 
J. A. M. A., 129: 342-344, 1945 

Since 1936 three deaths directly attributed to insufOation of the vagina during 
pregnancy have been reported, one from Canada and two from England. The 
author presents, in this report, a fourth case and the first to be recorded in med- 
ical literature in this coimtry. 

A 21-year-old woman was brought to the hospital from the office of an osteo- 
path and pronoimced dead on arrival. She had consulted the osteopath because 
of an irritating vaginal discharge. The osteopath began to insufiBate the vagina 
with silver picrate compound powder, 1 per cent silver picrate in kaolin, using a 
Shelanski insufflator. Shortly after the conclusion of the treatment the patient 
became dyspneic, cyanotic and imconscious, and a white froth began to exude 
from the mouth. From twenty to thirty minutes later she expired. 

Autopsy diagnoses were as follows: Primary: Gas bubbles in right auricle and 
ventricle, edema and congestion of the lungs, hemorrhagic infarct of the lower 
lobe of the left lung, pregnant uterus containing normally implanted fetus, 
discoloration of vaginal mucosa and subpleural petechiae. Accessory: infarct 
of light kidney, adrenal rests of kidneys and polyp of ascending colon. 

The clinical picture in this case strongly suggested acute fulminating anoxia. 
It was calculated that about 925 to 2,200 cc. of air was injected into the vagina. 
The potential capacity of the vagina is assumed to be about 1,144 cc. This 
would imply that at least 500 cc. or more of air was forced into the pregnant 
uterus within a brief interval of time, thus providing the necessary requisites 
for air embolism to result. It was supposed that the air entered the sj'stemic 
venous circulation at the site of the placental implantation and was carried 
directly to the right auricle and ventricle of the heart. 

The facts brought forth by a study of deaths resulting from vaginal insuffla- 
tion during pregnancy indicate that it can be an ex-tremely dangerous procedure, 
especially in the latter half of gestation. Multiparity also appears to be a factor 
adding to the risk. Since other methods are equally effective in the treatment 
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of trichomoniasis, it appears that insuflSation of the vagina may be aljandoned. 
13 references. 

(A sufBcient number of cases of this sort have now been reported to make clear that the 
widely employed insufflation method of applying various powders to the vaginal wall in the 
treatment of trichomonas . vaginitis is associated with a definite risk of air embolism in 
pregnant patients. As the author states, there are other effective methods of applying 
trichomonicidal medicaments, and no one should wish to take the risk imposed by the in- 
sufflation technique. — ^Ed.) 



MISCELLANEOUS 


PELVIC AND ABDOMINAL PAIN IN WOMEN 
Charles A. Gordon 

( Rev. Gastroenterol., 12: 353-356, 1945 

The author discusses the diagnostic values of abdominal or pelvic pain, the 
difBculties encountered in determining the localization of pain, differences 
between pain and tenderness, and differences in individuals to tolerate or de- 
scribe pain. Descriptions of pain are generally not very accurate. Valid con- 
clusions as to the intensity of pain depend upon the extent of its interference 
■with the patient’s daily activities and interests, appetite, sleep and her ability 
to concentrate attention upon her en'vironment. Transient loss of conscious- 
ness, sjmcope, pallor, sweating and collapse usually indicate severe pain as in 
spreading peritonitis, perforation of the sigmoid following its invasion by ovarian 
carcinoma and rupture of ovarian abscess or tubal pregnancy. The extent of 
muscular rigidity is not necessarily an essential finding as the abdominal wall 
may be soft in cases of gangrenous intestines late in peritonitis or when the 
peritoneal ca^^ty is filled with blood from ruptured tube or uterus. 

Pain is largely of peritoneal origiD, arising from mesentery or from parietal 
peritoneum, although the stimulus may actually originate in its subserous tissue. 
It is generally accepted that the solid viscera are insensitive to pain and that the 
hollow muscular-walled viscera respond to stretching and contraction. How- 
ever, occasional variations in individuals occur. Stretching of the uterus bj’' 
multiple pregnancy, hydramnios or large fetus may give rise to pain, and Brax- 
ton-Hickes contractions, -a^hich are typically not painful, may become severe 
enough to send the patient prematurely to the hospital for delivery. 

The severits’’ of the pain alone is not an index to the serious nature of -visceral 
pathology. Cancer of the reproductive organs commonly causes no pain until 
the pelvic peritoneum has been invaded. Dysmenorrhea may become verj”^ 
severe although no ■visceral lesion can be demonstrated. 

A common complaint of women is pain in the ovary although it is not possible 
to feel definitely that pain is in any particular organ, the ovary is not always in 
the same place in the same individual, and the pain stimulus does not arise in the 
ovary as this organ is not covered -with peritoneum. 

Anxiety neuroses and phobias accompanied by abdominal pain and pain of 
extragenital origin present diagnostic difficulties. Epigastric pain, often 
severe and parexj-^smal and referred to the back and lower ribs, independent of 
food and often recurring at definite intervals may be seen without any anatom- 
ical basis discoverable by x-ray. Abdominal pain may be due to loosening of 
the pehdc girdle. Since ph 5 "siological relaxation occurs during pregnanc 3 ’' and 
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probably also during menstruation, trauma, posture, housework or parturition 
may cause sacroiliac strain with anterior abdominal pain as well as backache. 

Fibroids of the uterus typically cause no pain, but under certain conditions, 
such as the expulsion of a submucous fibroid, they may cause painful rhythmic 
contractions of the uterus. 


PELVIC PAIN: ITS ETIOLOGY AND TREATMENT 


D. M. Satur 

Jour. Indian Med. Assoc., 14: 195-199, 1945 

After a brief survey of the state of knowledge concerning the inner^mtion of 
the female genital organs, the characteristic features of visceral pain are given, 
(a) It is usually deep-seated and of a dull, heavy character. It may, hone\cr, 
be intermittent or spasmodic; (b) It is imperfectly localized; in the case o e 
uterus the pain may be central, unilateral or bilateral;- (c) It is unaffected ) 
movement and unaccompanied by tenderness or muscular rigidity. 
acteristics of referred pain are given as: (a) It is superficial, sharp or sto mg 
in quahty, as in sudden rupture of an ectopic pregnancy; (b) It is con i^ou , 
accurately localized and aggravated by movement; (c) It is accornpani 
tenderness and rigidity of the abdominal muscles. The site of referre P 
depends on the site of irritation of the peritoneum. , 

In the author’s ex-perience the manifestation of pain in the iliac fossa v as m 
frequently on the left side than on the right, and was aggravated by cons 
The theory is advanced that this might be attributed to the movemen 
loading and unloading of the rectum. . ,|-ant 

Benign or malignant tumors of the uterus, cancer of the ^ 

tumors of the ovary, chorionepithelioma, or retrodisplacement o pj;. 

usually do not of themselves cause pain, but may cause severe pam i 
cated by peritoneal irritation, torsion, adhesions, or involvemen o ° 
gans. Carcinoma of the body of the uterus gives rise to pain earlier ^ 
cancer of the cervix. This may be due to painful spasm of t e u p 

Ovarian cysts usually give rise to pressure symptoms, but there “ ^ . y 

duU, dragging pain in one or both iliac fossa. Severe ^ is 

axial rotation occurs. Endometnoma of the ovary with ** .pppiand 
characterized by pain either in the lower abdomen or back. recent. ^ 

menstrual dysmenorrhea are marked fecation is ako 

endometriosis has involved the rectovagmal septum, pam o pbdomiaal 

experienced. The most constant feature of lower abdo- 

pain. Chronic tubo-ovanan inflammation gives nse to pam menstruation 
Ten, combined with backache, which is aggravated by exertion, menstni 

find constipation* 
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NASOGENITAL RELATIONSHIP. REVIEW OF THE LITERATURE 

Raymond S. Rosedalb 
Arcli. Otolaryngol., 42: 235-238, 1945 

The scantiness of the indexed literature on the relationship bet^Yeen the nose 
and the genital organs is attested by the fact that only twenty-five studies are 
described in this paper. Of these studies, nine are reports of clinical observa- 
tions on nasal manifestations (changes of secretions, odor of ozena, etc.) during 
menstruation and pregnancy. The others, summarized very briefly, deal with 
experimental work as follows: (1) on animals, designed to test the effect of ex- 
tirpation of the olfactory bulbs or inferior turbinates on sexual desire and on the 
development of genital organs; (2) on animals and human beings, to determine 
the effects of administration of silver nitrate or estrogens into the nasal areas 
on pseudopregnancy; and (3) on changes in the nasal tissues following castration 
or hormone therapy. No synthesis is made of the findings and no definite 
conclusions are drawn by the author. 


RESULTS OF VARIOUS TYPES OF TREATMENT IN ADENO- 
CARCINOhlA OF THE ENDOMETRIUM 

Charles E. McLennan 
Am. J. Obst. & Gynec., 60: 254-62, 1945 

During the years 1928 to 1943, inclusive, 225 women with carcinoma in the 
body of the uterus were observed in the University of Minnesota Hospitals. 
In this report, these patients have been divided into two groups: 111 who were 
seen more than five years ago and whose treatment may be judged on a five-year 
basis, and the remainder who were seen during the last five years. None of the 
entire series has been lost in the follow-up program. 

Only 80 of the 111 patients seen five years ago were treated exclusively at the 
University of Minnesota Hospitals. More than half of these (46) were treated 
with irradiation alone (radium and/or x-ray). The chief reason for not perform- 
ing hysterectomies on these patients was actual or possible extension of tumor 
beyond the body of the uterus. Only 22 per cent of this group receiving irradia- 
tion alone survived more than five years. 

Twenty-nine other patients were treated with various combinations of hys- 
terectomy with radium or x-ray or both. In this group 83 per cent were cured. 
Although the irradiated group contained aU the surgically “bad risk” patients, 
the author believes, in retrospect, that perhaps some of these could have stood 
operation successfully. He'has found that certain patients treated by irradiation 
alone may be salvaged many years later by hysterectomy for recurrent or per- 
sistent carcinoma. 
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Ontv Ill fije-year patients were. 114 handled after Januan^ 1 1939 

umyal on the basis of the treatment instituted when firet seen, 
noma Oni5 If yeara has died of card- 

survived fromTtfrytam. incomplete therapy har. 

1^'^® mortality for the entire series of patients has been 5.8 per cent, 
rhiri B virtually hopeless prognosis prior to operation are ex- 

cluded, when the over-all rate becomes 3 per cent. 

ysterectomy generally is conceded to be the important part of the therapy 
or carcmo^ o the body of the uterus. The question of whether the pre- 
ojrera ive a ^lon of x-ray and/or radium will materially increase the survival 
ra 3 m operable cases as yet is not completely answered. The use of irradia- 
lon s oul be followed, whenever possible, with hysterectomy. It is suggested 
that preoperative deep x-ray therapy will add nothing to the ultimate cureratea. 

0 conclusions cm be drawn as yet from recent experience with intra-utcrine 
radium followed in 4 to 6 weeks by hysterectomy. 

The final results in the treatment of carcinoma of the uterine corpus are pre- 
determined to a considerable extent by the nature of the material presented for 
t erapy , iri terms of metastases, medical and surgical complications, age, weight 
and nutritional status. 9 references. 


(WhUe .the treatment of adenocarcinoma of the uterine body must still be considered to 
be in a fluid, transitional stage, the growing concensus is that irradiation, followed alter sa 
interval of usually about six weeks by radical removal of the pelvic organs, is the method 

o c Dice. The author’s results with irradiation alone support the grow’ing feeling that this 

alone is not enough to cure most cases, and that hysterectomy is an essential part of the 
management. — Ed.) 


METASTATIC ADENOCARCINOMA OF THE CERVIX UTERI 
ASSOCIATED WITH PRIMARY GASTRIC CANCER 

Edwin L. Williams 
Am. J. Obst. & Gynec., 60; 342-44, 1945 

It is now well known that the “Krukenberg tumor” represents Becondary 
carcinoma of the ovary associated with a primary colloid carcinoma of the gas- 
trointestinal tract usually occurring in the stomach. The ovary has uniforffllj 
been the seat of the secondary lesion. It is the purpose of this paper to describe 
a carcinoma of the cervix uteri occurring in association with a carcinoma of tbe 
cardiac portion of the stomach. 
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A 32-3'ear-old multipara was admitted to the hospital with the chief complaint 
of persistent vomiting which had begun about 10 months previously. During 
this time she had lost 125 pounds. She complained of pains in the lower abdo- 
men and mild dysmenorrhea. 

General physical examination revealed no other significant findings than weight 
loss. On pelvic examination, the cervix, anterior vaginal wall and fomices of 
the vagina were felt to be of a “woody” consistency. 

Esophagoscopy revealed a dilatation of the entire esophagus, marked hypere- 
mia of the esophageal wall, and an obstruction at the level of the diaphragm. 
Cystoscopy revealed hyperemia of the bladder wall. Gastrointestinal roent- 
genology was negative. 

An exploratory laparotomy was performed. Examination of the stomach 
revealed a nodular mass high on the lesser curvature extending into the esopha- 
geal hiatus. Nodules were scattered over the peritoneal surface of the dia- 
phragm, lateral pelvic walls of the peritoneum, and on the surfaces of the ovaries, 
the omentum and the fimdus of the uterus. A gastrostomy was performed and 
the abdomen closed. The patient’s immediate course was imeventful. 

Microscopic sections from the gastric lesion, the peritoneal metastases and 
the cervix presented strikingly similar characteristics. 3 references. 2 figures. 

The case hence shows that adenocarcinoma of the cervix may occur in asso- 
ciation with a primary gastric cancer. 

(An examination of the two illustrations accompanying this paper would seem to leave 
little doubt that the carcinoma of the cervix is, as the author believes, of metastatic and not 
primary type; in other words, that the case is not one of multiple carcinoma. The section 
from the cervix even shows a number of typical “signet” cells, like those seen in Krukenberg 
tumors of the ovary. In this case the ovaries were said not to have been enlarged, though 
there is no note as to their microscopic examination. Since they are said to have shown 
surface involvement, and since they were adherent to the surface of the broad ligament, a 
logical route of lymphatic permeation to the cervix would suggest itself. I have seen one 
case in which uterine curettage yielded a large amount of ovarian cancer tissue as a result 
of the penetration of the uterine wall by an advanced ovarian carcinoma which was welded 
to the uterus. — Ed.) 


fatal peritonitis from proctosalpingostomic fistula 

COMPLICATING LYMPHOPATHIA VENEREUM 

Alexander E. Peaecb, John O. Bower and John C. Burns 
Amer. Jour. Surg., 69: 496-498, 1945 

The case presented in this paper is notable primarily for the circuitous route 
which the lethal recta] contents took before inducing the fatal termination. The 
patient, a 32-year-old Negress, was admitted to the surgical service at the PhOa- 
delphia General Hospital because of diffuse abdominal pain and vomiting. Prior 
to hospitalization she had taken several enemas and simultaneously passed 
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greenish feces and vomited greenish fluid. Pain in the left groin and radiating 
into the rectum had been present for five days prior to admittance to hospilaJ. 
The abdomen was markedly distended but palpation revealed no masses. The 
anterior rectal wall was greatly indurated as high up as the fingers in the vagina 
could reach. Rectal examination revealed a stricture about two inches above 
the cutaneous margin. The provisional diagnoses were: (1) rectal stricture 
due to lymphopathia venereum; (2) peritonitis due to pelvic inflammatory dis- 
ease; (3) syphilis, site undiagnosed; (4) hypochromic anemia; and (5) urethral 
caruncle. As perforation of the bowel was considered likely the patient vas 
placed on an Ochsner regime and Wangensteen suction instituted. Urine analy- 
sis demonstrated 2 plus albumen, 2 plus leukocytes, 1 plus red cells and granular 
casts. Hat plate of the abdomen revealed a paralytic ileus with no definite 
evidence of obstruction. Three days after admission, signs of consolidation 
appeared in the left base, and the next day consolidation developed in the other 
base. Distention was unchanged and peristalsis was absent. The patient died 
the same day. At autopsy the rectum revealed advanced lymphogranuloma 
with a stricture two inches above the skin margin. Careful dissection demon- 
strated a fistula between the left side of the rectum, just above the stricture, 
and the left Fallopian tube near the ampulla. The uterine end of the tube was 
occluded. Extravasion of rectal contents was through the tract in the left broad 
ligament into the left Fallopian tube and into the peritoneal cavity. 


GYNECOLOGY IN INDUSTRY— CAUSES, TREATMENT AND 
EDUCATIONAL PROGRAM 

Hannah Peters and Wilson Footer 
Indust. Med., 14; 755-760, 1945 

For the past two years the Gynecology Clinic of the Permanente Foundation 
Hospitals has served a group of women comprising as many as 23,000 emp o) 
at one time in the shipyards in the Richmond (Cal.) area. Some of the pro 
were those commonly encountered in a gynecological clinic. Others were ac 
. tuated and these are summarized in this paper. , 

The menorrhagia and metrorrhagia which is frequently found in 
they start to do heavy work was found in this group of women. No corre a 
with the type of work they did was found, nor could any organic reasons or 
•complaints be found. It was found, however, that the caloric 
and intakes of these women became greater when they began to do manua 
Their diet habits became such that they ate more and more earbohydra es, 
the result that the more they ate the greater their vitamin B deficiency ec ^ 
The first symptom these women showed was frequently a prolonged as ne 
excessive menstrual flow. By injecting vitamin B complex intramuscular y 
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authors were able to reduce the length and amount of flow to a normal period. 
’"‘^In several cases which were followed by suction biopsies it was noticed that 
hyperplastic endometrium as well as persistent proliferative endometrium was 
changed into endometrium that underwent cyclic changes when vitamin B 
- therapy was instituted. A detailed report of the cases treated ivith vitamin B 
: u complex, will be published later. 

v'- Information about the effect of climbing, sweeping, riveting, heavy continuous 
:c-' lifting and similar work is not as yet available. 

Many cases of abortion came to the attention of the clinic, but in no case 
:i ;:2 could the type of work be held responsible for the early termination of pregnancy. 
;';r; No data are presented ivith reference to the number of induced abortions, but it is 
-;i:: pointed out that the policy of discharging a woman as soon as it becomes known 
• j: that she is pregnant accomplishes one of two things: (1) The woman will try to 
conceal her pregnancy as long as possible and not secure adequate prenatal care, 
} or (2) She may try abortion. A sound maternity policy and a conception control 
program available to women workers are suggested as measures toward control- 
, 1 '^ ling abortion. 

Cancer of the ovaries, uterus, and the cervix amounted to 0.9 per cent of all 
’ the new cases in the hospitals. This percentage remained the same for the two- 
'.■■■ year period. The approach to this situation was two-fold. 1. An attempt was 
made to find and utilize the best means of diagnosis. Each patient entering the 
clinic for any complaint whatsoever was examined with the specific aim of ruling 
out the eristence of cancer of the reproductive organs or the breasts. 2. An 
attempt was made to disseminate information to the patient to the effect that a 
physical examination should be had every six months, and that any symptoms 
arising in the interval should be investigated promptl}'. The results of this 
program can not yet be evaluated. 

Thirteen per cent of the patients were found to be infected with gonorrhea. 
Most of these were discovered incidentally during examination for other com- 
plaints. The most frequent picture was that in which the woman stated that 
she had a normal menstrual period which ended two weeks or even only a few 
days before a new period started. Smears and cultures taken in these cases often 
d proved the presence of a gonococcal infection. Many problems of so-called 
j* “functional menorrhagia” were solved when smears and cultures were taken. 
d It is pointed out that smears and cultures from a bleeding cervix can be ade- 
quately read and in the authors’ experience have proven to be of great value. A 
,(• venereal disease educational program for women is described. 

\ (This report is illustrative of the intelligent health programs provided in an increasing 
number of our industries, for the benefit of the greatly increased number of women em- 
f ployees, especially during wartime. One of the most valuable parts of the work at the 
^ Permanente Foundation was that designed for the early detection of gynecologic cancer 
under the direction of Dr. Footer. It is to be hoped that the post-war shrinkage in industry 
/ will not result in any curtailment in these programs for the gynecologic care of women in 
industry. — Ed.) 

.j 
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ENDOMETRIOSIS OF THE UMBILICUS: CASE REPORT 
J. Chassar Moir 

Proc. Roy. Soc. Med. (Sect. Obst. & Gyn.), 37: 437-^38, 1944 

The patient, aged 47 years, complained that for three or four years she had had 
a slight discharge of blood from the umbilicus with each menstruation. This 
was accompanied by pain in that area. Menstruation was normal and not 
accompanied by any unusual lower abdominal pain. 

On inspection, the umbilicus was found to be rather deep, and at the bottom 
there was a small brownish projection. Gynecological examination suggested 
some thickenings in the pelvis at the sides of the uterus. The patient was given 
instruction in the regular cleansing of the deep umbilicus, and told to report again 
at a later date. This she did; the symptoms were as before and she was there- 
fore admitted to the hospital. 

At operation the whole umbilical area was carefully resected; it was now ob- 
vious that there was an abnormal thickening of the region, but the inner or pcn- 
toneal surface of the umbilicus was quite smooth. An opportunity now presented 
to examine the pelvic organs, and it was found that they were involved in m 
extensive endometriosis with numerous areas of tarry blood cysts. There dia 
not appear to be any communication between the pelvic endometriosis and the 
umbilicus. As the patient was already at the menopausal age, and as there were 
no s3Tnptoms relating to the pelvic organs, further operation was not thoug 
justifiable and the abdomen was accordingly closed. 

The patient made a good recovery and when seen six months later was m 
excellent health. Histological examination of the umbilicus showed numerous 
gland areas indistinguishable from uterine mucosa in the proliferative p sse. 
Two and a half years later the patient reports that she is in good health, save or 
obstinate constipation, and is free from abdominal pain. 

Novak states that some forty cases of endometriosis of the umbilicus a'® 
been recorded. Vartan (1937) has recently recorded two further cases in oiie o 
which there was a monthly discharge of blood. An umbilical endometnos^^ 
that not only causes pain and swelling but bleeds regularly each mont re c- 
tremely rare and justifies the record now presented. 

(As Moir states, the majority of cases of umbilical endometriosis cause ys 

swelling, but periodic bleeding is much less common. It is of interest to note a 
case the umbilical lesion was associated with pelvic endometriosis, though t us j® 
any means always the case. As a matter of fact endometriosis in this situa lon^ 
been cited as circumstantial evidence for the so-called celomic metaplasia t 
origin of endometriosis, since remnants of celomic tissue are an essentially norm 
in this area, and since there is often no co-existing pelvic endometriosis. Ed.} 



MISCELTjANEOUS 


297 


report of two cases of pelvic actinomycosis 

REPRESENTING THE HARD AND SOFT TYPES 
J. L, Bubis 

Med. Times, 73: 227-234, 1945 

The fiist patient whose detailed case report is given in this paper was a 26-year 
old married woman. VTien first seen in May, 1941, she complained of severe 
abdominal pains, temperature between 102-103°F, and loss of weight. The 
pyuria, dysuria and hematuria cleared up after two weeks of bed rest, but the 
intermittent pain, which was most severe in the lower left quadrant of the abdo- 
men, and occasional black, tarry stools continued until she was admitted to 
hospital the following November. At this time a diagnosis was made of chronic 
infection from tubercidosis or endometriosis, and retroversion. At operation, a 
slightly enlarged chronic appendix, both ovaries and both tubes were removed. 
The microscopic diagnosis included slight chronic appendicitis; bilateral chronic 
granulomatous, subacute and acute oophoritis (marked) (actinomyccs) ; chronic 
and subacute perisalpingitis and perioophoritis; and bilateral chronic subacute 
and acute salpingitis wth hydrosalpinx. Sulfa drugs gave only temporary relief. 
No fungi were found in the vagina or rectal discharge on November 29th and the 
patient was discharged six days later. She was seen each month wth com- 
plaints of abdominal pain, loss of weight, and a hard mass in the cul-de-sac of 
Douglass until readmission to hospital in February, 1942. Vaginal puncture 
of the mass yielded about 10 ctx of serous fluid, and an incision into it yielded 
some necrotic material which showed rectal mucosa on microscopic examination. 
In April, 1942, she developed an abdominal abscess which drained spontaneously 
through the old incision. The yello\\Tsh discharge contained many actinomycotic 
granules. In May she had a perirectal infiltration and a small nodule was felt 
on the posterior wall of the bowel. Several times during the following year she 
had profuse orange colored discharge or foul-smelling pus from the rectum, 
followed each time by relief of pain. By March, 1943, she had gained some 
weight but continued to complain of severe pain which was controlled by hot 
packs and sedatives. At this time she had several abdonunal fistulae with 
board-like hardness of the abdominal wall. She gradually became worse and 
died in January, 1944. No autopsy was obtained. It is thought that the portal 
through which the infection entered and attacked the ovaries was primarily 
through the vagina and that the rectum was secondarily involved by a band of 
adhesions between the uterus and the rectum. The initial infection probably 
was obtained when she had bowul movements in the tall grass on a farm in 
Pennsylvania. 

The second patient, a 34-year-old married woman, was admitted to hospital in 
February'’, 1943, with complaints, of abdominal pain, vomiting, and marked loss 
in wei^t. Vaginal examination showed a typical frozen pelvis, with the uterus 
riding on a firm, smooth mass w'hich extended half way to the umbilicus. Rectal 
examination showed hard, nodular masses anterior, to the left and also posterior 
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to the rectum. On vaginal incision and drainage a large amount of green, thick 
pus was obtained. Biopsy material of the mass showed acute and subacute 
cellulitis of the vagina. The bacterial report was many pus cells and gram- 
negative bacteria, few gram-positive and gram-negative cocci. The culture 
showed abundant growth of Staph, aureus of the hemolytic strain, with sli^t 
growth of yeast cells. The patient left the hospital February 25th, but was 
readmitte'd March 26th with the complaints of vomiting, increased weakness, 
pain in the lower left quadrant of the abdomen and constant vaginal drainage, 
fecal in character. Vaginal incision and drainage were again performed on 
April 1st, and a quart of foul-smelling green pus was obtained. Culture of the 
pus showed nonhemolytic streptococci, partly anaerobic. After treatment for 
peritonitis she left the hospital slightly improved on April 22nd, but was read- 
mitted May 17th and died two days later. The clinical diagnosis was pelvic 
abscess and gangrenous peritonitis due to infection from the introduction of stem 
pessaries, pelvic malignancy or ruptured diverticula. The diagnosis made at 
autopsy included among a variety of conditions : chronic, subacute, and acute 
gangrenous salpingitis and perisalpingitis, oophoritis and perioophoritis bilateri 
(marked) (actinomycosis and intestinal flora); abscess of right ovary; chronic, 
subacute and acute gangrenous pelvic peritonitis (marked) with early acute 
generalized fibrinopurulent peritonitis; paralytic ileus; ascending pyelonepbntis, 
right kidney, with multiple old and recent actinomycotic abscesses. 
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PHYSIOLOGY OF PREGNANCY, LABOR AND PDERPERIUM 

THE MECHANISM OF THE HISTIDINURIA OF PREGNANCY 

Ernest W. Page 

Am. J. Obst. & Gynec., 61: 553, 1946 

Since Voge first noted the histidinuria of normal pregnancy in 1929, over 100 
articles have dealt with this subject. These studies have shown beyond doubt 
that the iminazole compound excreted is actually 1-histidine and that much larger 
quantities of this essential amino acid are excreted during pregnancy, at least 
from the eighth to the thiriy-sixth week after conception, than in the non- 
pregnant state. 

The only serious explanation of pregnancy histidinuria which has been ad- 
vanced is that of Kapeller-Adler and her co-workers. In a series of articles she 
has shown that only the human species excretes histidine during pregnancy;- 
that liver tissue removed from pregnant women at autopsy does not readily 
metabolize histidine, while liver specimens from men or non-pregnant women 
show marked histidase activity; and that the addition of 50 to 500 rat units of 
chorionic gonadotrophic hormone to ground human liver in vitro inhibits histidase 
actmty. She believes, therefore, that the placental hormone which is produced 
only by the human species inhibits the normal metabolic breakdown of histidine 
by the liver, thus resulting in its excretion. More recently she has found that 
histidine disappears from the urine in pre-eclampsia. She attributes this to the 
fact that a large proportion of the histidine in pre-eclampsia is transformed by a 
tissue decarboxylase to histamine and that the latter may be a cause of the 
toxemia. 

After citing certain objections to the Kapeller-Adler theory, the author notes 
that the histidinuria of pregnancy could be due to a “lowered renal threshold,” 
that is, to an inhibition of the tubular reabsorption of histidine rather than to 
any change in histidine catabolism in pregnancy. If this were true, then the 
administration of histidine orally or intravenously should result in its excretion 
at normal or low blood levels. If the liver histidase were inhibited on the other 
hand, then the administration of histidine should result in a greater and more 
prolonged rise in the blood level. The present study is an examination of these 
two hypotheses. 

Employing a carefully controlled technique and taking precautions against 
ii^erent errors in urine collection, the author found that there is a consistent 
difference between the blood histidine curves of non-pregnant and pregnant 
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women following the ingestion of 3 Gm.'of this amino acid. In normal pregnancy 
the level rises more slowly, remains lower and persists for a longer period of time. 
However, the most significant finding was that a much higher rate of histidine 
excretion occurred at the same or even at lower blood levels in pregnant women. 
This could mean only one thing, namely, that there is a “lowered renal threshold,” 
or in other words a diminished reabsorption of the amino acid by the renal 
tubules. When given by vein, histidine disappears from the blood stream with 
equal rapidity in both pregnant and non-pregnant women, a fact suggesting that 
there is no interference "with its utilization or destruction during gestation. 
The highest excretion rate following intravenous administration was 262 mg. 
in one hour; this occurred in a normal pregnant woman and represented an 
excretion rate of 15 per cent of the histidine injected. The high excretion rates 
in pregnancy and the lowest rates in non-pregnant women were observed at the 
same blood levels, again indicating an alteration of the renal threshold. 

On the basis of his experiments theauthor concludes that pregnancy histidinuria 
is due to an inhibition or interference with the renal tubular mechanism for this 
particular amino acid and is not the result of any hormonal inhibition of liver 
histidase. 

(See Editorial Note following next abstract. — Ed.) 


A SHORT STUDY OF HISTAMINASE ACTIVITY DURING 

PREGNANCY 

E. W. Kolozynski 

J. Obst. & Gynec. Brit. Emp., 52: 486-495, 1945 

Histaminase, first described by Best and McHenry, is an enzyme which inacti- 
vates histamine. Histamine, in turn, is formed in the intestine from the ammo 
acid, histidine, and is widely distributed in the body. 

The present investigations were concerned chiefly with the fluctuations of 
histaminase during pregnancy. The method employed was worked out from 
Kapeller-Adler’s test based upon a qualitative method in which hydrogen 
peroxide, produced by the action of histaminase upon histamine, decolonzes 
the dye indigo disulphonate. A detailed statistical analysis is presented of the 
serum histaminase levels in 12 non-pregnant, 40 pregnant and 9 pre-eclamptic 
women. In the non-pregnant women no evidence of specific histaminase activ ity 
could be demonstrated. When, however, sera from normal pregnant women 
were studied, there was definite evidence of specific histaminase activity. 
Furthermore, the activity'’ varied %vith the duration of pregnancy, being low m 
the first 100 days and high thereafter. These findings agree with those of ot ere. 
This elaboration of an amine-oxidase, specific for histamine, within the o y 
during premanev constitutes an interesting problem which quantitative measure 
ment will “assist in solving. The sera from patients with pre-eclampsia a^o 
showed histaminase activity and it was impossible to demonstrate any 1 1 
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of histaminase activity in this complication as has been claimed by Kapeller- 
Adler. However, the present author’s observations in pre-eclampsia were 
avowedly not extensive. 

A substantial portion of the article is devoted to details of methodology which 
win be of interest to chemists and of great importance to anyone who desires to 
carry out histaminase determinations. In this section of the paper Kolozynski 
presents data bearing on the disagreement as to the specificity of histaminase 
activity. He finds, in sum, that the sera from non-pregnant as well as pregnant 
women show amine-oxidase activity but that only a portion of this is specific 
for histamine. The non-specific fraction was found in about the same amount 
in pregnant and non-pregnant women and showed no tendency to increase during 
gestation. A method is described for determining specific histaminase activity 
and it is this fraction which manifests the remarkable alterations in pregnancy 
as described above. 

(A large literature has developed over the past 15 years on the behavior in pregnancy of 
the 3 closely related substances, histidine, histamine and histaminase; and not a few com- 
petent observers believe that irregularities in the metabolism of these compounds play an 
important role in the production of many common obstetrical complications, such as 
toxemia, abruptio placentae, abortion and uterine inertia. The chain of evidence in sup- 
port of these relationships is far from complete and is at points rather tenuous, but certain 
links appear to be irrefragable. All in all, enough truth seems to underlie the concept to 
indicate that its future development bears watching. The main features of the hypothesis 
may be recalled as follows ; 

Histidine. Histidinuria is so characteristic of gestation that several tests for pregnancy 
— the so -called ‘ ‘ bromine tests’ ’ — have been based on the che Aical demonstration of urinary 
histidine. Although these procedures have proved much less reliable than the hormonal 
tests and are not widely used, the fact that they are about 85 per cent accurate is clear 
evidence that histidinuria is one of the most constant alterations of pregnancy. As Page 
points out above, this phenomenon might be due either to some change in the metabolism 
of histidine during gestation or to a lowered renal threshold for the substance. The former 
of these explanations was brought forth by Kapeller -Adler .in the late thirties and until the 
appearance of Page’s paper has been rather widely held. It was her contention that chori- 
omc gonadotrophin inhibits the action of the enzyme histidine carboxylase, the function of 
which is to break down histidine. With the efficacy of the enzyme impaired, it is easily 
conceivable that excessive quantities of histidine might accumulate and escape into the 
blood and urine. Page’s study effectively disproves the Kapeller-Adler theory of histidi- 
nuria in pregnancy and puts it on the more reasonable basis of a “lowered renal threshold .’’ 
The histidinuria of normal pregnancy may, therefore, be dismissed as without bearing on 
the metabolism of the histidine-histamine-histaminase complex. 

But Kapeller-Adler has maintained also that in severe pre-eclampsia and in eclampsia 
the normal histidinuria of pregnancy disappears and she lays great stress on this finding. 
The sequence of events she pictures here is as follows : first, e,xcessive activity of the enzyme 
histidine carboxylase results in a diminution in the amount of histidine in the body and its 
consequent disappearance from the urine; second, a flooding of the body with histamine 
occurs as the natural result of increased histidine catabolism; and third, decreased manu- 
facture of histaminase ensues, consequent upon the noxious effect of the large amounts of 
Instamine on the liver, kidney and other vital organs. In sum, the Kapeller -.Adler theory 
regards the toxemias of pregnancy as a disturbance in the mclabolism of the enzymes responsi- 
bJefoT the formation and destruction of histamine. 

In regard to the first tenet of this concept, namely, that histidinuria disappears in severe 
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pre-eclampsia and eclampsia, this observation need not necessarily be explained on the 
basis of excessive histidine destruction. Since the kidney in severe pre-eclampsia and 
eclampsia hals difficulty in excreting other substances, it may well have difficulty in excreting 
histidine and hence the absence of histidinuria in these conditions may be renal rather than 
metabolic. This is surely a weak link in the chain, but let it be observed that it is an un- 
needed link, since even with a normal rate of histidine breakdown and histamine production, 
any substantial reduction in histaminase might conceivably flood the organism with 
histamine. This brings us to the possible roles of histamine and histaminase in normal 
and pathologic pregnancy. 

Histamine. If I am not mistaken, the first suggestion that histamine intoxication may 
cause toxemia of pregnancy came, not from an obstetrician, but from the eminent British 
physiologist, E. H. Starling, who commented as follows: “Our recent experiments show 
that the vasomotor center is acutely sensitive to the slightest alteration in the blood flow 
through it. The smallest increase in this flow causes vasodilatation and therefore a fall 
of blood pressure, while the slightest decrease brings about general vasoconstruction and 
a rise of blood pressure, and these effects are permanent — that is, last as long as the altera- 
tion which is effected ih the vasomotor center. All the mechanisms for the regulation of 
the activities of the heart and arteries are directed toward the maintenance of a blood flow 
through the capillaries in accordance with the needs of the tissues they supply. First 
among these needs are those of the vasomotor center and brain. There is evidence that in 
many parts of the body — perhaps in all — the capillaries are endowed with contractility, 
and this properly must be a considerable factor in regulating the irrigation of the tissues 
according to their activities. Any such contraction of the capillaries to the vasomotor 
center would evoke an immediate response and rise of arterial pressure lasting ns long as 
the contraction of the capillaries. But we know that the capillaries are susceptible to 
other chemical influences which alter their permeability — that is, the amount of blood fluid 
which filters through their walls. A familiar example of such a change is the wheals pro- 
duced in the skin as a result of the injection of certain animal poisons or by the local injec- 
tion of substances such as histamine. Any similar change in the capillaries to the brain 
would be fraught with evil results for the circulation through them; for it must be remem- 
bered that these capillaries run in a pericapillary lymphatic; increased exudation would 
cause a rise of pressure in the lymphatic and a corresponding narrowing of the lumen of 
the capillary. I would suggest that such a condition of altered capillary wall is responBible 
for the high arterial pressure which is the invariable concomitant of certain toxic conditions 
such as uremia and the toxemia of pregnancy. In both of these, the high pressure I have 
ascribed to interference with the capillary circulation to the vasomotor center is accom- 
panied by well marked signs of deficient circulation through other parts of the brain, such 
as headache, amaurosis, temporary loss of speech, various paralyses, and convulsions; and 
we know that in the toxemia of pregnancy at any rate, all these symptoms may subside 
with the termination of the pregnancy.” (Brit. M. J., 1925, No. 3390, Page 1163; quote 


by Hofbauer, Am. J. Obst. & Gynec., 12; 159-189, 1926.). 

The chief proponent of the histamine theory of toxemia has been Hofbauer, who has 
stoutly maintained for many years that histamine into.\-ication is the immediate cause o 
abruptio placentae and plays a major role in the production of pre-eolarapsia and eclampsia- 
As may be seen in his recent article, “The Evolution of the Biologic Concept of the Etiolo^ 
of Late Toxemia,” (Am. J. Obst. & Gynec., 51: 514, 1946) and in his earlier mono^apn, 
“Experimental Studies on the Toxemias of Pregnancy — Can Histamine Poisoning be c 
carded as the Etiologic Factor?” (reference above), he supports his views not only by wor ' 
of his own but by a vast array of evidence from the literature. As for the source o 
histamine, he reminds us that during pregnancy the shedding of syncytial buds 
a chorionic surface which at term measures 6.5 square meters, obviously, a potontia s 

°^At°S Janie" thrflcrtfatL^sta^^^ is known to cause a marked fall in pm^j^sure 
would seem to rule it out as a cause of the hypertensive toxemias of pregnancy. 
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quotation from Starling explains how histamine might conceivably cause hypertension and 
there is other evidence suggesting that under certain circumstances this substance may 
evoke constriction of the arterioles. However this may be, to most obstetricians histamine 
intorication will fit in better as a cause of abruptio placentae than of toxemia. In the first 
place, histamine is a potent protoplasmic poison with special predeliction for blood vessels 
(Hueper, W. C., and C. T. Ichniowski, Am. J. Path., 20: 211, 1944). Anyone who has ever 
observed the utero-placental apoplexy of Couvelaire with its widespread hemorrhages must 
have suspected that such extensive rhexis of the blood vessels had been preceded by some 
kind of injury to the arteriolar and capillary walla, such as histamine might produce. In 
the second place, inasmuch as histamine (which was first isolated from ergot) exerts a 
powerful stimulating effect directly on the mj’ometrium, it might well be responsible for 
the ligneous state of the uterus in abruptio. Thirdly, this amine produces profound shock; 
and finally, the studies of Hofbauer indicate that a very good replica of abruptio can be 
produced by injecting histamine into experimental animals. 

Although the above circumstances are suggestive, it is only when they are supplemented 
by the more recent work on histaminase that the evidence becomes in any degree convincing. 

Hittaminase. In 1930 Best and McHenry (J. Physiol., 70: 349, 1930) showed that simple 
saline extracts of various animal organs when used fresh and imtreated, had the property 
of destroying the histamine in a solution to which they were added. They reported a 
method of extraction and assay of the histamine-inactivating substance and called it 
“histaminase” because of its enziune-like properties. 

During pregnancy, as attested by the study of Kolozynski above and others, serum 
histaminase increases greatly. According to Ahlmark (Lancet, 247: 406, 1944) this altera- 
tion begins very early and even after one month the enzyme activity of the serum in respect 
to histamine is about 100 times greater than in the non-pregnant state. He found it possi- 
ble, moreover, to demonstrate an increase from one day to another and in different women 
the increase was remarkably constant. During the later part of pregnancy the histaminase 
activity of the serum is said to attain about 500-100 times the normal, varying somewhat 
from woman to woman. Moreover, according to Werle and Effkeman, as well as Kapeller- 
Adler, (Arch. f. Gynak., 170: 82, 1940; Biochem. Jour., 38: 270, 1944), the histaminase reac- 
tion is specific with regard to histamine and can only be demonstrated in sera from pregnant 
women. In the opinion of some observers the histaminase content of the serum is dimin- 
ished in pre-eclampsia and very low in abruptio placentae, but it will be noted that 
Kolozynski was unable to find any change in his 9 cases of pre-eclampsia. 

The general, off-hand implications of the above findings are, of course, plain enough. 
It is hypothesized that in normal pregnancy a nice balance exists between histamine pro- 
duction and histaminase. By the same token, the tremendous increase in serum hist- 
aminase which occurs in pregnant women suggests a greatly augmented manufacture of 
histamine — ^presumably from chorionic villi. As long as this balance is maintained, every- 
thing goes well. If, however, histaminase in the blood and tissues diminishes, histamine 
gets the upper hand and causes various complications; toxemia, abruptio placentae, abor- 
tion, etc. If, on the other hand, histaminase for some reason is present in increased 
amoimts, uterine inertia results because too much of the oxytocic histamine is destroyed. 
(See Danforth, D. N., and P. Gorham, Am. J. Physiol., 119: 294, 1937.) 

The two most important findings which have developed in the histanunase work have 
been the observations that histaminase increases many-fold in pregnancy and that this 
alteration is peculiar to pregnancy. The former of these appears to be well established and 
if the latter can be confirmed, this set of circiunstances would surely indicate that histami- 
nase plays some imixirtant role in normal gestation and possibly also in complicated preg- 
nancy. However, there are several reasons for believing that the histamine-histaminase 
concept as a whole must still be regarded as an hypothesis only. In the first place, it has 
not been established that histamine is the causative agent in any pathological condition 
either in pregnant or non-pregnant persons. Second, a similar body of evidence was built 
up a few years ago to show that an excess of histamine causes various allergic conditions; 
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and histaminase was even marketed as a prophylactic and therapeutic agent for these 
states. But further investigation has shown that these claims lacked a factual basis. 
Third, the administration of histamine to animals for a period of some weeks has no effect 
upon the histaminase content of the tissues. It would be e.xpected that increased need for 
histaminase would cause an increased production of the enzyme, particularly over a long 
period. Furthermore, although attempts haye been made to protect guinea-pigs against 
anaphylactic and histamine shock by means of histaminase injections, these efforts have 
proved completely unsuccessful (Best and McHenry, Canad. Med. Assoc. Jour., 43: 163, 
1940). Finally, the evidence that serum histaminase undergoes any change in toxemia, 
abruptio or other obstetrical conditions, is scanty and in some instances conflicting. 

There are thus two sides to the question; but it is an appealing problem upon which 
further work will be anticipated with interest. — Ed.) 



MANAGEMENT OF NORMAL PREGNANCY, LABOR AND PUERPERIDM 


DIET REGULATION AND CONTROLLED WEIGHT 
IN PREGNANCY 

W. J. Dieckjiann, Dorothea F. Turner and Barbara A. Ruby 
Am. J. Obst. & Gynec., 60; 701-12, 1945 

The authors discuss the relation between diet and maternal and fetal complica- 
tions and mortality. The data so far reported in the literature indicate the value 
of a proper diet. According to these data, some of the results of a proper diet are 
to prevent or decrease the incidence of abortion, anemia, toxemia, prematurity, 
fetal abnormalities, stillbirths and neonatal deaths, and to increase the mother’s 
ability to nurse her baby. 

The authors believe that a diet containing sufficient amounts of the essential 
foods, especially protein, vitamins and minerals, will lower the incidence of 
anemia in pregnancy, increase the resistance to infection during pregnancy or the 
puerperium, and also reduce the amount of edema in certain types of toxemia 
through weight control. They do not know whether or not such a diet will 
have any or all of the results mentioned in the preceding paragraph and believe 
that more extensive studies are necessary before changes are made in prenatal 
care. Prenatal care iil both private and clinical practice is very expensive and 
additional dietary regulation would increase the cost for both the institution and 
the patient. The purpose of this paper is to examine critically the previous re- 
ports to see whether such added expense would be justified. 

It has been reported that two-thirds of spontaneous abortions are associated 
with extensive anomalies of the fetus. The remainder are due to maternal 
causes, such. as: anomalies of the uterus, tumors, systemic disease, abnormal 
implantations of the o\’um, etc. Improper diet may be an important factor in 
the etiology of these causes, but positive proof is lacking. In the authors’ studies, 
2.4 per cent of the control group aborted and none aborted in the 3 complemented 
diet groups. 

Pre-eclampsia occurs most frequently in the first pregnancy and diet is cer- 
tainly one factor. The fact that it rarely recurs indicates that there are other 
factors because the diet would probably be the same in subsequent pregnancies. 
The authors found, in their complemented diet studies, a significant decrease in 
the incidence of toxemia in 2 groups and an increase in the other group. The 
inconsistencies were attributed to the small number of patients in each group. 

If one uses pregnant standards, 12 per cent of pregnant patients are anemic. 
Bethell has showi that an intake of 50 grams or more of animal protein per day 
prevents the development of macrocytic anemia. 

The majority of cases of abruptio placentae are associated with toxemia and 
it is conceivable that the toxemia could be attributed to diet. 
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It is difficult to see how a proper diet could be an important factor in reducing 
stillbirths and neonatal deaths. 

Heredity is the important factor in the production of minor fetal anomalies 
and major anomalies have an unknown etiology. Animal experimentation has 
demonstrated that extreme diet deficiencies result in some animal species in fetal 
abnormalities. 

Burke and co-workers believe that they have been able to increase the weight 
and length of the baby by increasing the protein intake. 

A marked and prolonged deficiency in calcium, phosphorus and vitamin D 
before and during pregnancy will result in fetal rickets and faulty tooth develop- 
ment, as well as osteomalacia in the mother. 

The quality of human milk has been shown to be affected by a deficient diet. 

The authors believe that there is no need for a total weight gain greater than 
8 kilograms above the ideal weight. The pregnant patient must have a proper 
diet but not an unlimited caloric intake resulting in excessive weight gain. 

The increased requirements for lactation, over the necdsof pregnancy, maybe 
met simply by including an additional pint of fluid milk, an additional serving of 
citrus fruit and 2 tablespoons of peanut butter or equivalent. 

The authors plan to make an evaluation of dietary instruction by an extensive 
study of a group of patients through a correlation of the dietaiy intake with the 
laboratory and clinical findings. They believe that research projects in maternal 
nutrition should be started in various clinics throughout the country so that in a 
short tune, sufficient material will be available. 

(Although it occupies only a lino or two in the above abstract, the reader should note 
particularly the recommendation of Dieckmann and his associates that weight gain should 
be limited to 8 kilograms, or about 18 pounds. The more one practices obstetrics the more 
is one convinced that excessive weight gain in pregnancy is the cause of no end of com- 
plications, both major and minor. To keep weight gain down to IS pounds may be difficult 
in many cases and will demand careful and expert dietary control in all, but is an end much 
to be desired — Ed.) 


THE TWO-HOUR PREGNANCY TEST 


H. S. Kupperman and R. B. Greenblatt 
South. M. J., 39: 158-65, 1946 

Employing the hyperemia-inducing effect on the ovarj- of gonad-stimulating 
substances in the urine of pregnant women as the basis of the reaction, the aut ors 
describe a 2-hour pregnancy test utilizing the immature female rat as the tes 
animal. The unconcentrated urine is administered by intraperitoneal^ injee ion. 
The percentage of accuracy of the test (excluding the obseiw-ations in 
Drecnancy) proved to be 99.5 per cent in a total of 752 tests performc on 
rats. Comparison of the 2-hour pregnancy test with the Fnedman m 
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series of 251 cases showed the rat test to be 100 per cent accurate in this series as 
compared with 97.3 per cent accuracy with the rabbit procedure. It was found 
that the hyperemic procedure was also adaptable to the immature hamster and 
adult female mouse, provided that 15 hours elapsed between the time of injection 
of urine and examination of the ovaries. Neither guinea pigs nor immature 
female mice could be satisfactorily adapted to the hyperemia end-point for the 
diagnosis of pregnancy. Observations on the hormone responsible for the ovarian 
hyperemia indicated that this reaction is dependent upon luteinizing or luteo- 
tropic activity of the administered urine. Employment of the 2-hour test in 
cases of suspected ectopic pregnancy showed that in a total of 18 cases, a correct 
diagnosis was attained in 83.3 per cent. 

The advantages of the 2-hour test are enumerated by the authors and its lack 
of encumbrances, as compared with other diagnostic tests for pregnancy, is 
evaluated. 


ELECTRICAL DELIVERY 

Fr6d6ric Benoit 
Gyn6c. et obst., 44: 202-08, 1945 

The author describes the technique of electrical delivery as follows; 

1. Electricity is applicable only in normal delivenes; cases of true dystocia 
should be excluded. 

2. Preliminary obstetrical examination is necessary to assure that labor is 
truly established, to ascertain the condition, size and position of the fetus as well 
as the pelvic dimensions of the mother, and to establish, as far as possible, the 
prognosis. 

3. Artificial rupture of the membranes; this obstetrical procedure creates con- 
ditions favorable to a rapid delivery and is easj’^ and without danger if executed 
correctly. 

4. The best moment for application appears to be at the begioning of dilatation 
for multiparas and at a dilatation of 5 francs for primiparas. 

5. The author gives a preparatory intramuscular injection of one ampule 
containing; 

Posterior pituitaiy^: 1 physiological unit (to sensitize the uterus). 

Morphine: 1 cgr. (to block the higher pain centers). 

Magnesium hyposulfite: 1 gr. (to free from spasticity). 

Distilled water: 10 cm. 

6. Placement of the electrical apparatus: The body electrodes, covered with 
rubber, are placed upon the reflex areas (ventral region of Haed and parav^ertebral 
region of Abram) ; tbe vaginal electrode is placed on the lateral walls of the vagina. 
One must immediately start the apparatus, augmenting the intensity with each 
contraction of the uterus imtil the needed quantity of electricity is obtained 
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(about 1 watt). The electricity gives only a sensation of profound vibratorj' 
massage without ever provoking pain. The patient anticipates the contractions 
so that by keeping the foot on the pedal of the modulator, one can have the 
sinusoidal current with a motor-e.\'citing effect during the contractions and, be- 
tween the contractions, a weakened current with an antispasmodic and analgesic 
. action. Electrical modulation can be obtained even in the absence of the obste- 
trician (who might be occupied otherwise nearby), thanks to a handle maneu- 
vered by the patient herself, constituting a principle of self-induction. 

7. During the entire deliveiy, the customary rules of obstetrical practice maybe 
carried out and should be observed (rigorous asepsis, complete freedom of the 
physician’s hands permitting obstetrical maneuvers, easy control of the 
apparatus). 

8. At the moment of vulvar expulsion, one can, after having withdrawn the 
vaginal electrode, regulate the apparatus so that passage of the fetus is accom- 
plished without excessive rapidity. 

9. The author usually puts aside the apparatus during the delivery which 
effects itself very rapidly, but if delivery is delayed, one can provoke the uterine 
contractions with the aid of the electric current. 

10. After the delivery, uterine involution is particularly rapid, but it must be 
remembered that others have made use of electrotherapy in cases of hemorrhage 
with uterine subinvolution; also, by continuing the electricity during the days 
following delivery, the author permits early ambulation, thanks to the advantage 
of a considerable uterine involution. 

The clinical results in a series of over 100 deliveries are presented. The average 
duration of electrical application in multiparas was 45 minutes with application 
made at a dilatation of 1 or 2 francs. The average time in primiparas was I§ 
hours, application being made with a dilatation of 5 francs. The shortest time 
was 10 minutes and the longest one hour and 55 minutes. Severe pain attended 
10 per cent of the cases, moderate pain, 50 per cent, slight pain, 30 per cent and 
no pain, 10 per cent. Thirteen deliveries had to be terminated operatively; 
that is, 6 absolute failures (high forceps and cesarean section), generally for 
dystocia; 7 relative failures (imlvar forceps). Accidents and incidents are listed 
as follows: 

Maternal: deaths: 0, 

hemorrhages: 0, 

some vomiting: 8 per cent. 

Infant,- deaths: 1, not attributable to the electrical procedure, 

resuscitations: 3, after deliveries terminated operatively. 

In conclusion, the author wishes to insist upon the necessity of using an abso- 
lutely correct electro-obstetrical technique in order to obtain valid results. c 
electrical deliveiy is harmless and can render real services in certain cases. 

A discussion is presented by Chomd, Lantudjoul and Fortes. 

Chom6. — ^First results with the electrical method were astounding enoug , 
since this author succeeded in bringing a primipara of 2 francs dilatation 
complete dilatation in 45 minutes with a minimum of pain. A similar rcsu 



NORMAL PREGNANCY, LABOR AND PUERPERIUM 


309 


followed in a 2nd patient. However, then came certain draw-backs. These 
were edema of the cervix and general accidents to the infants. It was then 
pointed out to this author by Benoit that the apparatus was badly regulated and 
investigations were subsequently resumed with the following resultant con- 
clusions: 

Effect of the sintisoidal current at 50 degrees on uterine contraction: The author 
has never succeeded with women at term, and not in labor, in provoking regular 
uterine contractions. He has not observed an intensification of contractions nor 
an acceleration in dilatation when the current was applied before the dilatation 
had reached 2 francs in multiparas or 5 francs in primiparas. 

Effect of the current on dilatation: The author is of the opinion that the current, 
applied alone without preparatory injection, does not accelerate dilatation in 
primiparas. In women having received a preparatory injection of pituitary 
and pantopon, and then the current, the dilatation is accelerated. In this 2nd 
series, as in the first, several instances have been noted of edema of the cervix 
with subsequent grave dystocia in certain of the cases. 

Effect of the current on pain phenomena: It is interesting that certain of the 
patients claimed a diminution of their pains at the moment of passage of the 
current. 

Effect of the current on the infant: If there have been accidents in the infants, 
these have been due to cervical dystocia. 

In conclusion, this author states that the method of Benoit, interesting as it is, 
requires new investigations and cannot actually be considered as a harmless 
method of effecting rapid, painless delivery , 

Lantu6joul. — One does not speak of the electrical delivery as rapid, painless 
and without danger. On the other hand, the electric ciurent can have effects on 
the uterine muscle which are worth studying. 

Fortes. — ^It appears that there are 2 points of view in considering this important 
question. In the first place, the danger of this method is not established. It 
appears, from the obser\'ations of Chom6, that it is distinctly dangerous, particu- 
larly in regard to the life of a certain number of infants. It seems that these 
serious inconveniences should be called to the attention of Benoit. On the other 
hand, electrical excitation of the uterine muscle produces a certain effect which 
should be subjected to active research. 

(See Editorial Note following next abstract. — Ed.) 


THE OCYTOCIC VALUE OF THE BHYTHMICAL 
GALVANIC CURRENT 

Hamm and GREiB-HAMii 
Gyn6c, et obst., 44: 208-10, 1945 

The galvanic current formerly employed by the authors necessitated the intro- 
duction of the cathode into the certucal canal. It produced rhythmic shocks in 
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the abdominal wall. To avoid the inconveniences involved in such an occur- 
rence, the writers now use the progressive currents of Lapicque with external 
electrodes. They have thus treated 19 women. 

From a study of these 19 cases, the authors conclude that the rep)eated applica- 
tion of the progressive galvanic Lapicque current appears to be ivdthout danger. 
A study of its action merits further investigations. Electricity may then be 
used, in certain cases , — for example, to take the place of posterior pituitaiy. 

Notwithstanding, it is unlikely that the new method will be introduced into 
general practice, as long as it has not succeeded in shortening labors with a more 
appropriate current. It is necessary to find the mode of current most congenial 
with the “current of uterine action”, that is, \vith the nerves effecting uterine 
contractions. 

It is permissible to hope that a new physiological experiment, based on the 
study of the chronaxie of Lapicque will eventually give the necessary indications 
as to the choice of the best current. Then only, can the method be employed 
profitably in obstetrics. 

(The French have long been interested in hastening labor. Thus, many of ua will recall 
the method proposed by Delmas, about 1930, in which, under spinal anesthesia to relax the 
cervix, manual dilatation of that organ was carried out from a state of no dilatation at all 
to complete dilatation in some 30 minutes! And now, in the first French journal to reach us 
after the war, appears this new method of "electric labor”, — another procedure designed to 
accelerate parturition in normal cases. 

Fortunately, the authors as well as the discussants agree that the procedure has no 
merit in its present status and is not without danger; hence, there is little likelihood of its 
gaining widespread use even in France. However, as Fortes as well as Lantudjoul point 
out in their discussions, further research on the effects of electrical currents on uterine 
contractibility might yield results of practical importance. For instance, what would be 
the effect of a suitable stimulating current to the uterus in postpartal hemorrhage due to 
uterine atony? — Ed.) 


A NEEDLE SHIELD FOR CONTINUOUS SPINAL ANESTHESIA 
DURING LABOR AND DELIVERY 

Sylvan M. Shane 

Am. J. Obst. & Gynec., 61: 283-84, 1946 

The author describes the use of a simply constructed needle shield for con- 
tinuous spinal anesthesia in obstetrics and general surgery. The shield m^^res 
9 inches in length and 3| inches in width at the base. The flange, whic 
against the back, is lined with felt. The shield is curved in its entirety and is 
designed for use with a malleable spinal needle. _ _ 

After insertion of the needle and attachment of regular spinal tubing i\i 
Luer-Lok connection, the needle is bent at right angles i to § inch away from e 
tak Lured with adhesive tape. The ueedie shield is then plaeed over the 
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needle and part of the tubing and secured firmly to the back by placing adhesive 
tape along the undersurface of the felt-lined flange. This permits the patient 
freedom to turn on her back or side without the imminence of dislodging the 
needle or shield. 

Since the shield fits comfortably into the lumbosacral curve, it may offer some 
degree of support to this area when it is anesthetized, possibly helping to mini- 
mize postoperative backache. The author concludes that the needle shield 
makes continuous spinal anesthesia for labor and delivery practicable for the 
first time. 2 figures. 


' EXPERIENCE WITH RECTAL “PENTOTHAL” SODIUM IN 

OBSTETRICS 

Gerhart R. Tonn 
South M. J., 39: 154-58, 1946 

The author has employed “pentothal” sodium, one gram per 50 poimds of 
body weight, in a carefully worked out series of 100 deliveries and reports favor- 
able results. 

It was foimd that the drug is easily given and a nursing staff can easily be 
trained in its use. The patient was usually more quiet and less apprehensive 
with “pentothal” than with the other barbiturates and repeated dosage did not 
increase body movements or stimulate the patient to restlessness. The time of 
the first stage of labor was decreased in comparison with other barbiturates or 
without any anesthesia. Much less inhalation anesthesia was needed and induc- 
tion with ether or nitrous oxide was smooth and simple. The patient responded 
more rapidly to anesthesia before and during perineal repair. The patient 
usually reached full consciousness in from 30 minutes to 2 hours with no stupor, 
headache or typical hangover feeling. The child was nearly always pink and little 
respiratory difficulty was encountered. No ill effects on the baby could be traced 
to the carefully administered, thoughtful use of “pentothal”. Total amnesia 
was the rule and rarely did the patient remember anything from the time shortly 
after administration imtil after arriving in her room. 

Extensive dosage did not stimulate the patient as is frequently seen with the 
use of other barbiturates and “pentothal” appeared to offer a greater margin of 
safety to both mother and child. The author found no tendency to hemorrhage 
or relaxation of the uterus and there was no tendency toward placental retention. 
The physiological make-up of the patient was very little changed by the rectal 
administration of “pentothal” sodiiun. Multipara stated that the drug was far 
superior to the drugs used in previous deliveries. Oxygen, raetrazol and picro- 
toxin are considered excellent antidotes in case of difficulty. 

The author feels that "pentothal” is the least dangerous of all the barbiturates 
in normal labor, but there are certain definite contraindications for its use. It 
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should not be administered until the cervix is dilated from 2 to 3 cm. mihultiparas 
^d from 3 to 4 cm. in primiparas. Patients who use either alcohol or barbiturates 
in excess seldom have good results with the use of “pentothal”. Primiparas 
should be selected carefully before administration and the primipara with mal- 
position should be considered a risk with this drug. In conditions of respiratory 
embarrassment and severe anemia, “pentothal” should not be used. “Pentothal” 
sodium should not be used with “nembutal”, “seconal”, “sigmodol” or paralde- 
hyde for best results. It must be used intelligently and on selected patients. 


THE PREVENTION OF PREMATURE LABOR 

Wallace Shiite and Evan Shiite 
J. Obst. & Gynaec. Brit. Emp., 62: 570-74, 1945 

The authors present a series of 63 cases of threatened premature labor. Of 
these, 73 per cent were salvaged. The only therapy used was vitamin E, with or 
without temporary rest in bed. 

In this study it was found that a tendency to premature labor could usually be 
predicted by finding a blood-estrogen excess even in early pregnancy. Of the 
patients in this group on whom a blood-estrogen was done, 87 per cent showed a 
high blood-estrogen. The institution of vitamin E therapy appears to have 
alloryed many cases, otherwise precarious, to carry through to term. However, 
only a large daily dose of 75 to 125 mg. of Alphatocopherol can save the situation 
at times. There must be vigorous and adequate treatment with a potent vitaimn 
E preparation until term. As pregnancy progresses the enlarging placenta re- 
quires a gradually increasing amount of vitamin E to maintain its “cling” to the 
uterus. 

Of the 109 patients included in this and a previous report, there were 6 mon- 
sters delivered, only one, with a cleft palate, surviving over 3 months. However, 
92 normal living children were obtained. Their preservation would seem 
justifiable. 


EARLY CONTROLLED AMBULATION IN THE PUERPERIUM 

Wm. F. Guerhiehs 

Am. J. Obst. & Gynec., 61: 210-12, 1946 

It is the purpose of this paper to record the gross data of a large group of pa 
tients under controlled ambulation and a detailed report of a smaller group o 
nrivate patients to show that the advantages of controlled ambulation may e 
obtained without incurring any of the disadvantages in the puerperal woman. 
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In 1940, a system of early discharge of the puerperal patient from the 3rd to 
5th day under controlled ambulation was instituted. The iaitial sun^ey of 2926 
of these patients revealed the fact that only 30 developed immediate puerperal 
complications. Postpartum examination of these patients at 6 weeks revealed 
that the general recovery rate'was better in comparison to those cases which re- 
mained nonambulatory in the hospital. Relaxations and/or uterine prolapse, 
malpositions of the uterus and subinvolution of the uterus were present in a 
smaller number than in nonambulatory cases. 

A further detailed study of 323 private patients was undertaken in order to 
assay the advantages or disadvantages in a class of patients usually seen in private 
practice. The criterion for allowing ambulation was that patients were medically 
in a condition to be allowed this privilege. 

The method of ambulation is as follows. Every 8 hours for the first 24 hours 
following deliverj', the patient sits on the side of the bed for a few minutes. She 
sits upright upon the bedpan at each voiding. On the 2nd day the patient stands 
upright on 4 different occasions followed by sitting upright in a chair for a period 
of 15 to 20 minutes. On the 3rd day ambulation about the room for short periods 
of time on 3 or 4 occasions is permitted and complete bathroom privileges are 
granted. Thereafter, controlled ambulation is permitted with the restriction 
that each hour of ambulation be followed by an hour of bed rest. By the 10th 
day the patient is completely ambulatory and at the end of the 21st da}' she is 
allowed to resume complete outdoor ambulation without unduly tiring herself. 

There were 227 primigravida cases and 96 multigravida in this series. There 
were 318 vertex and 5 breech presentations. Outlet forceps were employed in 
285 instances, midforceps in 7, Piper forceps in 5, and manual aid in 2. Caudal 
analgesia was used in 103 cases, local pudendal block in 30 and gas anesthesia in 
190 cases. Episiotomies were performed in 290 cases. 

In all instances the patients expressed that a general feeling of well-being oc- 
curred from the ambulation. Lochia drainage was greatest in the first 3 to 5 
days with a rapid decrease until almost complete cessation by the 10th day. 
Catheterization was not necessary in a single instance and bowel function was 
normal without the use of enemas or cathartics. In all but 6 instances uterine 
involution was accelerated, the uterus being in the pelvis b}' the 10th day. Com- 
plete healing of episiotomies was present by the 7th dai"- in all but 2 cases. In 10 
cases morbidity was present for an average of 3 days; these included 2 cases of 
pyelonephritis, 3 of endometritis and 5 of mastitis. There was present no imme- 
diate severe postpartum bleeding. At 6 weeks there was subinvolution in 4 
cases and retroposition of the uterus in 16 cases. At 6 months there was an 
absence of any additional abnormality as compared with the 6 weeks examina- 
tion. Particular reference to the possibility of relaxation and/or prolapse re- 
vealed nothing of note. 

It is concluded that early controlled ambulation offers advantages to the ob- 
stetrical patient without imposing any disadvantages. 
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should not be administered until the cervix is dilated from 2 to 3 cm. in multiparas 
and from 3 to 4 cm. in primiparas. Patientswho use either alcohol or barbiturates 
in excess seldom have good results with the use of “pentothal”. Primiparas 
should be selected carefully before administration and the primipara with mal- 
position should be considered a risk with this drug. In conditions of respiratory 
embarrassment and severe anemia, “pentothal” should not be used. “Pentothal” 
sodium should not be used with “nembutal”, “seconal”, “sigmodol” or paralde- 
hyde for best results. It must be used intelligently and on selected patients. 


THE PREVENTION OF PREMATURE LABOR 

Wallace Shute and Evan Shute 
J. Obst. & Gjmaec. Brit. Emp., 62: 670-74, 1945 

The authors present a series of 63 cases of threatened premature labor. Of 
these, 73 per cent were salvaged. The only therapy used was vitamin E, with or 
without temporary rest in bed. 

In this study it was found that a tendency to premature labor could usually be 
predicted by finding a blood-estrogen excess even in early pregnancy. Of the 
patients in this group on whom a blood-estrogen was done, 87 per cent showed a 
high blood-estrogen. The institution of vitamin E therapy appears to have 
allovyed many cases, otherwise precarious, to carry through to term. However, 
only a large daily dose of 75 to 125 mg, of Alphatocopherol can save the situation 
at times. There must be vigorous and adequate treatment with a potent vitamm 
E preparation until term. As pregnancy progresses the enlarging placenta re- 
quires a gradually increasing amount of vitamin E to maintain its “cling” to the 
uterus. 

Of the 109 patients included in this and a previous report, there were 6 mon- 
sters delivered, only one, ^vith a cleft palate, surviving over 3 months. However, 
92 normal living chfidren were obtained. Their preservation would seem 
justifiable. 


EARLY CONTROLLED AMBULATION IN THE PUERPERIUM 


Wm. F. GtTEHHIERS 

Am. J. Obst. & Gynec., 61: 210-12, 1946 


It is the purpose of this paper to record the gross data of a large group of pa 
tients under controlled ambulation and a detailed report of a smaller group o 
Se patients to show that the advantages of controlled an.bnIat,on my be 
obtained n-ithout incurring any of the disadvantages in the puerperal womo . 
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It is evident from the study that as parity increased there was a rise in the per- 
centage of abortions. Four hundred and eighty patients in the series were preg- 
nant for the first time and of those 49 aborted spontaneously. However, as only 
10.2 per cent of the primigravidas aborted spontaneously as compared with 9.4 
per cent of the whole series, this group does not seem numerically important. 

In addition to the 108 abortions, there were 66 threatened abortions in which 
some va^nal bleeding was present, uith or without cramps some time during the 
pregnancy, the majority occurring in the first trimester. Those admitted to the 
hospital were treated with bed rest and progesterone orally. There were 2 pa- 
tients with earty rupture of the membranes. They had some abdominal pain but 
no bleeding, and both went on nearly to term and were delivered of living chil- 
dren. If these 68 cases are added to the 94 who aborted spontaneously, it makes 
a total of 162, or 43 per cent of successfully treated cases of threatened abortion. 
However, 3 patients who were treated successfully had deformed babies (1 
microcephalus and 2 spina bifidas). 

The average age of the aborters was 31.8 years, the extremes being 18 and 43 
years. The average age of those who did not abort was 27.07, the extremes being 
13 and 44 years. Falls and intercurrent infections were of no etiologic conse- 
quence in the series. Pelvic inflammatory disease was encoxmtered only 3 times, 
but 2 of these cases aborted. One of 4 patients with uterine fibroids aborted. 

Patients who were overweight and those with low basal metabolic rates seemed 
prone to abort; 94 of the 1,000 weighed more than was proper for their age and 
height. Two of these were in the therapeutic abortion group and 11 in the spon- 
taneous abortion group. Eighty-one overweight women went to term. Only 
one patient in the entire series suffered from underweight and she was one of 2 
with hepatitis who were aborted. 

The history of a previous sterile period would seem of significance. Nine 
patients with such a history aborted spontaneously and 21 went to term. Fur- 
ther evidence of defective germ plasm is seen in the number of deformities in the 
infants. One baby had clubbed feet and one potydactylism; 2 had cleft palate. 
One infant had atresia of the small intestine, confirmed at autopsy. There was 
one iniencephalus and one microcephalus. Two babies hkd spina bifida and 2 
had hydrocephalus. An additional one had a combination of spina bifida and 
hydrocephalus. As noted before, the microcephalus and 2 of the spina bifida 
infants were bom to mothers who had threatened to abort. 

Among the gynecologic conditions associated with the 1,000 pregnancies were 
23 cases of vaginitis severe enough to warrant treatment. One of these women 
aborted spontaneously and 22 went to term. As mentioned before, there were 
3 cases of pelvic inflammatory disease, one aborting spontaneously and one 3 
weeks following a fall; the third went to term. Four uterine myomas were noted; 
3 of these went to term, the fourth having a spontaneous abortion. Retroversion 
of the uteras is probably an important etiologic factor; 44.1 per cent of the pa- 
tients who aborted had this condition on postpartum examination, as compared 
with 26.9 per cent of those who had term deliveries. 
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SPONTANEOUS ABORTION 

V 

Gwen S. Hudson and M. Pierce Rucker 
J. A. M. A., 129: 642-44, 1945 

The authors state that for several years it had seemed to them they were hav- 
ihg more abortions than they should in their patients. They realized that pa- 
tients are now consulting obstetricians earlier in pregnancy than formerly. Some 
few years ago many patients who aborted early had not even consulted a doctor. 
Probably the apparent increase in the rate of abortions may not be real, but the 
problem is a real one, especially for the previously sterile patient. 

The abortion rate is difficult to determine, being variously estimated. One 
authority estimated that from 600,000 to 700,000 abortions occurred in the 
United States each year, calculating one abortion for every 2.5 confinements in 
urban areas and one for every 5 confinements in rural districts. It is thought 
that one abortion to every 6 confinements is more nearly correct. Other writers 
found a fairly constant proportion of abortion's and stillbirths in various hospitab 
and clinic studies of 2.G per cent stillbirths and 12.1 per cent abortions. Anato- 
mists and embryologists have reported a surprisingly high percentage of defective 
ova in early conceptuses. In 17 human embryos obtained before the mother had 
time to miss a period, 2 investigators noted that 6 were so defective that they 
could not have developed ; which meant that 42 per cent of the embryos were 
defective at the very begiiming. 

The authors of this article studied the histories of 1,000 pregnancies whose 
termination was under their care. Some of the pregnancies, chiefly consultation 
cases, came under their observation only at the end of the pregnancy. An ideal 
group of cases for such a study rvould be composed of those which had been under 
obser\'ation from the premarital examination until they had passed the child- 
bearing period, but the authors know of no such study. They checked the his- 
tories of 250 married patients who had passed the menopause. These wora^ 
had 596 children and 182 abortions. This is an average of 2.38 children and 0.73 
abortions per mother; one abortion in everj' 4.28 pregnancies. 

In the 1,000 consecutive cases studied from June, 1943 to May 8, 1945, there 
were 107 abortions. One patient died undelivered, of a gas bacillus infection 
following an attempted criminal abortion. This ivas the only maternal death in 
the series. There was one other criminal abortion in the group; she also ha a 
gas bacillus infection, but recovered. There were 12 therapeutic and 94 spon- 
taneous abortions. Five therapeutic abortions were done for hypertension, 
•were done for hepatitis; one on account of tuberculosis; one for heart disease; one 
was a mental case; one had otosclerosis; one had diabetes and was not doing we 
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It is evident from the study that as parity increased there was a rise in the per- 
centage of abortions. Four hundred and eighty patients in the series were preg- 
nant for the first time and of those 49 aborted spontaneously. However, as only 
10.2 per cent of the primigravidas aborted g)ontaneously as compared with 9.4 
per cent of the whole series, this group does not seem numerically important. 

In addition to the 108 abortions, there were 66 threatened abortions in ■which 
some va^al bleeding was present, ■with or without cramps some time during the 
pregnancy, the majority occurring in the first trimester. Those admitted to the 
hospital were treated ■with bed rest and progesterone orally. There were 2 pa- 
tients ■with early rupture of the membranes. They had some abdominal pain but 
no bleeding, and both went on nearly to term and were delivered of li^vdng chil- 
dren. If these 68 cases are added to the 94 ■who aborted spontaneously, it makes 
a total of 162, or 43 per cent of successfully treated cases of threatened abortion. 
However, 3 patients who were treated successfully had deformed babies (1 
microcephalus and 2 spina bifidas). 

The average age of the aborters was 31.8 years, the extremes being 18 and 43 
years. The average age of those who did not abort was 27 .07, the ectremes being 
13 and 44 years. Falls and intercurrent infections were of no etiologic conse- 
quence in the series. PeWc inflammatory disease was encountered only 3 times, 
but 2 of these cases aborted. One of 4 patients ■with uterine fibroids aborted. 

Patients who were overweight and those ■with low basal metabolic rates seemed 
prone to abort; 94 of the 1,000 weighed more than was proper for their age and 
hei^t. Two of these were in the therapeutic abortion group and 11 in the spon- 
taneous abortion group. Eighty-one overv’eight women went to term. Only 
one patient in the entire series suffered from underweight and she was one of 2 
with hepatitis who were aborted. 

The history of a pre^^dous sterile period would seem of significance. Nine 
patients with such a history aborted spontaneously and 21 went to term. Fur- 
ther e^vidence of defective germ plasm is seen in the number of deformities in the 
infants. One baby had clubbed feet and one polydactylism; 2 had cleft palate. 
One infant had atresia of the small intestine, confirmed at autopsy. There was 
one iniencephalus and one microcephalus. Two babies had spina bifida and 2 
had hydrocephalus. An additional one had a combination of spina bifida and 
hydrocephalus. As noted before, the microcephalus and 2 of the spina bifida 
infants were bom to mothers who had threatened to abort. 

Among the gynecologic conditions associated ■with the 1,000 pregnancies were 
23 cases of vaginitis severe enough to warrant treatment. One of these women 
aborted spontaneously and 22 went to term. As mentioned before, there were 
3 cases of peMc inflammatory disease, one aborting spontaneously and one 3 
weeks following a fall ; the third went to term. Four uterine myomas were noted ; 
3 of these went to term, the fourth ha^ving a spontaneous abortion. Retroversion 
of the utems is probably an important etiologic factor; 44.1 per cent of the pa- 
tients who aborted had this condition on postpartum examination, as compared 
■with 26.9 per cent of those who had term deliveries. 
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•ECTOPIC PREGNANCY 


H. H. Ware, Jr. and W. C. Winn 
South M. J., 39: 44-49, 1946 

Ectopic pregnancy is an important cause of maternal deaths. The authors 
observe that, during specified periods of time, ectopic pregnancy was the cause of 
maternal death in every 16th case in New York City, in every 12th case in Chi- 
cago, in every 18th case in Philadelphia and in every 11th case in Richmond. It 
has been observed once in every 300 pregnancies by one source and once in every' 
403 pregnancies by another. 

The treatment of ectopic pregnancy is fairly well standardized; it is in diag- 
nosis that failures occur. In the present paper, the authors report 115 cases 
treated during the last 5 years and review the important points in diagnosis. In 
this series, two-thirds of the patients w«re between the ages of 20 and 30 years 
and 84 per cent were between the ages of 20 and 35 years. Thirty per cent were 
white and 69 per cent were Negro. 

Ectopic pregnancy should be suspected in any woman in the child-bearing age 
who has abdominal pain, particularly if it is located in the pelvis and unilateral 
in type. This pain, in cases of ectopic gestation, is frequently described as sharp, 
lancinating, stabbing or tearing, but sometimes cramplike and usually inter- 
mittent even though dull. The pain usually has a definite onset and is frequently 
noticed after exertion, defecation, and sometimes after intercourse. The severity 
of shock is in proportion to the rapidity of onset as M’ell as to the amount of in- 
ternal hemorrhage. A careful history reveals an irregularity of the menses, 
either in interval or amount and duration of flow. Amenorrhea for one month or 
more is frequent. The presence of a unilateral, exquisitely tender, boggy mass m 
the pelvis increases the probability of this accident. The presence of such a mass 
was diagnosed in 51 per cent of the patients in this series. Manipulation or 
pressure on the cervix causes severe pain in most cases. 

With the possibility of an extra-uterine pregnancy in mind, one should analyze 
history and symptoms to decide whether the patient has an acute rupture of the 
tube or pregnancy, or a leaking or previously ruptured ectopic which has become 
walled off and developed as an abnormal pelvic mass. The first condition has 
the indications for immediate operation; in the second condition one should rule 
out pelvic inflammatory disease and small pelvic tumors before operating. Of 
the 115 cases in this series, 67 per cent were admitted with an acute rupture of the 
pregnancy and 32 per cent were admitted with a pelvic mass. Sharp lancinating 
or cutting pelvic pain with fainting was recorded 10 times more often in acute j 
ruptured cases than in cases with pelvic mass. Pelvic pain of dull aching char- 
acter was recorded 3 times more frequently in patients w-ith a pelvic mass than m 
those with acute rupture. Shoulder pain was 8 times more frequent in the acute } 
ruptured patients. Slight vaginal bleeding or spotting was recorded twice as 
often in patients with pelvic mass. Seventy-eight per cent of the present senes 
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had some vaginal bleeding but in none v?as it profuse. This is an important point 
in differentiating from incomplete abortion. The only patient ■who passed large 
clots also had multiple uterine fibroids. The incidence of acute rupture was the 
same in 'those patients ha'ving no amenorrhea as in those who had missed one or 
more menses. 

A rapid pulse rate is one of the most characteristic findings in ruptured ectopic 
gestation. The pulse rate was above 90 in 2 out of eveiy 3 cases in this series. 
The blood pressure is usually normal in patients -nith a peMc mass and below 
100 systolic most frequently in the acutely ruptured cases. The temperature is 
usually normal or slightly elevated; the combination of rapid pulse and slight 
elevation of ■temperature is considered a valuable aid in ruling out pel'vic mflam- 
matoiy disease. The white cell count increases immediately after rupture of an 
ectopic but usually drops to normal ■within 24 hours unless there is a recurrence of 
the bleeding. The red cell count is low most frequently in acutely ruptured 
cases. Low hemoglobin is suggestive of ruptured ectopic gestation. 

The incidence of mortality in these 115 cases was 1.7 per cent. In an earlier 
series of 150 cases it was 8 per cent. The authors believe that early operation 
was partially responsible for this reduction. 


ECTOPIC GESTATION; THE DIAGNOSTIC VALUE OF 
CUL-DE-SAC ASPIRATION 

L. E. Burch and J. Seitchik 
Am. J. Obst. & Gynec., 50: 765-70, 1945 

Extrauterine pregnancy is more often overlooked, and more often diagnosed 
when not present, than any other serious pel'vic lesion. The authors have divided 
ectopic gestation into 2 varieties; the t 3 rpical, comprising 40 per cent of the cases, 
and the atypical, comprising 60 per cent. In the typical case, a quick diagnosis 
and early operation is urged. In the atypical variety, the patient is not in shock, 
the sighing respiration and blanched appearance are absent and the thready pulse 
and subnormal temperature are not present. It is in this variety that time can 
be taken to make use of procedures so useful in arriving at a correct diagnosis. 

The authors have foimd the injection of carbon dioxide gas into the peritoneum 
throu^ an abdominal puncture followed by an x-ray of the pel'vds a procedure of 
great diagnostic value. It is free of danger but can be used only in those institu- 
tions where there is close cooperation with the x-ray department. 

Particular emphasis is placed, in this paper, upon the value of aspiration of the 
peritoneum either per vaginam or through the abdominal wall if conditions in 
the cul-de-sac make it not ad'v’isable to aspirate per vaginam. If the aspirated 
blood shows an absence of rouleaux formation and the erythrocytes show a 
crenated appearance, it signifies a hemorrhage into the peritoneal ca'vity. In 



318 


OBSTETEICAJj AND GTNECOLOGICAL StTRVEY 


obtaining blood from the peritoneal cavity, color, viscosity, presence of small 
clots and clotting time are noted. The old blood has a definite brownish tint, is 
thmner than fresh blood and does not clot. 

The authors consider aspiration the most valuable of all aids in making a diag- 
nosis of doubtful cases of ectopic gestation. They are of the opinion that with a 
careful study of this most interesting and sometimes fatal condition, giving due 
consideration to the history, the physical signs, the laboratory tests, x-ray and 
especially aspiration, the margin of error will be greatly reduced. 

(In this statistical study of 105 patients, the authors emphasize particularly the diag- 
nostic value of aspiration per va^nam or through the abdominal wall. It is probably true 
that most clinicians do not employ this as frequently as the authors, but its value would 
seem to be attested by the fact that in 21 of their cases in which operation was done after 
cul-de-sac puncture, not a single error in diagnosis was revealed. — Ed.) 


APLASTIC i).NEMIA SIMULATING ECTOPIC GESTATION; 
REPORT OF A CASE 


S. Kolodny and S. T. DeLee 
Am. J. Obst. & Gynec., 61; 130-31, 1946 

The etiology of aplastic anemia is unknown; how^ever, an unidentified toxin is 
believed to act upon bone marrow, impeding its activity and causing atrophy. 
The author reports a case of aplastic anemia which simulated ectopic gestation. 

The patient, a 29-year-old woman, wasadmitted to the hospital complaining of 
weakness, dizziness, fainting and severe epigastric pain. Her last menstrua! 
period had occurred 11 days previously and was very profuse. 'Her occupation 
was that of a factory radio worker, in which she ground quartz crystals usmg 
carbon tetrachloride. In the last 10 days her gums had bled easily. Physical 
examination revealed a very anemic patient who appeared acutely ill. A soft 
systolic apical murmur wms heard. On her back, were several small areas of 
ecch}Tnosis. There was tenderness in both lower quadrants and on pelvic exami- 
nation, in both adnexal areas. The cervix and uterus were normal. The im- 
pression wms ruptured ectopic pregnancy; a blood dyscrasia was considered. 

A laparotomy was done which revealed the pelvis full of fresh dark blood; the 
uterus, tubes and ovaries were normal except for bleeding from the ostium of the 
left tube. A left salpingectomy Avas performed. FolloAAdng surgery and trans- 
fusion, the patient’s condition improved for 3 days. On the 4th day she became 
somew'hat icteric and developed petechiae of the forearms, gums and conjunc- 
tivae At this time the erythrocytes were 2,240,000, leucocytes 2200, 
dobin 23 per cent, platelets 125,000, icteric index 40, cevitamic acid level 6 ^, 
nonurotein nitrogen 29, uric acid 3, and chlorides 580. A sternal puncture gave 
the following findings; Marrow for the most part fibrotic with an mcomp 
disappearance of normal cellular elements. Throughout the marrow were oun 
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occasional groups of what appeared to be diplococci. The opinion was that the 
material represented an aplastic marrow with secondary lymphoid degeneration 
as evidenced by maturity of the cells seen. A diagnosis of aplastic anemia was 
made. 

In spite of treatment, on the 19th postoperative day, the temperature went ta 
106 degrees F. and the patient e.vpired. 


SELECTIVE TREATMENT OF ANTEPARTUM HEMORRHAGE 

W. A. Scott 

Am. J. Obst. & Gynec., 61: 48-56, 1946 

The author presents the results of selective treatment of 191 cases of placenta 
previa with a mortality of 2.6 per cent, and 139 cases of accidental hemorrhage 
with a mortality of 2.9 per cent. These results are believed to be comparable to 
those obtained by routine section in the treatment of these conditions and may 
avoid the additional risk of subsequent pregnancies by patients who have under- 
gone cesarean section. 

It is worthy of note that in the 911 cases of placenta previa, 3 patients had 
spontaneous deliveries without maternal death or severe blood loss in spite of the 
fact that the placenta completely covered the internal os at the time of examina- 
tion. An analysis of the maternal mortality in this series of 191 cases shows that 
of the 5 deaths, one followed cesarean section, one occurred 20 minutes after ad- 
mission in an undelivered patient and 3 followed version. It is noted that ex- 
pectant treatment and cesarean section have by far the lowest fetal death rate. 
It has thus been shown that treatment of placenta previa becomes a matter of 
judgment and that the factors which influence choice of method are: situation of 
placenta, amoimt of bleeding, parous condition of patient, whether or not labor 
has begun and how it is progressing, duration of pregnancy, presentation of fetus 
and whether or not the fetus is viable. 

In the series of 139 cases of accidental hemorrhage there were 4 deaths. One of 
these was due to amuia following conservative treatment, one to sepsis following 
the introduction of a bag, one to cardiac failure after classical cesarean section 
and the 4th died undelivered. In this series only 11 were treated by section. 
The incidence of fetal mortality in the 11 cases of cesarean section was 81 per 
cent. In the 128 cases treated by other methods the incidence was 57 per cent. 

The author concludes that all cases of antepartum hemorrhage should be 
treated in the hospital if at aU possible, and as the diagnosis cannot always be 
made accurately when the first bleeding is only slight, this will entail hospitalizing 
patients who may subsequently be proved to have neither placenta previa nor 
accidental hemorrhage. 

In most emergencies of medical practice, where special skill is not available, 
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conservative measures of treatment are usually in the best interest of the patient, 
but in placenta previa and probably in accidental hemorrhage, if skilled judgment 
is not available, radical method of treatment, namely cesarean section, in prob- 
ably advisable. 


THE MANAGEMENT OF PLACENTA PREVIA 


Lms Gutieebez Yepes and N. J. Eastman 
South. M. J., 39; 291-97, 1946 


The purpose of this paper is to review the results obtained in 304 cases of 
placenta previa seen at the Johns Hopkins Hospital over the past half century in 

TABLE IV 


Maternal, stillbirth and neonatal mortality rates during the three periods studied 



PERIOD 1 

1896-1919 

PERIOD n 

1920-1934 

PERIOD la 

1935-1944 

Treatment 

Total cases 

65 

128 

111 

Cesarean sections 

2 (3.1%) j 

9 (7.0%) 

64 (67.7%) 

Patients transfused 

2 (3.1%) 

19 (14.8%) 

6r(45.9%) 

IlesuHs 



1 1* (0.9%) 

Maternal deaths 

9 (13.8%) 

10 (7.8%) 

Stillbirths 

41 (63.1%) 

61 (47.7%) 

26 (23.4%) 

Neonatal deaths 

10 (15.4%) 

24 (18.7%) 

26 (23.4%) 

Total infant loss 

51 (78.5%) 

85 (66.4%) 

52 (46.8%) 


* Death due to rupture of uterus following Braxton-Hicks version. 


the hope of eliciting some conclusions about the advantages and dangers of the 
various methods which have been recommended for the management of this 
condition. 

The entire time interval covered by this study has been divided into periods 
according to the dominating policies of management pursued. During period I 
(1890-1919), vaginal delivery without blood transfusion was the usual treatment, 
during Period II (1920-1934), vaginal delivery, for the most part, with a mod- 
erate number of blood transfirsions was employed; during Period III (1935-1944), 
cesarean section supplemented by the liberal use of transfusion was employe m 

the majority of cases. , , rr 

The statistics shown in Table IV are convincing evidence of the lile-saM g 
value of cesarean section in placenta previa. The infant rnortality rates in t is 
series are also noteworthy as it is shown that the reduction in infant morta i y m 
Period III, when compared with Period I, was 40 per cent. Although 
section for the sake of the baby can never be advanced as a valid argumen 
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the general use of abdominal delivery in placenta pre\da, it does promise an 
appreciably better outlook even for the premature infant and a decidedly better 
prognosis for the mature child. 

It is the authors’ opinion that blood transfusion shares equally vith cesarean 
section the credit for the lou' maternal mortality rate during Period III. 

The authors’ experience has been similar to that of others in that central and 
partial placenta previa show, when treated vaginally, a verj- high maternal mor- 
tality, whereas marginal placenta previa, however handled, is attended by a much 
lower death rate. 

Thirteen of the 20 maternal deaths were due to exsanguination; in 8 of these 
postpartum blood loss played a decisive role. In the 11 autopsies performed, 6 
revealed either actual rupture of the lower uterine segment or extensive cervical 
lacerations. 

Both the friability and the vascularity of the cervix and lower uterine segment 
increase with the completeness of the placenta previa. Consequently, the em- 
ployment of the bag or Braxton-Hicks version will result in lacerations in a 
certain proportion of cases, particularly in the central and partial types. Herein 
lies the basic rationale for the employment of cesarean section in placenta previa, 
and the authors feel (in so far as it is possible to generalize) that abdominal 
delivery should be employed in all cases of this complication with the exception of 
marginal types in multiparae with vertex presentations. In the latter cases, 
gentle rupture of the membranes supplemented if necessary by the Willett for- 
ceps, will usually suffice. 


HYDATIDIFORM DEGENERATION OF PLACENTA, 
COhlPLETE WITH FETUS 

Abe Cline 

Am. J. Obst. & Gynec., 61: 132-33, 1946 

The case is presented of a woman, 18 years of age, who was admitted to the 
hospital complaining of cramps and vaginal bleeding. Her last normal menstrua- 
tion had been 5 months previously. Ergotrate, 1/320 grain, was ordered 3 times 
a day and later, on examination, a dark red firm clotlike mass presented just 
within the vulvular orifice. It was removed with a sponge forceps. Grossly, 
the mass appeared to be placental tissue. The pathologist reported finding 
hydatid vesicles, whereupon a curettage was performed. A moderate amoimt of 
endometrium and clots were obtained. More careful examination of the original 
specimen showed that it included a small papjTaceous fetus within a sac, attached 
by an umbilical cord to a placenta which had undergone partial hydatldifofm 
degeneration. The specimen was of interest because it showed a fetus of 6 to 8 
weeks’ size with a placenta of about 16 weeks’ size. The pathological diagnosis 
was; (1) hydatidiform mole; (2) degenerated fetus, 6 to 8 weeks. 1 figure. 
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conservative measures of treatment are usually in the best interest of the patient, 
but in placenta previa and probably in accidental hemorrhage, if skilled judgment 
is not available, radical method of treatment, namely cesarean section, in prob- 
ably advisable. 


THE MANAGEMENT OF PLACENTA PKEVIA 


Luis Gutierrez Yepes and N. J. Eastman 
South. M. J., 39; 291-97, 1946 


The purpose of this paper is to review the results obtained in 304 cases of 
placenta previa seen at the Johns Hopkins Hospital over the past half century in 


TABLE IV 


Maternal, stillbirth and neonatal mortality rates during the three periods studied 



PE&IOl) 1 

1896-1919 

PEKIOD II 
1920-1934 

FEKIOD in 

1935-19M 

Treatment 

Total cases 

65 

128 

111 

Cesarean sections 

2 (3.1%) 

9 (7.0%) 

64 (67.7%) 

Patients transfused 

2 (3.1%) 

19 (14.8%) 

51 (45.9%) 

Results 



1 

1 

1* (0.9%) 

Maternal deaths 

9 (13.8%) 

10 (7.8%) 

Stillbirths 

41 (63.1%) 

61 (47.7%) 

26 (23.4%) 

Neonatal deaths 

10 (15.4%) 

24 (18.7%) 

26 (23.4%) 

Total infant loss 

51 (78.5%) 

85 (66.4%) 

52 (46.8%) 


* Death due to rupture of uterus following Braxton-Hicks version. 


the hope of eliciting some conclusions about the advantages and dangers of the 
various methods which have been recommended for the management of this 
condition. • .• a 

The entire time interval covered by this study has been divided into perio 3 
according to the dominating policies of management pursued. During perio 
(1896-1919), vaginal delivery without blood transfusion was the usual treatment; 
during Period II (1920-1934), vaginal delivery, for the most part, with a mod- 
erate number of blood transfusions was employed; during Period III (1935-194 ), 
cesarean section supplemented bj- the liberal use of transfusion was employe m 
the majority of cases. 

The statistics shown in Table IV are convincing evidence of tlie Irfe-saving 
value of cesarean section in placenta previa. The infant mortality rates m i 
series are also noteworthy as it is shown that the reduction in infant mortality rn 
Period III, when compared with Period I, was 40 per cent. Althoug ces. r 
section for the sake of the baby can never be advanced as a valid argum 
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cuts. In the course of the investigations it was seen that diets very low in sodium 
content appeared to exert a hypotensive effect, which was abolished by the addi- 
tion of sodium chloride. The association of a low sodium content of the diet with 
a hjT)otensive response was so striking that the studies were extended to a series 
of patients. The results thus far obtained would appear to indicate that in 
certain patients this form of therapy is decidedly beneficial. The present paper 
is confined to the obser\'ations on human beings only. 

Six subjects were investigated while rigidly controlled in the hospital. The 
hlood pressure was taken twice daily, at least five readings being made each time, 
and the results averaged. 

The diets used were made up of foods naturally low in sodiiun content. In 
order to provide an adequate protein intake and at the same time achieve drastic 
sodium restriction, it was necessary to dialyze the milk consumed by the patients. 
In this way it was possible to administer a 2,000 calory diet daily which contained 
less than 1 Gm. of sodimn chloride. 

In two of the six patients, the blood pressure declined to essentially normal lev- 
els and promptly rose again to the pretreatment values when 20 Gm. of sodium 
chloride was added daily to the diet which had previously resulted in a reduction 
of their blood pressure. Subsequent cessation of the use of the added sodium 
chloride again resulted in a decline in blood pressure. In one patient there was 
no decline in blood pressure and in the remaining 3 there resulted a moderate 
reduction. However, one of these 3 patients displayed acute circulatory collapse 
which responded promptly to sodium chloride therapy. The authors present 
case abstracts of this series which give more detailed information concerning the 
patients and results. 

The use of a “low salt” diet in the therapeutic management of patients with 
hjqrertension has been advocated by obseiY'ers in this countrjq in France and 
Germany, who apparently believed that any beneficial effects were due mainly to 
chloride restriction, and did not seem to appreciate the peculiar significance of 
the sodium ion. However, the definitive value of drastic salt restriction has not 
been accepted generally, and this form of therapy has never been videb’' used. 
Moderate restriction of sodium usually fails to influence appreciably the blood 
pressure, and the employment of moderate, rather than drastic restriction is 
probably the reason this form of therapy has not been successful. The lack of 
controlled observations on animals with experimental h 3 ’^pertension militated 
against the acceptance of this procedure. 

From a practical point of ^dew it may be necessarj' that salt restriction be ex- 
tremely rigid if it is to be effective. This is best accomplished by dialyzing such 
food as milk, to remove the sodimn chloride, selecting foods naturally low in 
sodium content and by the liberal use of flavoring agents to overcome the iusipid 
taste of salt-free food. It is also necessary to observe the patients closely, par- 
ticularly in hot weather, for symptoms of salt deprivation. In \dew of the rela- 
tive ease with which this method can be applied, it seems to offer, for certain 
patients, the most practical and effective therapeutic measure that is at present, 
available. It is suggested that the diet be utilized for a brief trial period for 
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(One is apt to forget that hydatidiform molar changes may affect only small localiied 
portions of the placenta, and that such partial hydatidiform degeneration need not interfere 
with the nutrition of the fetus. A considerable number of cases have been reported in which 
full term delivery of normal living babies has occurred under such circumstances.^Ed. 


PYRIDOXINE FAILURE IN NAUSEA AND VOMITING OF 

PREGNANCY 

H. Close Hesseltine 
Ani. J. Obst. & Gynec., 61: 82-86, 1946 

Until factual evidence can be produced, it is proposed that pyrido.vine in the 
dosages and methods used is of no more value in treatment of mild or moderate 
nausea and vomiting of pregnancy than scores of other preparations. 

In the present series of 16 patients, 11 were given p 3 'ridoxine initially; 3 of 
these had good results, 3 had fair results and 5 had poor results. A control group 
of 5 patients were initially placed on placebo therapy. Three of these 5 were 
completely relieved. Two had poor results. Placebo therapy was used in 3 of 
the pyrido.xine-treated group, secondarily. One of these obtained good results 
on placebo therapy and another had an excellent result on moderate sedation. 
Only one patient in the entire series was a hyperemesis gravidarum case and she 
was cured only with the use of sedatives and other measures. Every one of the 
16 patients was cured and the pregnancy carried on. 

The use of pyridoxine as advocated in the literature for hyperemesis gravi- 
darum is valueless and without justification. This report does not imply that 
pyridoxine is not an essential vitamin but refers only to its use in the treatment of 
mild nausea and vomiting of pregnancy as well as hyperemesis gravidarum. 
These observations reaffirm the need for proper controls in all clinical and thera- 
peutic research. The author advances a serious and earnest plea for critically 
controlled studies of all procedures and that publication be withheld until sue 
controls are obtained. 


SODIUM RESTRICTION IN THE DIET FOR HYPERTENSION 

Arthur Grollman, T. R. HARRisojr, M. F. M.4sox, Ja.mes Baxter, 
Joseph Cramptoh and Francis Reichsm.an 

J. A. M. A., 129: 533-37, 1945 

In connection with the studies of experimental hypertension the effecte of 
various types of diet on the blood pressure have been noted, mcludmg a 
in the content of vitamins, proteins, minerals and certam other dietaiy 
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urinalysis, weight, general signs and s 3 Tnptom§ being noted and analyzed from 
time to time. If abnormalities indicative of toxemia develop, the regime must 
be intensified by rest and dietary restriction. Bed rest is the most important 
single item of prophylaxis and treatment of milder cases. Estimations of renal 
capacity, blood chemistry and sometimes hepatic fimction are made. Liquid 
intake and urinary output are watched and correlated and bowel function is 
maintained. Failure of the nuld type to improve under such a regime, or its 
progression, should in a short time lead to the consideration of the termination 
of pregnancy. 

Means employed for this purpose are usually medicinal, it being preferable not 
to resort to mechanical means. If necessaiy, cesarean section should be done. 
Anesthesia is of great importance; no inhalation anesthetic should be used. 

In the event of an actual state of eclampsia, the patient is placed in complete 
quiet and secluMon. Magnesium sulfate (20 cc. of a 10 per cent solution) is 
administered intravenously at one-hour intervals as long as convulsions persist. 
An initial dose of morphine sulfate, y grain by hypodermic, may be given. Other 
sedatives should be used in substitution for, rather than in addition to, those 
already prescribed. Dextrose solution is given intravenously to reduce the edema 
and act as a diuretic. Drainage of tracheal mucus is done if necessarj’’. Vene- 
section is used only in right heart failure. Liquids of high carbohj'drates equiva- 
lent are given as soon as the patient can swallow. This scheme of management 
does not contemplate termination of pregnancy during the actual period of con- 
vulsion and/or coma. However, if the patient recovers from the crisis imde- 
livered and with a viable baby, the authors believe that within a few days the 
pregnancy should be terminated. 

The primary objective of all management is (1) to reduce maternal mortality. 
Direct secondary objectives contributing to this purpose are (2) prevention of 
eclamptic convulsions, and (3) prevention of abruption of the placenta. Next to 
the life hazard of the mother, (4) life hazard to the fetus in abortion, stillbirth 
and neonatal death becomes the most important consideration of management. 
Finally, (5) reduction of remote hazard of death to the mother bj’^ the prevention 
of permanent sequelae is a further objective. 


TOXEMIA OF PREGNANCY WITH UNUSUAL 
POSTMORTEM FINDINGS 

FREDERrCK WeINTRAXJB 
Am. J. Cbst. & Gynec., 61: 275-77, 1946 

Two cases of toxemia of pregnancy resulting in death are presented by the 
author. The postmortem findings were as follows: 

Case 1. Both kidnej-s were palpated and were felt to be filled with stones. 
Parenchyma was relatively thin and calculi could be felt to move beneath the 
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patients with hypertension and employed for a longer time in subjects who display 
a favorable response. 

noteworthy study carries obvious implications in regard to the management of 
the hypertensive toxemias of pregnancy. In the first place, it re-emphasizes the transcend- 
ent importance of salt restriction in the management not only of pre-eclampsia but of 
chronic hypertensive disease in pregnancy. In the second place, it raises the question as 
to whether we obstetricians have pushed salt restriction as far as we might. The usual diet 
given in most hospitals to pre-eclamptics is a “salt-poor” diet, no salt being added in cook- 
ing nor by the patient. Under such circumstances the natural salt in foods yields a salt 
intake of 4 or 5 Gr. per day . If we had the milk dialyzed and exercised other precautions, it 
is apparently possible to reduce sodium chloride intake to about 1 Gr. per day and the 
question is: might not this help in extreme cases of pre-eclampsia which we are trying to 
carry nearer term? — Ed.) 


THE MANAGEMENT AND TREATMENT OF THE LATE 
TOXEMIAS OF PREGNANCY 

S. A. Cosgrove and L. C. Chesley 
A m. J. Obst. & Gynec., 61; 67-74, 1946 

By “toxemia of pregnancy" is understood a disturbance occurring during or in 
connection with pregnancy, consisting of a variety of syndromes, the most con- 
stant factors of which are hypertension, proteinuria and edema. To these might 
be added a variety of renal, gastrointestinal and nervous symptoms. In an 
attempt to standardize present concepts of pathologic and symptomatic vana- 
tions into a system of nomenclature, the American Committee on Maternal Wel- 
fare adopted the now familiar system of nomenclature which divides toxemias 
into 4 groups. Group A represents disease not peculiar to pregnancy, including 
hypertensive and renal disease. Group B signifies disease dependent on or pe- 
culiar to pregnancy, including pre-eclampsia and eclampsia. Group C represents 
vomiting of pregnancy and Group D unclassified toxemias. 

The pathology of the disease is as various as its symptomatology yet there is no 
absolutely pathognomonic picture. Among the more constant pathologies are 
those involving the liver, kidneys, brain, vascular system, heart, adrenals, pitui- 
tary and organs of special sense, notably the eyes. Ideas of pathogenesis have 
been closely linked wdth shifting conceptions of pathology. Even today, the 
author is unable to add to the statement of WTiitridge Williams: "It is apparen 
that the cause of eclampsia has not yet been discovered.” 

Lacking then any established knowledge of etiology and pathogenicity, t e 
management and treatment of the late toxemias of pregnancy remain on the same 
basis as formerly established. Its 3 phases are: (1) prophylaxis; ( 2 ) treatmen o 
symptoms; and (3) termination of pregnancy. „ , , 

The author summarizes briefly the method of treatment. Prophj’Iactic 
ment includes the entire regime of antenatal care, with history', blood pressure, 


PATHOLOGY OF PREGNANCY 


327 


On Februarj’- 24tli she exhibited for the first time a show of blood accompanied by 
abdominal pain. On the 25th she expelled the contents of the uterus which 
proved to be an embrymnic mole. The toxic ^miptoms did not reappear and the 
patient was discharged in 15 days, no longer ha%Tng albuminuria. 

Noteworthy is the abrupt disappearance of the toxic phenomena while the 
mole continued to develop. The death of the fetus appears to be the only e.xplana- 
tion of the disappearance of the toxic phenomena. 


BLOOD-PRESSUEE OF RELATIVES OF PATIENTS WITH 
TOXAEIMIA OF LATE PREGNANCY 

Josephine Barnes and F. J. Browne 
J. Obst. & Gynaec. Brit. Emp., 62: 559-69, 1945 

It is well known that a tendencj’’ to high blood-pressure may be inherited 
though the evidence for this is based on records of individual families rather than 
on statistical study. Many indi^’^dual reports have appeared of the occurrence 
of eclampsia in several members of the same family. A tendencj’- to hypertensive 
disease in relatives of patients suffering from eclampsia has also been noted. 

The authors present a series of 226 relatives of 129 patients who were admitted 
to the hospital with toxemia of pregnancy. The blood-pressure of the relatives 
was recorded. The patients have been divided into 4 groups: (1) eclampsia; 
(2) pre-eclamptic toxemia; (3) essential hypertension and pregnancy; and (4) 
unclassifiable toxeinia. The blood-pressure was also estimated in 66 relatives of 
47 control patients who were not suffering from toxemia. 

A demonstrable difference in the levels of blood-pressure has not been noted 
between the relatives of toxemic and control patients, except in cases of essential 
hypertension and pregnancy. However it was found that 16 among 18 mothers 
of these patients were markedly hy^pertensive. It is concluded that there is not 
any evidence that a hereditary tendency to hypertension is of any general im- 
portance in the etiology of to.xemia of pregnancy except in cases of essential 
hypertension and pregnancy. 

The authors discuss the implications of these findings and conclude that it is 
rarely necessary to interrupt pregnancy in a case of essential hj'pertension in the 
interests of the mother. Nor should patients with a familial history of hyper- 
tensive cardiovascular disease be discouraged from having children, except in 
those very rare cases in which the mainfestations of the disease have occurred 
frequently and at an early age. 

(Since the obstetrical service at the Johns Hopkins Hospital extends back to 1896, many 
of our mothers were themselves born in this hospital and in some cases their mothers also. 
The c^e histories throughout this long period are fairly complete and a few years ago I had 
a similar notion to that of Barnes and Browne, namely, that it might be possible to dem- 
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palpating fingers. On section the greater part of the kidney was seen to be 
occupied by numerous calculi varying in size from a pinpoint to a small grape. 
There were approximately 1000 stones in each kidney. Stones were found in the 
pelvis of the kidney and gravel in the upper portion of the ureter. The bladder 
mucosa showed focal areas of injection but no ulceration. The uterus was the 
size of a 6 months’ gestation. The pathological diagnosis was bilateral obstruc- 
tive calculous pyonephrosis with uremia associated with pregnancy; splenomegaly 
and hepatomegaly due to chronic passive congestion; hypostatic congestion of 
the lungs. 

, This ease demonstrates the possibility that massive calculous disease of both 
kidneys may escape clinical recognition. Pregnancy was contraindicated and 
its continuence undoubtedly hastened the fatal uremic outcome.- 

Case 2. The liver weighed 1120 grams. Glisson’s capsule over the left liver 
lobe was lifted off the liver parenchyma by a large subcapsular hematoma and at 
one place the capsule was broken permitting the subcapsular accumulation of 
blood to ooze into the abdominal cavity. Smaller hematomas were scattered 
over the liver surface. The picture was dominated by confluent hemorrhages 
with areas of yellowish necrosis interspersed. The serosal surface of the gall 
bladder was mottled with hemorrhages. The pathological diagnosis was diffuse 
hemorrhagic necrotizing hepatitis, as seen in eclampsia gravidarum, massive sub- 
capsular hemorrhage of the liver, gravid uterus with about month fetus in 
situ, tubal nephrosis, focal myocarditis (toxic variety). 

This case merits a report since profuse intra-abdominal hemorrhage originating 
n the liver as an immediate cause of death in eclampsia is rare. 


SEVERE ECLAMPSIA IN THE THIRD MONTH OF GESTATION; 

EMBRYONIC MOLE 


Ravina and Jamain 
Gyndc. et obst., 44: 185-86, 1945 

The authors describe the case of a 22-year-old primipara who was admitted to 
the hospital on December 29, 1943 in a profound coma. She appeared to be a 
about the 3rd month of gestation. During the first 24 hours m thehospito sne 
had a dozen convulsions characteristic of eclampsia. There was massive a 
nuria and hematuria. In spite of a grave prognosis at the time of entrance 
patient responded to classical treatment, the eclamptic 

and to temperature became normal There n-as no cvid^e o blcdw 
and at the end of 15 days the patient was discharged, havmg only some tra 

^^S'was followed regularly. The uterus continued to increase in size ^ut 
patient could not feel fetal movements and the heart beats were no p 
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On February 24th she exhibited for the first time a show of blood accompanied by 
abdominal pain. On the 25th she expelled the contents of the uterus which 
proved to be an embryonic mole. The toxic sjTnptoms did not reappear and the 
patient was discharged in 15 days, no longer having albuminuria. 

Noteworthy is the abrupt disappearance of the toxic phenomena while the 
mole continued to develop. The death of the fetus appears to be the onlye.xplana- 
tion of the disappearance of the toxic phenomena. 


BLOOD-PEESSUEE OF RELATIVES OF PATIENTS WITH 
TOXAEMIA OF LATE PREGNANCY 


Josephine Barnes and F. J. Browne 
J. Obst. & Gynaec. Brit. Emp., 62: 559-69, 1945 


It is well known that a tendency to high blood-pressure may be inherited 
though the evidence for this is based on records of individual families rather than 
on statistical study. Many individual reports have appeared of the occurrence 
of eclampsia in several members of the same family. A tendencj^ to hypertensive 
disease in relatives of patients suffering from eclampsia has also been noted. 

The authors present a series of 226 relatives of 129 patients who were admitted 
to the hospital with toxeniia of pregnancy. The blood-pressure of the relatives 
was recorded. The patients have been divided into 4 groups: (1) eclampsia; 
(2) pre-eclamptic toxemia; (3) essential hypertension and pregnancy; and (4) 
unclassifiable toxeinia. The blood-pressure was also estimated in 66 relatives of 
47 control patients who were not suffering from toxemia. 

A demonstrable difference in the levels of blood-pressure has not been noted 
between the relatives of toxemic and control patients, except in cases 'of essential 
hypertension and pregnancy. However it was found that 16 among 18 mothers 
of these patients were markedly hypertensive. It is concluded that there is not 
any evidence that a hereditaiy tendency to hypertension is of any general im- 
portance in the etiology of toxemia of pregnancy except in cases of essential 
hypertension and pregnancy. 

The authors discuss the implications of these findings and conclude that it is 
rarely necessary to interrupt pregnanc 3 ’ in a case of essential hypertension in the 
interests of the mother. Nor should patients with a familial history of hyper- 
tensive cardiovascular disease be discouraged from having children, except in 
those very rare cases in which the mainfestations of the disease have occurred 
frequently and at an early age. 


(Since the obstetrical service at the Johns Hopkins Hospital extends back to 1S96, many 
of our mothers were themselves born in this hospital and in some cases their mothers also. 
The case histories throughout this long period are fairly complete and a few j’ears ago I had 
u similar notion to that of Barnes and Browne, namely, that it might be possible to dem- 



328 


OBSTETRICAL AND GYNECOLOGICAL SURVEY 


onstrate a hereditary tendency to pre-eclampsia and eclampsia. However, after rc- 
riewing some 400 histories I could find no correlation whatsoever and hence can confirm the 
above findings. — Ed.) 


ACUTE HYDRAMNIOS; A BRIEF SURVEY OF THE RECENT 
LITERATURE, WITH REPORT OF A CASE SIMULATING 
CONCEALED ACCIDENTAL HAEMORRHAGE 

D. T. O’Driscoll 

J. Obst. & Gynaec. Brit. Emp., 62: 496-500, 1945 

The rarity of acute hydramnios is illustrated by the fact that there are only 90 
cases to date recorded in the literature. The etiology of the condition is still un- 
known, but the author suggests that pathological conditions, both on the ma- 
ternal side and on the fetal side (including chorion, amnion and umbilical cor ), 
may be contributory if not sole causes. Analysis of 40 cases of acute hydramnios 
reported in the literature since 1914 shows that 8 cases were associated with twin 
pregnancy, 7 cases -with anencephalic fetuses and 2 cases with teratoma of the 
neck. Other fetal anomalies occurring singly were: multiple deforimties, 
of the esophagus, congenital adenoma of the lung and hydrocephalic anop a 
mic monster. Maternal associated conditions were: ascariasis (acute puerpera ), 

diabetes mellitus and eclampsia. * tni 

The case is presented of a 23-year-oId primigravida who attended the an na 
clinic in November, 1944. History and examination were satisfactory and tno 
expected date of delivery was March 2, 1945. On December 18th, she agam 
attended the clinic and was found to be in satisfactory condition. On ecem 
23rd she was admitted to the maternity department complaining of extremely 
severe abdominal pain and vomiting. She had had vague abdomina isco 
the day before. The abdomen was tense, hard and tender, fetal parte co 
be felt and the fetal heart was inaudible. The patient ® 

ments since the previous day. The fundus was elevated ^ 

the xiphistemum. There was no vaginal bleedmg and the cervix 

The urine was sugar- and albumin-free. Momhia was 

A diagnosis of concealed accidental hemorrhage was made . 

adminXd and the patient ,vaa etely supervised. Labor ^ 
hours later the abdomen had not enlarged further, but vomiting pe 
Tense bulging, intact membranes could be felt with the ^"Ser-tip- ^ 

induced with pituitrin and stilbestrol and the "^^^^^e^wirgS tension and 
Spencer Wells forceps. Five pinte of liquor ™ of con- 

additional pint trickled out. It now being j^°,^fhydramnios 

^led accidental hemorrhage was erroneous, a diagnosis of acute ny 

"Xltl of the uterine fundus sank to the umbilicus and an anencephalic fetus 
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was delivered. The placenta weighed 5 ounces and showed no macroscopic or 
microscopic abnormality. The cord showed no twists to suggest obstruction. 
Microscopically, the epithelium of the anmion appeared less taU, more deeply 
stained and less vacuolated than in the controls. 

The author concludes that acute hydramnios apparently occurs in patients who 
would, in any case, develop hydramnios slowly, but owing to the introduction of 
an additional factor, namely muscle which is over-sensitive to imdue stretching, 
especially in the presence of an extra amniotic sac, and sometimes following 
trauma, symptoms arise acutely. 


ETIOLOGY AND TREATMENT OF HEARTBURN OF PREGNANCY 

Harold M. Wiley 

Am. J. Obst. & Gynec., 61: 221-24, 1946 

The persistence of even a slight degree of heartburn will tend to lower the 
efficiency and morale of the pregnant woman and if the condition is severe and 
occurs at night, preventing sleep, it can be a potential threat to the health of the 
patient. 

Williams has summarized the changes in the stomach and its physiology during 
pregnancy. Changes in the position of the stomach, brought about by the en- 
croachment of the enlarging uterus, hinder the emptying of the stomach and tend 
to precipitate waves of reverse peristalsis. There is also an increasing atony of 
the stomach musculature as pregnancy progresses. This seems to involve the 
cardiac spincter as well as the lower end of the esophagus, thus permitting ea^ 
access of the gastric contents into the distal esophagus. A third major change is 
the diminished motility^ of the stomach; during pregnancy^ the normal emptying 
time may be doubled. 

On the basis of these changes in the stomach during gravidity, the neuromuscu- 
lar theory of heartburn has been established. According to this hypothesis, 
heartburn is the result of a regurgitation of gastric contents into the distal esopha- 
gus with its sensitive neinal endings plus the intermittent spasm of the pyloric 
sphincter. 

In idew of the theory of disturbed neuromuscular function, it was rational to 
consider the use of prostigmine, which has been shoun to increase peristalsis. 
Twenty pregnant women, complaining of heartburn, were given a supply of 
prostigmine bromide tablets (15 mg. each) and instructed to take one as soon as 
the symptom appeared. Fifteen of the women obtained complete relief within 
15 minutes after taking one tablet. Two other patients reported partial relief. 

The author maintains that inasmuch as the single, effective dose is so small, 
there is little or no likelihood of the appearance of any side reaction. Also, there 
IS no danger of the drug causing an interruption of pregnancy. 

(See Editorial Note in February issue of Survey, page 33. — Ed.) 



330 


OBSTETRICAL AND GYNECOLOGICAL SURVEY 


PENICILLIN TREATMENT OF THE SYPHILITIC 
PREGNANT WOMAN 


N. R. Ingraham, Jr., J. H. Stokes, H. Beerman, J. W. Lentz 
AND V. S. Waaimock 

J. A. M. A., 130: 683-88, 1946 

The conclusions reached in this paper are based on a study still in progress and 
are subject to modification as additional information is accumulated. They do, 
however, represent the authors’ working knowledge of the treatment of the preg- 
nant woman with early syphilis with sodium penicillin by intramuscular injection 
and as such are of value as an interim report. 

To date, the authore have treated 49 pregnant women with penicillin. Of these, 
40 were Negro and 9 were white. Most of them were young primiparas ivith a 
recently acquired infection; the average age was 19 years. Two of the patimts 
had primary syphUis, 24 had secondary syphilis and 19 had early latent syphilis, 
known to be of less than 4 years’ duration. The authors also treated 3 cases of 
late latent syphilis and one case of congenital syphilis with interstitial keratitis. 

Specific therapy during pregnancy was with penicillin only, 10 patients re- 
ceiving a total dosage of 1.2 million Oxford units of sodium penicillin, 30 receiving 
2.4 million Oxford units and 9 being treated individually without a definite sche - 
ule. The!* drug was administered intramuscularly in distilled water at 3 and 
hour intervals. In the majority of cases the initial dosage was about one-four 
the maximum dose for the first 48 hours; subsequent dosage was from 20,000 
60,000 Oxford units per injection. The total duration of treatment was usua y 

from 7 to 9 days. . . , 

The only reaction of note encountered was threatened abortion. One p 
with early latent syphilis, and in the 4th month of her pregnancy, aborted on tee 
4th day after peniciUin therapy was begun, lower abdominal pam and spotting 
having begun on the 2nd day. Another patient, also in the 4th month, n 
vaginal bleeding on the 2nd day after institution of treatment and treatment i 
stopped on the 5th day. Abortion did not occur and she was ^treated in 
7th month of her pregnancy without ill effect. It is reconmen e 
dosage be reduced to one-fourth during the first 24 hours j,. 

the second 24 hours to reduce the possibility of threatened abo ion 

^ In all instances in -which the mother had evidence of early ^only 

treatoent, these signs and symptoms promptly 

7 instances among the 40 women who have thus 

serologic test become negative before the baby was bom. I 

TuStormly favorable outcome, that a ^-rsal “ fc 40 

partum period is not necessary to obtam a normal ^anb 

patients have developed persistently ,,jjjg treated with peni- 

reem to indicate that the pregnant woman ^vith early syp , 
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cillin, may be expected to remain seropositive even though treatment is appar- 
ently effective, for as long as 6 months to one year after treatment is completed. 

One ^hilitic infant has occurred among 37 ^hilitic pregnancies, treated 
vith penicfflin, which have reached term. In 27 of these cases the infant has 
been followed for periods greater than 2 months postnatally and the presumptive 
evidence that the infant is normal is good. This represents a degree of success 
equal to if not greater than that obtained with the arsenical-bismuth regimens 
at present wddeljf employed. 

As a result of their continued use of penicillin in the treatment of the pregnant 
woman with early S3rphilis, the authors are confident that this drug represents a 
distinct advantage in that it is a convenient, safe and effective mode of therapy. 

(See Editorial Note following next abstract. — Ed.) 


PENICILLIN IN PREVENTION OF PRENATAL SYPHILIS 

Mary S. Goodwin and J. E. Moore 
J. A. M. A., 130: 688-94, 1946 

The authors have treated 31 mothers, all of whom had early infectious (primary 
or secondary) syphilis at the time of treatment, with penicillin. All have now 
delivered and all infants are apparently normal. The authors compare this 
material with the 26 out of 49 patients hatdng lesions of early syphilis in the 
group of Ingraham and his associates. 

Twenty-eight of the mothers in the present series received single courses of 
penicillin and 3 received multiple courses. The total dosage averaged from 1.2 to 
2.4 million units. All 3 of the patients to w'hom retreatment was given during 
pregnancy had serologic relapses in the last trimester. In each case the infant 
was bom alive and apparently normal. In the combined groups of Ingraham 
and his associates and the present authors, 14 patients were treated before the 
16th week of pregnancy, 31 were treated between the 16th and 32nd week, and 
12 were treated at 32 weeks or later. This distribution of cases throughout 
pregnancy should give a fair appraisal of the value of penicillin in any stage of 
pregnancy. 

While Ingraham and his associates obser\'ed 2 actual and 2 threatened abortions 
among the 49 women treated, 3 of these were in patients -with latent syphilis. 
This phenomenon has been interpreted as possibly due to therapeutic shock. 
The fact that 3 of their actual and threatened abortions were in patients with 
latent syphilis, coupled with the total absence in 25 of their 26 and in all of the 
present 30 patients with early syphilis, tends, the authors believe, to weaken this 
argument. If one combines a total of 101 women treated by Ingraham and his 
group, by Leavitt and by the authors, there were 4 actual and 7 threatened abor- 
tions. It is a well known fact in obstetrics that approximately 10 per cent of all 
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pregnancies in normal, nonsypldlitic, nonpenicillin treated women end in spon- 
taneous abortion and perhaps another 5 to 10 per cent have threatened abortions. 

Only 12 of the 22 patients in this series who have been followed for 6 months or 
longer after treatment have become seronegative. Ingraham and his associates 
stated, in regard to the serologic response of their 49 cases, that “the serologic 
response here noted is considerably slower than that recorded ... for early 
syphilis as a whole.” The authors feel that this conclusion is unjustified because 
of lack of separation of their material as between early and latent syphilis. The 
serologic response to penicillin of patients with long-standing syphilitic infection 
(2 years or longer) is considerably less prompt than that in early infectious 
syphilis. 

Of the 31 women in the present series, all have delivered, with a total of 33 
infants alive and apparently normal at birth. Not one of the infants has de- 
veloped any clinical, serologic or roentgenographic evidence of congenital syphi- 
lis. It is noted that in the combined series of Ingraham and his associates and 
of the authors, 19 infants had positive blood serologic tests in cord or venous 
blood at birth or within the first week of life. Eighteen of these have become 
spontaneously seronegative. 

The results in both series of patients in the prevention of prenatal ^hilis are 
superior to any heretofore attainable with any method of treatment. It is 
recommended that in syphilitic pregnant women, penicillin be used routinely for 
the prevention of prenatal syphilis, other methods of treatment being abandoned. 

(Although the word “epoch-making” has been worn rather thin from extravagant mis- 
use, it would surely apply in its full force to the above two papers. Let obstetriciaM 
everywhere note that treatment of syphilitic pregnant women by arsenicals and bismuth is 
now considered obsolete in view of the superior efficacy and safety of penicillin,— this on 
the word of two groups of experienced syphilogists and pediatricians who have investigsteo 
the problem most thoroughly. As pointed out by Goodwin and Moore, we feel certain on 
the basis of our experience at the Johns Hopkins Hospital that abortion is no more common 
in the group of patients treated with penicillin than it is in our clinic population in genera . 

From a broad public health point of view, the penicillin treatment of syphilis in preg- 
nancy represents an immeasurable advance since lapses in treatment are well-nigh im- 
possible with a single, concentrated 7 or 10 day pro^am of therapy. As everyone toows, 
lapses in treatment were very common with weekly injections of arsenic and bismuth despi e 
legislative and punitive measures. — Ed.) 


RUBELLA IN PREGNANCY CAUSING MALFORMATIONS 

IN NEWBORN 


M. J. Fox AND M. M. Bortin 
J. A. M. A., 130: 568-69, 1946 


The congenital anomalies which have been noted in the newborn of motb^ 
iving rubella during pregnancy are cataracts, heart disease, deaf-mu is , 
icrocephaly, microphthalmos, atresia of the biliary ducts and renal glomeru 
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sclerosis. Table 1 presents most of the authors and their publications in the 
recent literature. 

Most of the investigators have based their conclusions on individual records, 
failing to cite, the total number of women having rubella in pregnancy with, no 
congenital defects in the offspring. The authors do not question that it is quite 
apparent that there is some relationship between these anomalies and the occur- 
rence of rubella during pregnancy. However, they feel that the entire subject 
must be interpreted from a public health point of view. 

A discussion is presented of the embryology of the lens of the eye, of the internal 
ear and of the septums of the heart. The lens of the eye first appears during the 
4th week and, in association with the other structures of the eyeball, reaches its 


TABLE 1 

Recent publications on Rubella 
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Reese 

1944’ 
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Brickfion 

1944 

11 

11 

9 




Rones 

1944 



1 




Perera 

1945 



1 





1945 

2 

2 

1 












typical appearance during the 3rd month. The appearance of the primordium 
of the internal ear has been observed in embryos of 3 to 4 -weeks. Development 
continues until morphologic differentiation is practically complete in the 3rd 
month. Partition of the primitive chambers of the heart begins between 5 and 6 
weeks. Development of the interatrial and interventricular septums is com- 
pleted by the end of the 7th week. However, the interatrial septum is not en- 
tirely complete imtU the foramen ovale is closed at birth. 

The authors present data which show that 22,226 cases of rubella were reported 
in Milwaukee during the 3 years of 1942, 1943 and 1944. Of these, 152 married 
women were investigated; 11 were pregnant at the time they had rubella. Of 
these 11 women w'ho had rubella during pregnancy, the disease occurred in 5 
during the first 2 months, in 4 during the 2nd to 4th month, in one in the 7th 
month and in one in the 9th month. 

One stillbirth (hydrocephalic infant) occurred among the 11 cases; one woman 
had t^vins, both normal; one -n'oman gave birth to a blue baby -nith sinus disease, 
otitis media and hydrocephalus which receded immediately (the child is perfectly 
normal at present); and the remainder of the infants were normal, having no 
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congenital malformations. A 12th case is included which is of particular interest. 
The mother, who had rubella in her 2nd month, gave birth to a normal child at 
term. In 1937 she had a normal pregnancy and gave birth to a child at that time 
with bilateral congenital cataracts. 

In these 11 cases, only one evidenced a pathologic course, an incidence of 9.09 
per cent. This percentage does not concur with the statement of Swan, who 
claims that all mothers with such exanthems during the first 2 months of preg- 
nancy will give birth to children rvith congenital abnormalities. The subject 
deserves further careful investigation and a similar study might be made of other 
virus diseases. 

The question of therapeutic abortion in this disease has been suggested by 
several sources. The authors’ records do not justify consideration of termination 
of pregnancy because of rubella. 

(More studies of this sort will be necessary before we can decide intelligently and finally 
upon the justification of therapeutic abortion in patients who have had rubella in early 
pregnancy; and meanwhile, the question niust remain under judgement. Certain it is, as 
Fox and Bortin point out, that a goodly number of patients who have presumably had 
rubella in the first trimester of pregnancy, give birth to normal infants. Whether such 
cases are due to a mistaken diagnosis of German measles or to other factors cannot be said, 
but they do make us hesitate to perform therapeutic abortion routinely in these cases. On 
the other hand, the carrying of such patients through pregnancy is an onerous responsibil- 
ity. This is particularly true if the diagnosis of rubella was definitely established, if the 
disease occurred around the 7th week and if an intelligent patient and her husband, dreading 
the thought of a blin^ baby, request interruption of pregnancy. 

It is regrettable that monkeys do not contract German pjeasles more readily. Dr. 
George W. Corner, the well known anatomist, is attempting to investigate this problem 
experimentally on the rhesus macaque,' but his preliminary efforts have been thwarted bv 
an inability to inoculate monkeys with rubella. — Ed.) 


PREGNANCY IN CASES OF PITUITARY DWARFISM 


George Speck 

Am. J. Obst. & Gynec., 61: 217-20, 1946 

The author considers the 3 problems presented by the pregnant dwarf: (1) 
heredity of the physical abnormality and whether pregnancj' should be advised or 
discouraged; (2) character of the antepartum course; and (3) management of the 
labor.. Possible psychological complications are not discussed in this paper. 

Dwarfs may be divided into 2 major types, the true dwarf and the achon ro- 
plastic dwarf. From the avaUable literature, the true dw'arfs seem invariably to 
give birth to normal offspring and can be told that their chance of having a ua 
child would be the same as that of normal individuals. However, anchon ro- 
nlastic dwarfs frequently give birth to achondroplastic babies. In the senes o 
^ses presented in this report, 53.5 per cent of achondroplastic mothers ga\ 
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birth to achondroplastic infants, indicating that there must be a hereditary factor 
in achondroplasia which is lacking in the pituitary dwarf. Achondroplastic 
dwarfs should be forewarned of the strong possibility of ha\dng an achondro- 
plastic child. ' 

The antepartxun course of either type of dwarf does not appear to be different 
from that of the normal individual, although it may present certain psychological 
difficulties. 4 

Since in all cases presented by the author, the pelves were markedly contracted 
an elective cesarean section was performed in each instance. With this method 
of delivery, the management of labor will give rise to few complications. 

A case report is presented of a 41-year-old white pituitary dwarf whose parents 
were both normal. Her mother had 11 children, the rest of whom were normal. 
The patient was delivered by cesarean section of a female child weighing 4 pounds, 
15 ounces and measuring 16 inches in length. The baby had multiple congenital 
deformities and died 3 hours after delivery. An autopsy disclosed the following 
abnormalities: meningocele, polydactylism, congenital polycystic kidneys, con- 
genital cystic liver, cor biloculare, atresia of urinary bladder, split tongue, pre- 
maturity and partial expansion of lungs with congestion and hemorrhage. No 
instances were encountered in the literature of babies born to pituitary dwarfs 
with congenital anomalies of this t 3 T)e. 


RUPTURE OF THE RECTUS ABDOMINIS MUSCLE DURING 

PREGNANCY 

Rufus C. Thomas 

J. Obst. & Gynaec. Brit. Emp., 62: 580-83, 1945 

The author records a case of rupture of the rectus abdomirus muscle during 
pregnancy. This is the 2nd example seen by him and the 32nd disclosed in the 
literature. The difficulty in diagnosis is shown by the fact that in only 9 of the 
32 cases was the correct diagnosis made. 

In the cases already recorded, 18 of the 31 patients had a history of respiratory 
trouble, acute or chronic. In 5 the onset of symptoms coincided with the strain 
of labor. In 2 there was the history of a fall. One occurred after labor during 
the course of typhoid fever, illustrating the etiological significance of muscle de- 
generation, Multiparity appears to be an important factor; of the 31 patients, 
3 were primigravidae, 24 were multigravidae and in 4 the parity was not stated. 
Stretching of the rectus muscles by the enlarging uterus appears also to be a 
factor since all of the cases reported have been in the 2nd half of pregnancy, the 
majority being within 8 weeks of term. 

In 5 instances Cullen’s sign was present. The significance of this sign, if the 
possibility of hemorrhage into the rectus sheath is borne in mind, is obvious. 

The condition carries a maternal mortality of 13 per cent and a fetal mortality 
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prpbably in the region of 50 per cent. It must, therefore, rank ivith the other 
hemorrhages of late pregnancy in danger to mother and child. 

■nie number of cases reported would seem to imply that the condition is nire. 
It is probably true that “a great number of hematomas of the rectus muscles in 
pregnancy are small, unnoticed and undiagnosed, and consequently unreported.” 

In regard to treatment, the literature shows that 21 patients were operated 
upon, with evacuation of the clot, and that in 3 instances the bleeding vessel was 
foifnd and ligatured. In 4 of these casesf cesarean section also was performed. 
The author believes that conservative treatment is justified only so long as the 
general condition remains good and there is no increase in the size of the tumor or 
of the abdominal pain. If the symptoms point to increase in hemorrhage, he 
feels that operative intervention is urgent. Such treatment is far more likely to 
avert a fatal issue even granted the ease with which blood transfusions can be 
given nowadays. 


MELAI^CHOLIC DELIBIUM WITH HALLUCINATIONS IN A 
WOMAN EIGHT AND ONE-HALF MONTHS PREGNANT; RAPID 
CURE BY THREE ELECTRIC SHOCIvS; TRANSIENT 
MODIFICATION OF FETAL HEART BEATS 

Leroux, Corman and Longuet 
Gynec. et obst., 44: 186-88, 1945 

The patient, a 34-year-old woman, entered the hospital at about 8^ months of 
her 2nd pregnancy in a deranged mental state. The symptoms had begun 8 days 
previously and had progressed to a depressive state with muteness, almost com- 
plete physical and psychic inertia and auditory hallucinations. The pregnancy 
was normal in all respects. The mental state was atypical; the patient showed a 
melancholic delirium with very intense auditory hallucinations and expressed 
ideas of killing everyone near her. The prognosis was grave because of a sug- 
gested hereditary factor; the patient’s sister had been hospitalized for 10 years 
for precocious insanity. 

The most indicated form of treatment appeared to be electric shock. Three 
treatments were administered ivith a complete cure. At each application of the 
electric shocks, the fetal heart beats were modified and muffled and, about one 
minute afterward, they became irregular in rhythm. These changes were tran- 
sient, disappearing in about a minute. The functions of the general organs of t c 
patient were not disturbed. Particularly, the uterus was not influenced in t e 
least by the electric shocks. Delivery took place normally and spontaneous y a 

term with a resulting w'ell developed infant. • ' tnl 

The electric shock needs no further proof of its therapeutic value , 

ailments. However, it is interesting to know with what impunity it can be u 
in the treatment of the pregnant woman who has a mental derangement. 
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PREGNANCY COMPLICATING MULTIPLE SCLEROSIS 

J. Irving Kushner 
Am, J. Obst, & Gynec., 61: 278-79, 1946 

It is a well established clinical fact that multiple sclerosis is frequently made 
worse by pregnancy. The author presents a ease which is of interest because of 
the improvement of neurological signs after delivery. 

The patient became pregnant 2§ y^ears after the onset of the multiple sclerosis. 
The neurological findings at the 3rd month of gestation were as follows: marked 
nystagmus, mtention tremor, absent abdominal refle.\-es, and spasticity and 
weakness of both e-xtremities. Her prenatal course was normal. She was de- 
livered of a normal child and the postpartum course was imeventful. 

Three months later a postpartum examination noted the following neurological 
changes for the better: nystagmus only slight in the lateral position, increase in 
strength on the left leg, intention tremor much less pronounced. Examination 
2 years after delivery showed no progression in the neurological findings. 

(The evidence is growing that in the majority of cases pregnancy has no effect on the 
course of multiple sclerosis and that it is rarely an indication for therapeutic abortion. It 
is true that many cases have been reported in which the condition seemed to have been 
aggravated by pregnancy; but it must be borne in mind that multiple sclerosis in the non- 
pregnant state is characterized by imexplained exacerbations and alternating quiescent 
periods, and that any change for the worse observed during gestation might well have 
developed just the same in the absence of pregnancy. The lost four cases of multiple 
sclerosis complicated by pregnancy which I have followed did very satisfactorily. Most 
of these patients, as is understandable, have less pain in labor than usual and in some the 
labors are almost painless. — Ed. 


MYASTHENIA GRAVIS AND PREGNANCY 

A. Wilson and S. J. Barr 
J. Obst, & Gynaec. Brit. Emp., 62: 584-88, 1945 

The relative rarity of myasthenia gravis associated with pregnancy is demon- 
strated by the fact that between 1900 and 1940, of 63,268 admissions to the Bos- 
ton Lying-In Hospital, only one case of myasthenia gravis was registered. The 
literature shows various observations on patients having this disease associated 
with pregnancy. Some report an unfavorable effect of pregnancy or even labor 
and the puerperiiun on myasthenia grav^is while others have observed no change 
or some improvement. Before prostigmin became available for treating the 
disease, it was the practice to recommend termination of the pregnancy. The 
consensus of modem opinion is entirely against this procedure. It was probably 
not realized sufficiently in former times that the. course of myasthenia gravis is 
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characterized by periods of relapse and remission. Since the introduction of 
prostigmin in the treatment of myasthenia gravis, it has become possible to assess 
more accurately the question of relapse and remission during pregnancy accord- 
ing to the amount of prostigmin required for satisfactory maintenance. 

The author presents the case of a 28-year-old woman, first seen in July, 1942, 
with the complaint of tiredness, difficulty in chewing and swallowing, diplopia and 
drooping of the right eyelid. The symptoms had begun a year previously. Pros- 
tigmin was instituted and she was satisfactorily maintained by 15 mg. 3 times a 
day and ephedrine | gr. t^vice daily. In November, 1943, she became pregnant 
and at the beginning of the 2nd trimester she found it necessary to take 60 mg. of 
prostigmin daily. She continued on this dose until the end of pregnancy. Labor 
began spontaneously and was normal with the delivery of a norma] child. A 
definite remission of signs and symptoms was observed on the 9th day of the 
puerperium which continued for 9 months. 

It is concluded that there is no indication that pregnancy, labor or nursing 
adversely affects the course of myasthenia gravis in a patient treated with pros- 
tigmin and ephedrine. 


ANEURYSM OF THE SPLENIC ARTERY WITH RUPTURE, 

A RARE COMPLICATION OF PREGNANCY 

W. C. Danforth 

Am. J. Obst. & Gynec., 60: 753-56, 1945 

The author reports the following case which illustrates a complication e.v- 
tremely rare during pregnancy. 

A 28-year-old woman entered the hospital at the end of the 7th month com- 
plaining of severe upper abdominal pain. Abdominal and pelvic axaminations 
were negative, but all the usual signs of severe blood loss were present. Because 
her condition became worse, the uterus was emptied by vaginal hysterotomy. A, 
dead fetus was removed but no sign of premature detachment of the placenta was 
found. About midnight of this day, sudden collapse was followed by death. 
The autopsy disclosed a massive hemorrhage into the peritoneal cavity. An 
enormous retroperitoneal hematoma was found extending up to the level of tte 
kidney. The aneurysmal sac was 1.5 cm. in diameter and contained clottw 
blood adherent to its lining. The wall of the aneuiysm showed areas of necrosis. 

Published reports indicate that aneurysm of the splenic artery is most frequen 
in the 3rd decade. A study of the reported cases would indicate that calcification 
of the arterial wall, with attendant weakening, is of etiological importance. 
Ponfick suggests that endocarditis is equally important in this respect. 

While the condition is not a common one, it occurs irith sufficient frequency 
make a familiarity with its symptoms desirable. There are 13 cases in the en ire 
available literature since 1939. The 3 suggestive signs of splenic aneuiysm arc: 
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(1) left upper quadrant pain; (2) a systolic bruit over a palpable tumor mass; and 
(3) a pulsating filling defect in the greater curvature of the stomach as shown by 
x-ray. 

If sui^cal therapy is to be attempted, it should be either the removal of the 
aneurysm, with the excision of the spleen as well, if necessary, or the ligation of 
the splenic artery. Tamponade is unsatisfactory and is accompanied by a high 
mortality. 
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THE ROLE OF PORRO CESAREAN SECTION IN 
MODERN OBSTETRICS 

Karl M. Wilson 

Am. J. Obst. & Gynec., 60: 761-64, 1945 

The author presents a series of 31 women in whom cesarean section followed by 
supravaginal amputation of the uterus (Porro cesarean section) was performed. 
The maternal results were uniformly good, there being no maternal deaths. 
There were 10 (32.2 per cent) stillbirths or neonatal deaths. None of these can 
be attributed to the operation as 7 of the infants were known to be dead at the 
time of operation. Two mature infants died of atelectasis and one infant of 
prematurity. 

This operative procedure still has an important place in obstetric operativepro- 
cedures, though the necessity for it has decreased following the introduction of 
other techniques such as low cervical cesarean section and the various forms of 
extra-peritoneal operations. Also, with improved prenatal care and increasing 
hospitalization of obstetric patients, fewer neglected cases are seen. 

The particular indications for removal of the uterus after cesarean section arc 
found to be: (a) Mj'omatous uteri containing myomas of such a size and in such 
a position as to necessitate cesarean section in the first place, and when myomec- 
tomy is precluded, (b) Uncontrollable hemorrhage when removal of the uterus 
is necessary as an emei-gency lifesaving measure, often in association with 
abruptio placentae but occasionally encountered apart from this, (c) The 
presence of frank intrapartum infection when cesarean section is done. It is m 
this group that a decrease in the necessity for removal of the uterus has occurred 
and further reduction should be possible, (d) As a means of effecting steriliza- 
tion when it is indicated and where, for some reason, it may seem preferable to 
remove the uterus rather than to resect the tubes. 

No examples of ruptured uterus requiring hysterectomy are included in this 
series, as this would seem to be an entirely separate problem. 

(It is my own feeling that the judicious use of penicillin in every case in which 
partum infection is either an actuality or a threat will go far to eliminate the necessity bo 
of cesarean-hysterectomy done for infection and extra-peritoneal cesarean section. r- 
tainly in the past two years, with the aid of penicillin, we have done a substantial num r 
of low cervical operations on infected and potentially infected cases, in which vie 
previously have performed either the Porro or Waters typo of operation; and the pos 
operative courses of these cases have been amazingly afebrile, without a sugges ion o 
peritoneal irritation.— Ed.) 
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EXTENSIVE VARIX OF THE VULVA AND VAGINA IN 
FULL-TERM PREGNANCY; DELIVERY BY 
CESAREAN SECTION 

Samuel S. Adler 

Am. J. Obst. & Gynec., 61: 272-74, 1946 

Varix of the vagina alone or in combination with those of the vulva is a rare 
lesion complicating pregnancy. Such genital varicosities may give rise to con- 
siderable hemorrhage should they rupture during the course of labor. The pur- 
pose of this paper is to report a case, to indicate the dangers of vaginal delivery in 
the presence of extensive genital varices and to emphasize that the treatment of 
choice in such cases is elective cesarean section. 

A 20-year-old white patient was examined in the 4th month of her pregnancy 
and found to be essentially normal. Toward the end of the 6th month she com- 
plained of swelling of the legs, pain in the left leg and aching in the vagina. Ex- 
amination revealed moderately severe varicose veins, more pronounced in the left 
leg. There were extensive bilateral varicosities of the labia maj ora and minora 
and a large, soft, purplish varicose vein bulging through the vestibule which ex- 
tended along the right margin of the posterior vagmal floor. As pregnancy pro- 
gressed the genital varices became more pronounced and, fearing rupture if she 
were permitted to go into labor, an elective low classical abdominal section was 
performed. A complicating postpartum phlebitis of the left saphenous vein was 
treated by x-ray therapy. Six weeks after deliverj' the thigh and legs showed 
only an occasional fine varicose vein and no varices of the vulva or vagina were 
noted. 

(It is possible that the genital varicosities in Adler’s case were so extreme in degree as to 
justify abdominal deliverj' but, in general, varices of the vulva and vagina rarely call for 
cesarean section. The condition is not uncommon in vpomen of great parity and we see 
some rather severe examples of it, especially among our ward patients. Yet we have never 
performed a cesarean section on this indication nor have we had serious difficulty from 
bleeding at the time of delivery.— Ed.) 


RUPTURE OF THE UTERUS AFTER ISTHMIC LIGAMENTOPLEXIS 
WITH SILK, WITH A BAFFLING SYMPTOMATOLOGY 

J. Bkei- 

Gyii4c. et obst., 44: 325-27, 1945 

The 35-year-old patient whose case is reported in this paper had had 2 previous 
pregnancies terminated at terra, in 1931 and 1936, respectively. In 1943 she 
had been subjected to an appendectomy', removal of a cyst of the left ovary and 
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an isthmic hysteropexia in .which, according to the surgeon’s statement, 2' threads 
of silk were passed very low on the isthmus. On January 20tli, 1945, in the 8th 
month of her 3rd pregnancy, she was taken to the hospital for what appeared to 
be an insertion of the placenta on the inferior uterine segment. The sjTnptoms 
had begun 2 weeks previously in the form of slight hemorrhage of red blood which 
responded to rest and opiates. On the day of admittance to the hospital she 
had had an abundant hemorrhage (about 500 grams). On examination 5 hours 
later, the following were noted: a high cephalic presentation, a dilatation at 2 
francs and tom membranes. Two and a half hours later the dilatation had in- 
creased to 5 francs and the blood loss, which had abated, again increased to over 
500 grams. A transfusion of 300 grams was given, but blood loss continued (180 
grams in a half hour). Some shock phenomena appeared an hour later. At 
examination in another 2 hours, a mass which looked like the placenta was 
noticed in the dilated cervix. A diagnosis of placenta previa was made and a 
cesarean section was performed. On opening the abdominal cavity a white, 
very hard, cylindrical strap, 1.5 cm. in diameter, was found between the parietal 
peritoneum and the lower part of the body of the uteras. In the abdominal wall 
a very tight, but free, knot of silk thread was found. To the right and above the 
uterine implantation of the strap, the preuterine peritoneum presented a reddened 
circular area of 3 to 4 cm. in diameter which at first gave the impression of a pla- 
cental rupture. This was confirmed at histological examination. It was con- 
cluded that during the ligamentopexis, the upper thread had been passed at the 
level of the body of the uterus and was responsible for the rupture. A hys- 
terectomy was followed by an uneventful postoperative course. The infant 
survived. 2 figures. 


THE USE OF QUININE IN OBSTETRICS 

Pierre Moulle 
Gyn4c. et obst., 44; 192-95, 1945 


Quinine is an alkaloid which acts in suppressing, toward the end of pregnancy, 
the muscular inhibition of the uterus. It does not act directly as a stimulant but, 
by this suppressive process, permits an augmentation of the function ^ ® 
uterine muscle and allows longer, stronger and more frequent contractions. ^ Two 
conditions appear necessary to this action: (I) the use of weak doses of quinine, 
and (2) the gravid state of the uterus: the action manifests itself only at the en 
of pregnancy or in the course of labor already started. 

The recommended oral dosage of the sulfate of quinine does not excee gr. 
50 a day. Quinine can be administered to all patients without contramdica ion . 
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The appearance of si^s of intolerance will indicate a decreased dosage or dis- 
continued administration. 

The author presents the results from the administration of quinine to various 
groups of patients. In 1 1 out of 17 cases of miscarriage, quinine appeared to have 
an effect. There were 3 failures out of 15 cases in which quinine was administered 
at term to instigate labor. In 125 instances where quinine was used during pro- 
longed labors, the effect was clearly demonstrated in 102 cases and weak or miss- 
iag in 25. The most interesting, and the most difficult to interpret, were the 
results in the routine administration of quinine to 42 women during the last 3 
weeks of pregnancy. The results were favorable with the patients having rapid 
and quiet deliveries. 

It is concluded that the role of quinme is particularly satisfactory at different 
times during delivery. It can be used as an adjuvant with the posterior pituitary 
hormone. It can be substituted in numerous cases of feeble labor. It can, 
above all, be administered prophylactically to permit a rapid and uneventful 
delivery. It is this last point which the author wishes to emphasize. 


DYSTOCIA DUE TO PELVIC KIDNEY 
Irving Siegel 

Am. J. Obst. & Gynec., 61: 280-81, 1946 

Pelvic kidney, as one of the rare causes of dystocia, is illustrated in the follow- 
ing case report. 

The first examination of the patient took place 6 weeks before term and at that 
time the external measurements were compatible with a roomy pelvis; the outlet 
was normal. Presentation was by breech and remained so for the remainder of 
pregnancy. 

During labor the pains were never very hard but the ceivrc dilated nicely and, 
after 10 hours, rectal examination revealed almost complete dilatation. In the 
hollow of the sacrum could be felt a firm smooth mass which was assumed to be 
the baby’s buttocks. After delay in descent of the breech, a vaginal examination 
was done and the mass was felt distinctly not as a part of the fetus. It was de- 
cided that breech deliver}’ from below was impossible due to the encroachment of 
the mass on the pelvic cavity. A cesarean section was performed and a normal 
child was delivered. Palpation of the left renal fossa revealed no kidney present 
and the mass was assumed to be an ectopic kidney. The postoperative course 
was entirely uneventful. 

A retrograde pyelogram revealed normal right kidney and ureter. The left 
kidney was in the pelvic cavity rvith its ureter about half the normal length. 
Both 10606 }”^ had normal function and no eiddence of infection. 1 figure- 
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PUERPERAL STERILIZATION 

Richard Van Dyck Knight 
Am. J. Obst. & Gynec., 61: 104-08, 1946 

The author concludes that postpartum sterilization is a rational and safe pro- 
cedure when indicated. Cases for this procedure should be selected with care. 
The 4th or 6th postpartum day is the safest time for performing this operation. 

A total of 51 puerperal sterilizations performed at the Sloane Hospital for 
Women from 1938 to 1944 are reviewed. The average age of the patients was 
32.8 years. The 3 most common indications for the operation were multiparity 
(having 3 or more living children), rheumatic heart disease and recurrent tox- 
emia. No routine type of anesthesia was used but intravenous pentothal, gas, 
oxygen and ether were chiefly employed. The Pomeroy sterilization was used 
exclusively with one known failure which is reported in another communication. 
A short vertical incision and absorbable suture material were used throughout. 
Twenty-three, or 46 per cent of these patients were entirely afebrile throughout 
the puerperium. The majority of the operations were performed on the 3rd, 
4th and 5th days. 


THE ROUTINE USE OF STILBESTROL FOR ENGORGEMENT 
AND LACTATION IN NONNURSING MOTHERS 


Samued Lubin 

Am. J. Obst. & Gynec., 61: 225-29, 1946 

The present study was made in an effort to determine the value of the routine 
use of stilbestrol in the prevention of engorgement, with its attendant pain, and 
lactation in nonnursing mothers. 

One hundred nonnursing mothers were divided into 2 groups of 50 each, one of 
■which received stilbestrol (diethylstilbestrol), and the other, a control group, 
which received no stilbestrol. In the former group stilbestrol was started orally 
within 24 hours of deliver^’-; the dosage -was 10 mg., 3 times a day, for 2 days, 
followed by 5 mg., 3 times a day for the remainder of the patient’s stay in the 

hospital. . 

The observations recorded included the noting of pain, engorgement, milk, lever 

and erythema of the breast. _ 

In the group recemng stilbestrol, engorgement was present in 50 percen . 
The degree of engorgement was: filling in 20 per cent; full in 22 per cent, an 
hard in 8 per cent. Pain was present in 12 per cent, but relief of 
reouired by any in this group. Colostrum leakage was uniformly absent in 
group but colostrum could be expressed from the breasts of 78 per cen o 
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patients. Milk could be expressed, where there was no milk leakage, in 56 per 
cent and leakage was present in 34 per cent. Therefore, as manifested by leakage 
or expression of. milk, lactation was present in 90 per cent of the group. Fever, 
present in one patient, could not be attributed to the breasts and erytherha was 
not noted in any patient. It is of interest that 50 per cent of this group devel- 
oped full, painful breasts within 2 weeks after lea\dng the hospital. 

In the control group receiving no stUbestrol, engorgement was present in 82 
per cent. The degree of engorgement was: filling in 4 per cent; full in 34 per 
cent; and hard in 44 per cent. Pain of varying degree was present in 42 per cent 
and was sufificiently severe to require relief in 25 per cent of these. Colostrum 
leakage was absent in all patients but colostrum could be e.xpressed from the 
breasts in 84 per cent. Milk could be ex-pressed, where there was no milk leakage, 
in 24 per cent, and nulk leakage was present in 76 per cent. Therefore, as mani- 
fested by leakage or expression of milk, 100 per cent lactated. Fever, present in 
10 per cent, could not be attributed to the breasts and erythema was not noted 
in any of these patients. 

The author concludes that the oral administration of stilbestrol in noimursing 
mothers appears to prevent engorgement of the breasts \vith its attendant pain 
and that lactation is inhibited to a slight degree. However, in mans'- instances, 
engorgement is merely postponed. The advisability of routinely administering 
stilbestrol to nonnursing mothers for the prevention of painful, engorged and 
lactating breasts is questionable. 
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PUERPERAL STERILIZATION 

Richard Van Dyck Knight 
Am. J. Obst. & Gynec., 61: 104-08, 1946 

The author concludes that postpartum sterilization is a rational and safe pro- 
cedure when indicated. Cases for this procedure should be selected with care. 
The 4th or 5th postpartum day is the safest time for performing this operation. 

A total of 51 puerperal sterilizations performed at the Sloane Hospital for 
Women from 1938 to 1944 are reviewed. The average age of the patients was 
32.8 years. The 3 most common indications for the operation were multiparity 
(having 3 or more living children), rheumatic heart disease and recurrent tox- 
emia. No routine type of anesthesia was used but intravenous pentothal, gas, 
oxygen and ether were chiefly employed. The Pomeroy sterilization was used 
exclusively with one known faCure which is reported in another communication. 
A short vertical incision and absorbable suture material were used throughout. 
Twenty-three, or 46 per cent of these patients were entirely afebrile throughout 
the puerperium. The majority of the operations were performed on the 3rd, 
4th and 5th days. 


THE ROUTINE USE OF STILBESTROL FOR ENGORGEMENT 
AND LACTATION IN NONNURSING MOTHERS 


Samuel Lubin 

Am. J. Obst. & Gynec., 51: 225-29, 1946 

The present study was made in an effort to determine the value of the routine 
use of stilbestrol in the prevention of engorgement, with its attendant pain, and 
lactation in nonnursing mothers. 

One hundred nonnursing mothers were divided into 2 groups of 50 each, one of 
which received stilbestrol (diethylstilbestrol), and the other, a control group, 
which received no stilbestrol. In the former group stilbestrol was started orally 
within 24 hours of delivery; the dosage w'as 10 mg., 3 times a day, for 2 days, 
followed by 5 mg., 3 times a day for the remainder of the patient’s staj' in the 

hospital. _ J 

The observations recorded included the noting of pain, engorgement, milK, ic 

and erythema of the breast. _ 

In the group receiving stilbestrol, engorgement was present in 50 percen . 
The degree of engorgement was: filling in 20 per cent; full in 22 per cent, an 
hard in 8 per cent. Pain was present in 12 per cent, but relief of pain 
required by any in this group. Colostrum leakage wns uniformly absent m tins 
group but colostrum could be e.\pressed from the breasts of 78 per cen o 
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not been tried before) adrenalin in sufficient quantity will caxise a further quick- 
ening of the pulse. 

The earliest date at which stimulation of the peripheral end of the right vagus 
was observed to slow the heart was the 77th day. On the 85th day peripheral 
stimulation of the left vagus also failed, but succeeded on the 101st day. Central 
stimulation of the left vagus, with the right vagus intact, produced slowing on the 
77th day. 

Slowing of the heart ^mchronous with rise of arterial pressure has been ob- 
served on the 111th day. Slowing of the heart which bears evidence of being 
reflex has been obtained by raising the blood pressure (clamping the cord) on the 
121st day and bj^ injection of adrenalin on the 118th day. • 

Approaching term both the carotid sinus and cardiac depressor mechanisms 
are fimctional. 

Lowering of the blood pressure as the result of stimulation of the central end 
of the vagus and with both vagi severed can be demonstrated late in gestation. 
7 figures. 

(In Clement A. Smitli’s recent book, “The Physiology of the Newborn Infant” — an ex- 
cellent monograph, by the way, published by Charles C. Thomas — the name of Sir Joseph 
Barcroft appears more than that of any other author. This is as it should be because the 
contributions of Sir Joseph and his associates to this subject, particidarly to the dynamics 
of the fetal circulation and respiration in utero and at birth, are classics of experimental 
research. The present paper in which a new technique is described, brings the findings in 
the fetal sheep more in line with those in the human fetus than were true of his earlier ob- 
servations with the mercurial manometer. 

The blood pressure of the human fetus, like that of the sheep, is very low, but rises pro- 
gressively from the middle of pregnancy to term. Thus, Woodbury, Kobinson and Hamil- 
ton (Am. J. Phys., 122: 472. 1938), have found that the pressure within the umbilical artery 
at the time of premiature birth and at term, is as follows: 5 mos., 39/21; 6 \ mos., 55/25; 
7 mos., 70/35; 8 mos., 85/45; 9 mos., 80/46. The last figure is based on 24 normal term 
infants immediately after birth. 

All investigators agree that the systolic pressure increases bj' some 10 mm. Hg. during 
the first 24 hours of life and by another 10 mm. between the 1st and 10th days. — Ed.) 


THE OBSTETRICIAN’S RESPONSIBILITY FOR THE HAZARDS 
OF THE FIRST FEW DAYS OF LIFE WITH SPECIAL 
REFERENCE TO ANOXIA AND PREMATURITY 

Alfred C. Beck 

Am. J. Obst. & Gjmec., 61: 173-83, 1946 

The author has re%’iewed the last 5 j^ears’ records of the deliveries of aU infants 
who reached the period of tdabilitj', with the tdew to ascertaining for this pre- 
sentation how infant mortality might be lowered at the Ixmg Island Colleae 
Hospital. 
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BLOOD PRESSURE AND’ PULSE RATE IN THE FOETAL SHEEP 


J. Barchoft and D. H. Barron 
J. Exper. Biol., 22: 63-74, 1945 

The authors describe a method for the measurement of the pressure in the 
stream going through a vessel. This fa called the needle method. A hypo- 
dermic needle is fitted with a piece of translucent bicycle valve tubing of about a 
metre in length, with a small glass funnel at the other end. The system is filled 
with “Heparin Ringer” solution from the tip of the hypodermic needle to a dis- 
tance up the tube necessary to form a column somewhat higher than represents 
the blood pressure measured in Ringer’s solution. A forceps fa placed on t^ 
rubber tubing to prevent any passage of the fluid along it. When the blow 
pressure fa measured, the fuimel fa suspended to such a height that when the 
needle point fa thrust into the vessel and the clip removed, the solution will run 
into the circulating blood and not the blood into the tubing. The 
the tube shows oscillations produced by the heart beat or otherwise. Wit an 
ordmary wooden scale, the measurement is made of the difference of level e- 
tween the meniscus and the surface of the saline bath in which the fetus Iim, a 
correction being applied for the depth to which the fetal heart fa below the satae. 

In the fetal sheep, the needle method applied to the umbilical artery gi 
substantially the same results as the mercurial manometer applied to the caron , 
until about half-way through the gestation period. As 

needle method applied at the first moment at which it can be applied to tne um 

M a,te.y (ofa branch) gives readings substantially lower, and 

lower as gratation proceeds, than docs the nrcrcunal .nanometer read at tte firs 

Iment at which it can be read. The disctepancy is due to “ J* 

of causes which are discussed, but of these the most rmporlant « 

pressure between the time of delivery and the completion of t 

contingent on the use of the mercurial manometer. nf 9 factors 

The cause of this is not at present demonstrated, but either or b j 

nia?be"oncerned: (1) a dulling of the central nervous 

depressor reflex; (2) the establishment of a greater stiniuli. 

sequent on the bombardment of the <=«^tral iiervous em ^ 

The pulse rates in utero and just after delivery ° ® ® ^ significantly 

39-40 degrees C. (tbe umbilical circulation being 

different The pulse rate quickens up to the 70th SOth y, 
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not been tried before) adrenalin in sufficient quantity will cause a further quick- 
ening of the pulse. 

The earliest date at which stimulation of the peripheral end of the right vagus 
was observed to slow the heart was the 77th day. On the 85th day peripheral 
stimulation of the left vagus also failed, but succeeded on the 101st day. Central 
stimulation of the left vagus, with the right vagus intact, produced slowing on the 
77th day. 

Slowing of the heart synchronous with rise of arterial pressure has been ob- 
served on the 111th da 5 ^ Slowing of the heart which bears evidence of being 
reflex has been obtained by raising the blood pressure (clamping the cord) on the 
121st day and by injection of adrenalin on the 118th day. • 

Approaching term both the carotid sinus and cardiac depressor mechanisms 
are functional. 

Lowering of the blood pressure as the result of stimulation of the central end 
of the vagus and vith both vagi severed can be demonstrated late in gestation. 
7 figures. 

(In Clement A. Smith’s recent book, “The Physiology of the Newborn Infant" — an ex- 
cellent monograph, by the way, published by Charles C. Thomas — the name of Sir Joseph 
Barcroft appears more than that of any other author. This is as it should be because the 
contributions of Sir Joseph and his associates to this subject, particularly to the dynamics 
of the fetal circulation and respiration in utero and at birth, are classics of experimental 
research. The present paper in which a new technique is described, brings the findings in 
the fetal sheep more in line iRdth those in the human fetus than were true of his earlier ob- 
servations with the mercurial manometer. 

The blood pressure of the human fetus, like that of the sheep, is very low, but rises pro- 
gressively from the middle of pregnancy to term. Thus, Woodbury, Robinson and Hamil- 
ton (Am. J. Phys., 122; 472, 1938), have found that the pressure within the umbilical artery 
at the time of premature birth and at term, is as follows: 5 mos., 39/21; 6 i mos., 55/25; 
7 mos., 70/35; 8 mos,, 85/45; 9 mos., 80/46. The last figure is based on 24 normal term 
infants immediately after birth. 

All investigators agree that the systolic pressure increases by some 10 mm. Hg. during 
the first 24 hours of life and by another 10 mm. between the 1st and 10th days. — Ed.) 


THE OBSTETEICIAN’S RESPONSIBILITY FOR THE HAZARDS 
OF THE FIRST FEW DAYS OF LIFE WITH SPECIAL 
REFERENCE TO ANOXIA AND PREMATURITY 

Alfred C. Beck 

Am. J. Obst. & Gynec., 61; 173-83, 1946 

The author has reviewed the last 5 years’ records of the deliveries of all infants 
who reached the period of viability, ndth the view to ascertaining for this pre- 
sentation how infant mortality might be lowered at the Long Island College 
Hospital. 
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The fact that nearly 60 per cent of premature and full-term neonatal deaths 
occurred within 24 hours of birth indicates that the responsibility for these cases 
rest almost entirely upon the obstetrician. Anoxia and prematurity were found 
to be the commonest causes of neonatal deaths. 

The author discusses the mechanism by which oxygen and carbon dioxide are 
exchanged between the fetal and maternal circulations. Experimentation with 
the rabbit shows that the tramsmission of oxygen by the maternal blood through 
the placental site does not increase in proportion to the increasing demands of the 
developing fetus. This condition is compensated for, to some extent, by an in- 
crease in the ability of the fetus to absorb oxygen since the oxygen capacity of 
fetal blood is 20.8 volume per cent as compared with an oxygen capacity of 15.4 
volume per cent for maternal blood. A large maternal hemorrhage might so 
reduce the oxygen carriers in the mother’s blood as to cause asphyxiation of the 
fetus in utero. In the interest of the child, accordingly, phlebotomy is con- 
traindicated in eclampsia, and such cases of placenta previa should receive a 
blood transfusion before pregnancy is interrupted and the fetus is subjected to 
further dimunition of its oxygen supply. Oxygen administration and transfusion 
immediately after birth may benefit the child. It is suggested that some fetuses 
might be saved by more frequent use of oxygen in treating pneumonia and de- 
compensation in cardiac diseases. Sedative drugs and anesthetics may also cause 
intra-uterine anoxia and asphyxia or depress the fetal respiratory center so that 
respiration after birth is impau-ed. Alterations in the pressure head at the pla- 
cental site may prevent the fetus from obtaining its full requirements. This 
observation indicates that attempt should be made to diminish the violence of 
uterine contractions in cases of precipitate labor and that posterior pituitary 
extract should be used during labor with great caution or not at all. 

The author presents the most important ivays in which the obstetrician may 
aid in the reduction of premature mortality. They are as follows: 

1. Adequate supervision of the hygiene of pregnancy. 

2. Proper advice regarding diet, coitus, rest and .exercise. 

3. Immediate notification of obstetrician upon appearance of untoward 
symptoms. 

4. Early discovery and treatment of syphUis. 

5. Prevention of congestive failure in cardiac cases. 

6. Determination of size of child by means of x-ray and consultation before 

interrupting pregnancy. _ . 

7. Elimination of morphine, scopolamine, barbiturates and general anesthesia 

in all premature labors. 

8. Administration of vitamin K to mother and infant. 

9. Presen-ation of membranes as long as possible and episiotomy to pro ec 

premature infant from pressure effects of labor. _ 

10. Spontaneous delivery of second twin and avoidance of version and ex- 
traction wherever possible. 

11. Postponement of tying cord until it stops pulsatmg. , 

12. Reception of newly born premature infant in tub of warm water to pre 
chilling while waiting for cord to stop pulsating. 
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The author discusses the cause and prevention of pressure effects on tiae head 
of the premature infant. 

The results of the a-arious methods of deliver^' on premature infants are com- 
pared. Breech deliver^' is found to be most dangerous because in young pre- 
matures the drcumference of the shoulders and body is less than the drcum- 
ference of the fetal head. fiTienever the child is under 2000 grams, breech 
delivery is an e.vtremely dangerous method. Spontaneous A’ertex ddiveiy' ac- 
companied by epiaotom 5 ' under local anesthesia is the safest method of delivery 
for premature infants. Cesarean section is not a dangerous but a valuable 
method of delivery. The high premature infant mortality which is recorded for 
this operation usually is due to the maternal or fetal complication which serves 
as the indication for the operation rather than to the method of delivery. 


INITIAL FETAL ATELECTASIS 

Henhy J. Zettelmak 
Am. J. Obst. & Gynec., 61: 241-45, 1946 

Whether the human fetal lung is atelectatic until birth is a question which has 
been debated for many years. In 1SS8, Ahlfeld described rhythmic fetal move- 
ments observ'ed in patients during the latter weeks of pregnancy. He suggested 
that this activitj- was due to respiratory efforts and*thought that aspiration of 
the amniotic fluid must occur. It has been stated: “There is evidence that 
intrauterine respiration is of a functional significance in the development of a 
normal lung, aiding in dilatation in alveoli and elastic walls of the future air 
passages.” The injection of radiopaque material into the amniotic sac of e.x- 
perimental animals has resulted in the appearance of the radiopaque material in 
the lungs of the animal only when anoxemia was present . Experimental work on 
humans has proved that aspiration of amniotic sac contents can occur. The 
evidence a^-ailable at present seems to indicate that fetuses are apneic during the 
greater part of gestation, and that fetuses whoso oxygen requirements are ade- 
quately met are apneic until birth. 

This paper briefly presents congenital anomalies in 2 stillborn fetuses wlrich 
maj clarify the structural picture of the lung just before birth. The pathologic 
reports revealed th.at both of these fetuses w^ premature anencephalic infants. 
The lungs of both showed complete atelectasis; they were compact, glandlike 
organs whose respiratory passages were not filled. 

The supposition has been made that fluid contained in the fetal lung of ex- 
perimental aniiiuils is coextensive with that in the amniotic caxdty. This cannot 
be proved as a normal condition because it is possible that, during the de.ath of 
the fetus in utero, asphj-xial conditions had induced intrauterine respiratory 
movements and led to aspiration. The significance of the 2 cases cited in this 
paper Is that a marked anencephalus was present in each case, su^esting a 
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The fact that nearly 60 per cent of premature and full-term neonatal deaths 
occurred within 24 hours of birth indicates that the responsibility for these cases 
rest almost entirely upon the obstetrician. Anoxia and prematurity were found 
to be the commonest causes of neonatal deaths. 

The author discusses the mechanism by which oxygen and carbon dioxide are 
exchanged between the fetal and maternal circulations. Experimentation with 
the rabbit shows that the tramsmission of oxygen by the maternal blood through 
the placental site does not increase in proportion to the increasing demands of the 
developing fetus. This condition is compensated for, to some extent, by an in- 
crease in the ability of the fetus to absorb oxygen since the oxygen capacity of 
fetal blood is 20.8 volufne per cent as compared with an oxygen capacity of 15.4 
volume per cent for maternal blood. A large maternal hemorrhage might so 
reduce the oxygen carriers in the mother’s blood as to cause asphyxiation of the 
fetus in utero. In the interest of the child, accordingly, phlebotomy is con- 
traindicated in eclampsia, and such cases of placenta previa should receive a 
blood transfusion before pregnancy is interrupted and the fetus is subjected to 
further dimunition of its oxygen supply. Oxygen administration and transfusion 
immediately after birth may benefit the child. It is suggested that some fetuses 
might be saved by more frequent use of oxygen in treating pneumonia and de- 
compensation in cardiac diseases. Sedative drugs and anesthetics may also cause 
intra-uterine anoxia and asphyxia or depress the fetal respiratoiy center so that 
respiration after birth is impaired. Alterations in the pressure head at the pla- 
cental site may prevent the fetus from obtaining its full requirements. This 
observation indicates that attempt should be made to diminish the violence of 
uterine contractions in cases of precipitate labor and that posterior pituitary 
extract should be used during labor with great caution or not at all. 

The author presents the most important ways in which the obstetrician may 
aid in the reduction of premature mortality. They are as follows: 

1. Adequate supervision of the hygiene of pregnancy. 

2. Proper advice regarding diet, coitus, rest and .exercise. 

3. Immediate notification of obstetrician upon appearance of untoward 
symptoms. 

4. Early discovery and treatment of syphilis. 

5. Prevention of congestive failure in cardiac cases. 

6. Determination of size of child by means of x-ray and consultation before 

interrupting pregnancy. . 

7. Elimination of morphine, scopolamine, barbiturates and general anesthesia 

in all premature labors. 

8. Administration of vitamin K to mother and infant. 

9. Preservation of membranes as long as possible and episiotomy to protcc ■ 

premature infant from pressure effects of labor. _ 

10. Spontaneous delivery of second twin and avoidance of version an ex- 
traction wherever possible. 

11. Postponement of tying cord until it stops pulsating. ^ 

12. Reception of newly bom premature infant in tub of warm ivater to preve 

chilling while waiting for cord to stop pulsating. 



THE NEWBORN, 


349 


The author discusses the cause and prevention of pressure effects on the head 
of the premature infant. 

The restilts of the various methods of delivery on premature infants are com- 
pared. Breech delivery is found to be most dangeroirs because in young pre- 
matures the circumference of the shoulders and body is less than the circum- 
ference of the fetal head. Whenever the child is under 2000 grams, breech 
delivery is an extremely dangerous method. Spontaneous vertex delivery ac- 
companied by episiotomy under local anesthesia is the safest method of delivery 
for premature infants. Cesarean section is not a dangerous but a valuable 
method of delivery. The high premature infant mortality which is recorded for 
this operation usually is due to the maternal or fetal complication which serves 
as the indication for the operation rather than to the method of delivery. 


INITIAL FETAL ATELECTASIS 

Henry J. Zettelman 
Am. J. Obst. & Gynec., 61: 241-45, 1946 

Whether the human fetal lung is atelectatic until birth is a question which has 
been debated for many years. In 1888, Ahlfeld described rhythmic fetal move- 
ments observed in patie'nts during the latter weeks of pregnancy. He suggested 
that this activity was due to respiratory efforts and»thought that aspiration of 
the amniotic fluid must occur. It has been stated: “There is evidence that 
intrauterine respiration is of a functional significance in the development of a 
normal lung, aiding in dilatation in alveoli and elastic walls of the future air 
passages.” The injection of radiopaque material into the amniotic sac of ex- 
perimental animals has resulted in the appearance of the radiopaque material in 
the lungs of the animal only when anoxemia was present. Experimental work on 
humans has proved that aspiration of amniotic sac contents can occur. The 
evidence available at present seems to indicate that fetuses are apneic during the 
greater part of gestation, and that fetuses whose oxygen requirements are ade- 
quately met are apneic until birth. 

This paper briefl 3 ’' presents congenital anomalies in 2 stUlbom fetuses which 
may clarify the structural picture of the lung just before birth. The pathologic 
reports revealed that both of these fetuses were premature anencephalic infants. 
The lungs of both showed complete atelectasis; they w-ere compact, glandlike 
organs whose respiratory passages were not filled. 

The supposition has been made that fluid contained in the fetal lung of ex- 
perimental animals is (coextensive with that in the amniotic cavity. This cannot 
be proved as a normal condition because it is possible that, during the death of 
the fetus in utero, asphyxial conditions had induced intrauterine respLratoiy' 
movements and led to aspiration. The significance of the 2 cases cited in this 
paper is that a marked anencephalus was present in each case, suggesting a 
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definite disturbance if not actual lack of central nervous system control of the 
body. Hence, it is higlily probable that the fetuses, in the final agonal move- 
ments preceding death, were not able to make the dyspneic gasps observed in 
anoxic experimental animals. Therefore, the lungs were in the condition of a 
normal birth at term, namely, in the state of atelectasis. It is suggested, as a 
result of this study , that the initial atelectasis of the fetal lung persists in man 
until birth. 

(Before very long, probably before this issue of the Survey reaches you, a most important 
study from one of the large Chicago clinics will be published on this subject. It nill show 
beyond peradventure that radiopaque material, when injected into the normal human 
pregnant uterus, becomes widely dispersed throughout the lungs even very early in preg- 
nancy. This evidence seems irrefutable and, in my opinion, should well-nigh settle this 
old controversy on fetal respiratory movements in favor of their existence as a normal, 
physiologic phenomenon. — Ed.) 


THE RH FACTOR IN OBSTETRICS 

H. F. Traut, B. C. McIvor, et. al. 

Am. J. Obst. & Gynec., 60: 722-34, 1945 

The significance of the Rh factor in obstetrics makes it important that the 
obstetrician understand, in so far as is possible, the various elements of the 
problem which this characteristic of the red blood cell imposes upon us. 

Much progress has been made since the announcement of the Rhesus blood 
factor by Landsteiner and Wiener in 1940. Other investigators, including 
Dienst, Murray, McQuarrie, Ottenberg, Gruhzit, Allen and Harrow approached 
the matter from various points of view before that time. In 1940, Landsteiner 
and Wiener demonstrated an agglutinogen in the blood of the Rhesus monkey. 
After injecting monkey blood into rabbits, the serum of the latter contained 
agglutinins capable of reacting with a high percentage of human red blood cells. 
These agglutinogens were designated as “the Rh factor" because it was found to 
be a constant characteristic of the red blood cells of the Rhesus monkej'. ^ Thow 
human cells which were not agglutinated by the antirhesus serum were designate 
as Rh negative, whereas those which were agglutinated by it u'cre ^llcd R i 
positive. Wiener and Peters, in 1940, made the first practical application of the 
Rh immunizmg principle and in the same year Levine demonstrated that a nuni- 
ber of women who had had repeated abortions possessed blood sera in whic i 
isoagglutinins similar to the Rh factor were present. This ultimately led to Ue 
hvDothesis that erythroblastosis fetalis is the result of the formation of 
agglutinins on the part of the Rh-negative mother either as the result of trans- 
fusions of Rh-positive blood or the harboring of a Rh-positive fetus. 
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Altogether more than 12,000 individuals hav^e been tested vdth the results 
Ehowmg about 85 per cent to be Rh-positive and about 15 per cent to be Rh- 
negative. There were found to be racial differences, the white race having the 
lowest percentage of Rh-positive indhdduals. It has been shown that the Rh- 
positive characteristic is inherited as a dominant in the Mendelian manner. In a 
study of 60 Rh-negative women, it was shown that of the Rh-negative matings, 
100 per cent -were Rh-negative. In the matings of Rh-positive husbands and 
Rh-negative wives, 29 per cent of the offspring were Rh-negative, indicating' 
that probably some of the husbands were heterozygous. It has also been shown 
that there are many possible types of Rh positivity, the meaning of w’hich remains 
to.be studied. 

The Rh characteristic developes early in life; it has been demonstrated as early 
as the 12th week of life. Rh agglutinins are not normally found in the human 
body and must either be transmitted passively by transfusion of be generated 
actively as a result of transfusion or pregnancy. The response varies, depending 
on the antigenic potency of the red blood cells introduced as well as the abilit}'- of 
the recipient to produce immune bodies. In general, the relation of mother and 
fetus in pregnancy provides a more favorable background for the development of 
Rh antibodies than does transfusion alone. Whatever the mechanism may be 
for providing an intermixture of maternal and fetal blood elements, it has been 
shovTi that the Rh-negative mother carrying an Rh-positive mfant vill fre- 
quently, more often after the first pregnancy, develop Rh antibodies which she 
may transmit to her progeny by way of the placenta. 

It is a pathologic speculation that there are 2 general types of reactions, red 
blood corpuscle destruction with its sequelae on the one hand, and hydrops on 
the other. These may be interrelated and interdependent. It is felt that icterus 
gravis and fetal hydrops are alternate expressions of the effect of the Rh anti- 
bodies upon the fetal tissues. In the authors’ experience, it seems that a num- 
ber of subclinical evidences of hemolytic disease should receive careful scrutiny in 
this connection. They are: enlarged spleen, enlarged liver, nucleated red blood 
cells in excess of 5 per 100 white cells, jaimdice, bleedmg tendencies, anemias, 
hydrocephalus and spontaneous miscarriage or abortion. 

In a group of 110 Rh-negative mothers, 66 Rh-positive offspring were bom. 
Of this group, erythroblastosis was diagnosed 7 times. In addition to the 
frankly eiythroblastotic infants there were 9 with deffnite suggestive abnormali- 
ties, making a total incidence of abnormality of 24 per cent. There were also 3 
incidences of subclinical abnormality. 

The study of anti-Rh titers is suggestive only in the sense that the intensity 
and tifning of the maternal reaction may bear some relation to the effect of the 
antibodies upon her offspring. 

It is known that the relationship of Rh-positive mothers and Rh-negative 
fathers may be associated with fetal inheritance, brin^g into play agglutinogens 
to which the mothers react in a manner deleterious to the offspring. 

The first requirement in the treatment of newborn infants having hemolytic 
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disease is that couples be forewarned. It .has been suggested that pregnancies 
be terminated before the end of the 10th lunar month but the helpfulness of this 
IS doubtful since more infants die neonatally than are stillborn and one would 
have the futher handicap of prematurity. The avoidance of any means of 
analgesia or anesthesia which is associated with a decreased oxygen-canying 
capacity in the maternal blood is important. At present, the most important 
feature in the treatment of hemol 3 rtic disease is prompt transfusion of theinfant 
with Rh-negative blood from a donor other than the mother. Red blood cell 
counts done on cord blood as soon as the infant is bom should be routine on all 
infants of Rh-negative mothers. Oxygen therapy has proved to be of some 
assistance, particularly in the icteric and anemic groups of infants, and espe- 
cially if the red blood count be markedly reduced. 


THE ASSOCIATION OF ERYTHROBLASTOSIS FOETALIS AND 
ACCIDENTAL ANTEPARTUM HAEMORRHAGE 

A. E. Burch 

J. Obst. & Gynaec. Brit. Emp., 62: 463-67, 1945 

The mode of passage of the Rh antigen from the maternal to the fetal circula- 
tion thought to be confined to the red cells, has puzzled everyone. In 2 out of 3 
cases of eiythroblastosis occurring in 6 months at Queen Charlotte’s Hospital, 
there was premature separation of the normally implanted placenta with ante- 
partum hemorrhage. It seemed possible that the hemorrhage from the placental 
site with rupture of the maternal sinuses and consequent damage to the placenta 
might be the factor allowing transmission of antigen and agglutinins. Smce 
both premature separation of the placenta and erythroblastosis are comparatively 
rare, these facts suggest that the association might be one of some significance. 

.•\ii investigation was made of all cases of antepartum hemorrhage occurring at 
St. Alfege’s Hospital between February and June, 1945. Five out of 10 (50 per 
cent) of the mothers who had an accidental antepartum hemorrhage were ^ 
negative with Rh positive husbands and 3 of these had anti-Rh agglutinins. 0 
the 3 who were delivered soon after the antepartum hemorrhage, one had a child 
with a moderate degree of jaundice, another a child with very gross hydrops an 
the 3rd a child stillborn, possibly as a result of the course of labor. In t ic 
mothers who were not delivered until some weeks after the first hemorrhage, e 
fetus was stillborn, macerated and of a size corresponding roughly with death at 

the time of the onset of bleeding. _ . . . , i Ho 

It is too early to dogmatize, but the author considers it justifiable to cone u 
that the woman in whom iso-immunization can occur, is abnormally prone to 



THE NEWBOKN 


353 


accidental antepartum hemorrhage, and the ensuing placental damage may be a, 
factor in transmission of antigen and agglutinin. 


CONVULSIONS PRODUCED BY PETAL ANOXIA; 
EXPERIMENTAL STUDY , 

F. A. Fender, W. B. Neff and Grace Binger 
A nesthesiology, 7: 10-13, 1946 

The authors’ interest in the possible relation between anoxia and the convulsive 
state began with the observation that many patients suffering from convulsions 
had complicated birth histories. Nervous tissue is more sensitive to lack of 
oxygen than any other type of tissue, corresponding to the following gradient; 
the gray matter of the cerebrum and cerebellum requires the most oxygen, the 
white matter less and the spinal cord least of all. The implication is that levels 
believed to be responsible for convulsions or “epilepsy” are seriously affected by 
anoxia of even brief duration, whereas lower centers, less damaged by the same 
influence, allow survival to be maintained at a reflex or vegetative plane. 

In the present experiment, pregnant bitches, whenever possible within the last 
week of pregnancy , were subjected to an atmosphere in which the oxygen content 
was lowered to as little as 4 per cent, for a period of from 20 to 30 minutes. 
Twenty-five pups, bom from 24 to 72 hours after the experiment — the majority 
within the first 48 hours — died during the first few weeks. Three survived with- 
out apparent neurologic involvement. Those deaths w’hich were investigated by 
necropsy revealed no cause for death. None suffered from distemper. Thus, 
it seems possible to state definitely that the pups which died shortly after birth 
did so because of the anoxia to which they had been subjected through their 
mothers. 

Cases are reported of 2 pups w'hich developed a convulsive state, one 5 and one 
6 w’eeks after birth. It is felt that anoxia played a role in the development of 
this state. 

The authors believe that a significant percentage of patients who suffer from 
convulsions for which no obvious cause can be ascribed have histories of com- 
plicated fetal life or birth. These comprise incidents that may be due to anoxia. 

(The fetus has a very narrow margin of safety in respect to oxygen since, at best, its 
arterial blood is only about 65 per cent saturated with oxygen as compared with 96 per cent 
or better in the adult. At best, it exists in a continuous state of cyanosis. Under these 
circumstances, it is understandable that even a slight reduction in its oxygen supply may 
produce lethal damage. The practical inferences to be drawn from this fact in regard to 
obstetrical anesthesia are clear-cut; and it is hoped that this dramatic experimental dem- 
onstration by Fender, Neff and Binger of the deadly effects of fetal anoxia will be read and 
taken to heart by anesthetists everywhere. — Ed.) 
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disease is that couples be forewarned. It .has been suggested that pregnancies 
be terminated before the end of the 10th lunar month but the helpfulness of this 
IS doubtful since more infanta die neonatally than are stiUbom and one would 
have the futher handicap of prematurity. The avoidance of any means of 
analgesia or anesthesia which is associated with a decreased oxygen-canying 
capacity in the maternal blood is important. At present, the most important 
feature in the treatment of hemolytic disease is prompt transfusion of the infant 
with Rh-negative blood from a donor other than the mother. Red blood cell 
counts done on cord blood as soon as the infant is bom should be routine on all 
infants of Rh-negative mothers. Oxygen therapy has proved to be of some 
assistance, particularly in the icteric and anemic groups of infants, and espe- 
cially if the red blood count be markedly reduced. 


THE ASSOCIATION OF ERYTHROBLASTOSIS FOETALIS AND 
ACCIDENTAL ANTEPARTUM HAEMORRHAGE 

A. E. Burch 

J. Obst. & Gynaec. Brit. Emp., 62: 463H37, 1945 

The mode of passage of the Rh antigen from the maternal to the fetal circula- 
tion thought to be confined to the red cells, has puzzled eveiyone. In 2 out of 3 
cases of erythroblastosis occurring in 6 months at Queen Charlotte’s Hospital, 
there was premature separation of the normally implanted placenta with ante- 
partum hemorrhage. It seemed possible that the hemorrhage from the placental 
site with rapture of the maternal sinuses and consequent damage to the placenta 
might be the factor allowing transmission of antigen and agglutinins. Since 
both premature separation of the placenta and erythroblastosis are comparatively 
rare, these facts suggest that the a.ssociation might be one of some significance. 

.An investigation was made of all cases of antepartum hemorrhage occurring at 
St. Alfege’s Hospital between February and June, 1945. Five out of 10 (50 per 
cent) of the mothers who had an accidental antepartum hemorrhage were Rh 
negative with Rh positive husbands and 3 of these had anti-Rh agglutmins. 0 
the 3 who were delivered soon after the antepartum hemorrhage, one had a chil 
with a moderate degree of jaundice, another a child with very gross hydrops an 
the 3rd a child stillborn, possibly as a result of the course of labor. In the 
mothers who w’ere not delivered until some weelcs after the first hemorrlwge, t e 
fetus was stillborn, macerated and of a size corresponding roughly with deat a 

the time of the onset of bleeding. .... i 

It is too early to dogmatize, but the author considers it justifiable to cone u 
that the woman in whom iso-immunization can occur, is abnormally prone 
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base of the lung was completely separated from the diaphragmatic dome. The 
mediastinum was pushed toward the left. The heart and the vascular pedicle 
were tiimed on their axis so that the usual relationships of the boundaries were 
not perceived at the same angle. Pleural pressure was taken by means of a Kiiss 
apparatus, +12, +7. Then 75 cc. of air were taken with a depression of 20 cc. 
of water, leaving the end pressure at —2, —4. The S 5 Tnptoms w'ere relieved for 
one day but returned that evening with increasing vigor. The pleural pressure 
rose to +12, +8. Decompression of 125 cc. was made. There w'ere no further 
signs of a return of the symptoms. An x-ray of the lungs made 12 days later 
show'ed no abnormalities nor sequelae of the pneumothorax. 

(The possibility of spontaneous pneumothorax should always be borne in mind whenever 
a newborn infant shows persistence of dyspnea and cyanosis. The diagnosis will be made 
in moat cases by fluoroscope or roentgenogram since the physical findings are not always 
clear-cut and may be misleading. I had a case of this condition a few years ago in w’hich 
extraordinary dyspnea and cyanosis were present within 30 minutes after birth. An astute 
pediatrician made the diagnosis and, as was true in the case reported above, withdrawal of 
the air by needle resulted in a dramatic and permanent recovery. 

There are several interesting aspects of this condition. The etiology is often obscure. 
Both in my own case and in that of Weill and Bourgin the infants breathed spontaneously at 
birth and no artificial respiration was used. The latter procedure, particularly forceful 
mouth-to-mouth insufflation, might well produce it. It seems to be much more common in 
males than in females; thus, in 17 cases reviewed by Glaser and Landau (Am. J.Dis. Child., 
60: 686, 1935), 11 were males, 4 were females and in 2 the sex was not stated. Both in my 
case and in the above French case, the infants were males . The condition is more commonly 
met on the left side, Glaser and Landau finding it on the left side in 11 cases, on the right in 
4, bilateral in one and alternating in one. The prognosis of pneumothorax is believed to be 
somewhat better when it occurs in the neonatal period than when it develops later on, but 
it is always grave. Thus, Glaser and Landau found that 8 out of 17 neonatal infants died, 
or 47 per cent, whereas in a series of 300 cases of pneumothorax in older infants and in 
children up to 12 years of age, the mortality was 60 per cent. 

Although withdrawal of the air with a needle and syringe is often successful, the relief 
may be only temporary and the procedure may have to be repeated one or more times. — Ed.) 
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SULFATfflAZOLE IN THE CONTROL OF EPIDEMIC DIARRHEA 

OF THE NEWBORN 

Morris Leff 

Am. J. Obst. & Gynec., 61: 87-89, 1946 

The treatment usually employed in diarrhea of childhood is not sufficient to 
check epidemic diarrhea. The author has employed suFathiazole with amaz- 
ingly good results and considers it an almost specific remedy in this condition. 

The drug must be given early and promptly to halt the disease before dehy- 
dration, great weight loss, acidosis and general metabolic upset have taken place. 
Nurses must be on the alert for frequent or watery stools and report the wndition 
immediately. The stock solution used is made up of one grain sulfathiazole to 
the teaspoonful (0.06 Gm. to 4 cc.). The dose is repeated, one grain every 3 
hours. It is given by medicine dropper or teaspoon directly into the baby s 
mouth. A few doses will usually control the diarrhea. Every baby in t e 
nursery who has been exposed is given a prophylactic dose (one grain) of su a 

^^llfis concluded that sulfathiazole given promptly at the veiy onset of epidemic 
diarrhea in the newborn infant cures the disease in less than 24 hours and preven 
its spread in the newborn nursery. 


A CASE OF SPONTANEOUS PNEUMOTHORAX OF THE NEWBORN 

Marc-Adrien Weill and Bouroin 
Gyn^c. et obst., 44: 335-36, 1945 

The authors report a case of spontaneous pneumothorax m ® 

The course of pregnancy had been normal and no 
noted in the family. Delivery took place normally after artifici pt^ 
membranes The infant's birth weight was 3500 grams and that o ^ . y . 
"Sm grams. The infant cried immediately after birth and PWeressed n^ 
duSTte first 2 days of life with a weight loss of 35 grams. Becan» o Sj 
Silo ntal relationship, he had been subjee^ to mercurial 
Ip hours after birth he exhibited slight ex-pirational groanmg, but c^no 
ZveS the alae nasi were absent and bis tempemture «— h ^ 
nex-t day (15 hours later) the groanmg was /Ig normal and 

nrarted cyanosis of the eatremittes. tension of 
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The results in this case were entirely satisfactoiy. Unless another condition 
is present as a contraindication to the use of .cyclopropane, this method seems to 
he applicable whenever laparotomy needs to be performed for a patient with 
respiratory paralysis. 

(Both Dr. Rovenstine and Dr. Strauss are to be congratulated on the outcome of this 
case, in which seemingly insuperable obstacles were successfully overcome. — ^Ed.) 

CESAREAN SECTION ON A POLIOAIYELITIC PATIENT CONFINED 

TO A RESPIRATOR 

H. Strauss anb S. S. Bluestone 
Am. J. Obst. & Gynec., 61: 114-20, 1946 

A case is presented of pregnancy complicated by acute anterior poliomyelitis 
appearing in the 5th month and necessitating the continuous use of a respirator. 
The pregnancy was further complicated by acute pyelonephritis and acute diffuse 
glomerulonephritis. The progression of this nephropathy and the possibility 
of intrauterine fetal death required prompt action. 

The authors believe that a patient with a quadriplegia plus almost total paraly- 
sis of all the muscles below the clavicles should be spared the added strain of 
labor. In this case, the patient was removed from the respirator and maintaiued 
with positive pressure to a rebreathiug bag. An endotracheal airway was estab- 
lished and insufflation anesthesia with cyclopropane was administered while a 
classical cesarean section was performed. A healthy premature baby was de- 
livered at the 35th week of gestation. The facilitation of chest expansion de- 
tected by the anesthetist upon removal of the baby was noted by the patient as 
she recovered from the anesthesia. Her condition improved following delivery 
and the only possible untoward effect of the respirator was prolonged, uncon- 
trollable lactation. It was believed that the respirator played a large partm 
preventing distention. Delayed healing of the woimd did not result. 

Since the patient w'as constantly W'et as a result of perspiration and incon- 
tinence, anhydrous calcium chloride was used in the respirator and is recom- 
mended to increase the comfort of respirator patients. 

The authors believe that the method of management presented is applicable to 
all respirator cases requiring laparotomy. 

THERAPEUTIC ABORTION 

I. A. Siegel and S. G. Kohn 
Bull. School Med. Univ. Maryland, 30: 125-29, 1946 

The definition of thereapeutic abortion as accepted by the authors is “the 
termination of an apparently normal intrauterine pregnancy before the period of 
viability in an effort to save or prolong the life of the mother.” A review of the 
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THE ANESTHETIC MANAGEMENT OF PATIENTS WITH 
RESPIRATORY PARALYSIS REQUIRING LAPAROTOMY 

E. A. Rovenstine and H. Strauss 
Am. J. Obst. & Gynec., 61: 213-16, 1946 

The authors describe the anesthetic management of a patient with acute an- 
terior poliomyelitis and respiratory paralysis who required cesarean 
The patient was 27 years of age and the pregnancy was further complicated by 
breech presentation and acute glomerulonephritis. The patient had overflow 
incontinence and was unable to defecate. All voluntary motor function o 
spinal innervation was lost except a very limited motion of the right han . e 
cough reflex was absent and there was some facial paralysis. Any passive move- 
ment caused severe pain. Anesthesia was further complicated by prema un y 

(35 weeks’ gestation). ... 

In selecting the anesthetic agent, the existing nephropathy was considereQ 
reason for avoiding ether or chloroform. The desire to minimize postanestneuc 
nausea and emesis in a patient without a cough reflex added further reason 
not employing volatile agents. The choice was then limited to the ^ 
intravenous and the local agents with consideration to the one 
be adapted most conveniently to the technique required. 
was essential during the entire time that the patient was outside the msp t 
and it was thought inadvisable to continue this any longer "^"^Ynsidered 
techniques as local infiltration, regional nerve block and spinal were 
inadvisable because of the time required in using them. ^ ^ the 

was favored to intravenous, since in the latter the drug must be 
body and effects on the fetus are still a subject 
venience of cyclopropane administered dunng contmuous artifi 1 
not surpassed by any other agent given by mhalation it v as h 

Preanesthetic medication was not given m order to av ^ ^.j jch 

fetus. Cyolopropane^wu pvPn by 

also served as a vehicle for contmuous C "tee „f rurBid «»• 

dudTJl.e 

ni“h "tafthc pressure required to inflate .be lunBS 
^tme mafcdly reduced after the baby was debvered. 
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thoracoplasty was employed. Using standard suture scissors, a 2-inch incision 
was made parallel and close to the left costal border into the abdominal cavity. 
The first and middle fingers were slipped between the skin and the thoracic cage 
up to the axilla and then, working the scissors between the fingers, the ribs were 
divided up to the axilla. The hand was withdrawn, and when pressure was 
made on the chest, it collapsed enough to permit intoducing the hand far enough 
to reach the anterior shoulder. With the assistance of a blunt hook, the anterior 
arm and shoulder were brought out and then the other shoulder was delivered. 
The head was delivered with Piper forceps. After delivery the fetus "weighed 
12 pounds, 3| ounces, and the thorax resumed its normal contour. 

The advantages of the procedure were: (1) facility of execution, about 5 min- 
utes to complete delivery; (2) avoidance of mutilation of the fetus; and (3) the 
cut bones were complete^ covered by the undivided skin of the fetal thorax so 
that neither the maternal parts nor the hands of the operator were damaged. 
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hterature reveals that the indications may be broad and may not confine to this 
definition. In this paper an analysis is presented of 80 cases of therapeutic 
abortion performed at the University Hospital from 1924 to 1943, inclusive. 

incidence for all hospital admissions was one in 207 cases; for all out- and in- 
patients delivered it was one in 500 cases. 

^ From a study of this series of 80 cases, it was found that some accepted in- 
dications for thereapeutic abortion have been decreasing. For example, pul- 
monary tuberculosis, hyperemesis gravidarum, pyelitis and pyelonephritis, and 
cardiac disease, as a result of better understanding and treatment of these dis- 
eases, are decreasing as indications for therapeutic abortion. On the other 
hand, it was found that certain conditions still remain as important indications 
for termination of early pregnancy. These include all hypertensive conditions, 
with and without vascular and renal disease, premature separation of the 
placenta previa, acute hydramnios and fulminating preeclampsia. 

Analysis of these cases shows that the principal indication for abortion was 
toxemic disease. Cardiac disease, not associated with cardiac failure, has never 
been an important indication. Not a single therapeutic abortion was performed 
on eugenic, social or economic grounds, although many sterilizations were done 
for these indications. Four maternal deaths resulted in this series; all took 
place in cases of hyperemesis gravidarum prior to 1935. 

The choice of the vaginal or abdominal route for the termination of early 
pregnancy should depend upon the indication and whether or not sterilization of 
the patient is desirable, and upon those conditions which require prompt empty- 
ing of the uterus. The morbidity is greater in those cases terminated by the 
vaginal route, but not significantly higher than in those interrupted by the abdom- 
inal route. 

(The decision as to whether therapeutic abortion is to be performed vaginally or ab- 
dominally should rest chiefly on the duration of the pregnancy. After the I2th week 
abortion from below becomes increasingly dangerous and abdominal hysterotomy is muc 
preferable. Of course, as the authors point out, the desire to sterilize the patient may 
make the abdominal approach preferable even in pregnancies under 12 weeks. And e 
it be remembered that most conditions calling for therapmutic abortion call also for aten na- 
tion. — ^Ed.) 


SUBCUTANEOUS THORACOPLASTY ON THE PARTIALLY 
DELIVERED IMPACTED FETUS: A SUBSTITUTE FOR 
EMBRYOTOMY 

Charles G. Barnum 
Am. J. Obst. & Gynec., 61: 282, 1946 

A very large fetus was delivered by breech extraction to a 
thorax was out but further progress could not be^ made. 

Rather than take the fetus apart to accomplish its remo' 


point where the lower 
The fetus was dead, 
an adaptation of 
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by legislative act, an educational, research and service system of medical care 
which has stood the test of time and which is stiU progressing on all fronts. 
The quality of medical service depends upon the quality as well as the quantity 
of those vrho render it. The medical profession must be progressively maintained 
both qualitatively and quantitatively. Lastly, the rendering of high quality 
medical care depends not only upon personnel but also upon adequate facilities, 
which have never been available in all areas through no fault of the profession, 
let the cooperative efforts of Federal, State and local resources provide the fa- 
cilities, and private professional enterprise develop the personnel. 
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GOVERNMENT AND MATERNAL WELFARE 


Fred L. Adair 

Am. J. Obst. & Gynec., 60: 713-21, 1945 

The fullness of life, the preservation of liberty and the attainment of happiness 
depend upon education and health. The function of a democracy is to assure 
freedom of opportunity to all to acquire the knowledge and health essential to 
their well-being. In our extensive country with its great variation in available 
resources and wealth as well as in concentration and diversity of population, there 
are manifold local problems which have to be solved largely by the intelligent 
interest of the local citizenry. These facts imply the development and establish- 
ment of some plan for the equalization of the distribution of wealth and personnel 
so that these essential opportunities may be available for all. 

As the first consideration, namely, education, there are some serious gaps whic 
need to be filled, many of which could be bridged by Federal, State or local gov- 
ernmental subsidies. In the matter of taxation, the equalization of monies to 
secure for each community the essential opportunities for health and know e ge 
should be accomplished with a minimum of centralized control and a maximum o 
local initiative and accomplishment. 

Among the fields of health activities, that pertaining to maternity and infancj 
has great appeal. The ChUdren’s Bureau of the Department of Labor is a goo 
example of the trend of the Federal Government in its health legislation ana 
administration. The author presents a review of the activities of the *e or 
Government through this Bureau in an effort to show governmental trends oj 
documentary evidence. The Children’s Bureau has been the Federal agenc 
which has been interested in the welfare and health of children an wo 
The quoted evidence shows that the original concept was not tha w a 
constitutes its major activity, namely, a “Health Agency". Its ac 
changed from investigation, advising and administration to 
tration and service. It is now concerned with women as "jll fs . 

mothers. Primarily the programs have to do with health as is mgu 

A^'applied to individuals and communities, health is tlie result "J 
integrated comprehensive knowledge intelligently applied. Th PP ^ 
S “.Hh tho individual and «tends up Ihroush tha family nnd the emmumt. 

to include progressively larger units of government Children’s 

Medical ieperts in their varioue fields have been the 
Bureau has been the medium. These men of science have been the p 
the American system of medical education, invoshgation an P™ _ Kriously, 

is n hether governmental trends should be pomntted fa change 

360 



inBCELLANEOUS 


363 


TREATMENT WITH PENICILLIN OF SOME OBSTETRIC CASES 

J. R. E. James 

J. Obst. & Gynaec. Brit. Emp., 62: 501-05, 1945 

The author’s account of the use of penicillin presents illustrations of its value 
in cases of sepsis in obstetrics. The patients in this series consisted of 5 cases 
of Group A hemolytic streptococcal infections of the genital tract with complica- 
tions and 2 cases of bullous impetigo in neonates. The 5 cases of streptococcal 
infection .were first treated vdth sulfanilamide and penicillin treatment was 
started only when the infection proved uncontrolled by sulfanilamide. 

The incidence of general peritonitis as a complication of streptococcal infections 
of the genital tract has been reduced by the sulfonamides. It remains to be seen 
■whether or not penicillin, as illustrated in Case 1, ■wall be a more effective form of 
treatment. In this particular case the initial course of penicillin was too short 
due to difficulty in obtaining penicillin at the time. In Case 2 general peritonitis 
had subsided but the onset of severe agranulocytosis ■with persisting hea’vy 
streptococcal infection provided the indication for penicillin. The patient made 
a satisfactory recovery after the initiation of penicillin therapy although she 
developed a superficial thrombophlebitis which gradually subsided. This is 
a not unco mm on complication of penicillin therapy. The indication for peni- 
cillin in Case 3 was similar to that in Case 2. The patient made a rapid recovery. 
In Case 4, clinical response to sulfonamide therapy was not e^vident after 6 days, 
and on this indication penicillin was started -with striking effect. In Case 5 it is 
suggested that paremetritis, which followed a streptococcal genital tract infection, 
■was due to a penicillin-sensitive organism, since the patient improved markedly 
on one week of penicillin therapy. 

Two cases of staphylococcal bullous impetigo in neonatal infants responded 
■well to penicillin ointment, the lesions being cleared within 6 days in one and 7 
days in the other. In this respect, penicillin ointment, properly prepared and 
handled, offers a simple therapeutic measure worthy of further trial. 

In the cases described the patients were very ill. The first 2 patients, in spite 
of early sulfonamide treatment, developed peritonitis. In Cases 2 and 3, sul- 
fonamides were pushed to the stage at which agranulocytosis developed— a 
complication as dangerous as the original infection. Before penicillin was avail- 
able, it is probable that Case 1, and possible that Cases 2 and 3, would have died. 
The rapid improvement with penicillin was therefore all the more striking. 

The author concludes that these cases are few in number and it will be some 
time before the value of penicillin can be fully assessed and compared with that of 
the sulfonamides. 
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PENICILLIN IN OBSTETRICS 

H; A. Power akd C. A. Cravotta 
Am. J. Obst. & Gynec., 61: 230-34, 1946 

Penicillin apparently deserves serious consideration in obstetric complications 
attended by infection, potential or actual. The authors have reported a series 
of 45 patients treated with penicillin. The series included 9 patients with early 
acute mastitis, 6 patients subjected to cesarean section following complicated 
• labors (penicillin w'as given prophylactically in these cases), 10 patients who had 
had cesarean section with clinical evidence of infection, 11 patients with post- 
partum infection, 5 septic abortions, 3 cases of known gonorrheal infection, one 
of pyelitis, one of pelvic cellulitis, 2 of thrombophlebitis and one of acute sup- 
purative mastitis. 

The results showed that acute mastitis responds with amazing rapidity and it is 
possible that lactation may be resumed. The prophylactic administration of 
penicillin following prolonged rupture of the membranes, prolonged inertial 
labors and in other patients potentially infected is apparently effective in assuring 
a smooth convalescence and in shortening the period of hospitalization. If this 
is substantiated by further investigation, it will undoubtedly broaden the use of 
low cesarean section. The authors advise that a routine culture should probably 
be taken from the lower uterine segment at operation. The treatment of in- 
fection following cesarean section in this series has been effective. 

In incomplete septic abortion, particularly where there is a marked secondar)’ 
anemia, a leucopenia, or both, penicillin is undoubtedly safer than the sulfona- 
mides. The absence of other undesirable features of sulfonamide therapy "ill 
also recommend this drug. 

Previously reported efficacy in the treatment of gonorrheal infection was sub- 
stantiated by the results in the 3 cases reported herein. Penicillin therapy defi- 
nitely improved the symptomatology in pyelitis. The authors’ sole experience 
with postpartum pelvic cellulitis was disappointing; however, an occasions 
penicillin-resistant streptococcus or staphylococcus will undoubtedly be encoun- 
tered, and may have been a factor in this case. No conclusions could be rawTi 
from penicillin therapy and phlebitis. 

Penicillin is apparently of value in the postoperative treatment of acute sup- 
purative mastitis and may eliminate additional surgery. The disapprarance o 
any vestige of induration w-as an outstanding finding in mastitis re.sults in is 

^This small series, in w'hich there were no mortalities and in which the hospital 
stay was of shorter duration than one would expect, warrants accumu a ton 
additional data. 
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Discussion: The importance of keeping pregnant women under strict super- 
vision from early in pregnancy until complete involution has taken place follow- 
ing delivery seems almost too elementary to warrant n^ention here. And yet, 
the failure on the part of the patient to seek or on the part of the attending phy- 
sician to give adequate care during pregnancy is probably responsible for a 
majority of the fatalities associated ivith childbirth. Not only did the complete 
absence of prenatal care play a part in causing this death, but the gonococcal 
infection so closely following sexual intercourse leaves little doubt concerning 
the Boimce of the organism which eventually killed the patient. Unfortunately 
this death occurred before the days of penicillin or streptomycin. It is possible 
that one of these magic bullets may have been more effectual than the sulfa 
drugs in saving this live. 


CASE NO. 13 

The patient was a 15 year old colored primipara who registered at the prenatal clinic 
early in her pregnancy. Her prenatal course was normal until January 1 when her blood 
pressure was 144 mm. systolic and 96 mm. diastolic. At this time she was approjdmately 
28 weeks pregnant. At her next regular visit two weeks later her blood pressure was 130/80, 
but on January 22 when she was again seen it was 142/92 and her urine contained 4 plus 
albumin. She was placed on a salt-free diet and told to return on January 29. During 
the next three days, however, she noticed a rapidly developing generalized edema. Because 
of the routine prenatal advice to report any swelling immediately, the patient went to the 
accident room of the hospital at 4:00 P.M. on January 25. She was promptly admitted to 
the hospital and upon examination, was found to be about 32 weeks pregnant, but the fetal 
heart could not be heard. The blood pressure was 160 mm. systolic over 104 mm. diastolic, 
the urine showed a 4 plus albumin, and there was a considerable amount of generalized 
edema. The heart and lungs were normal on examination. The hemoglobin was 85 per 
cent, the pulse rate 120 and the respirations 24 per minute. 

At 5:00 P.M., one" hour after coming to the accident room, she was given 250 cc. of 25 
per cent glucose intravenously and 8 drams of paraldehyde by mouth. At 6:00 P.M. the 
blood pressure was 145/90. At 7:00 P.M. it had risen somewhat to 160/105, the pulse rate 
was 104 per minute and she was sleeping soundly. Another intravenous injection of 250 
cc. of 25 per cent glucose was given at 9:30 P.M, At this time her pulse rate was 120, her 
respirations were 32 and she was becoming restless. .4t 9:45 P.M. she received 10 drams 
of paraldehyde per rectum. About 400 cc. of urine were obtained at this time by cathe- 
terization which showed a specific gravity of 1.005, a 3 plus albumin and no casts. The 
patient slept quietly following this paralydehyde and at 2:00 A.M. on .lanuary 26, another 
250 cc. of 25 per cent glucose was given. At tlus time the blood pressure was 160/105. 
At about 3:30 A.M. another 8 drams of paralydehyde were given by rectum. For the next 
7 horns her condition remained unchanged, the blood pressure varying from 160 to ISO mm. 
systolic and 95 to 110 mm. diastolic. At 10:00 A.M. 950 cc. of urine were obtained by 
catheter. The pulse rate was 112 and the respirations 34 per minute. She then began to 
develop noisy respirations. At 11:00 AAI. digitalization was begun. Because of the 
mucus in the trachea, catheter suction was attempted nith some relief. At 12:00 noon the 
blood pressure was 130/90. The respirations gradually became more and more shallow 
and then suddenly ceased. Artificial respiration was started at once, oxygen was 
administered by mask, and coramine was given intravenously and intracardially . Respira- 
tions began again and soon the blood pressure returned to 160/90 and the pulse rate to 120 
per minute. Five hundred cc. of plasma was given in the femoral vein. O.xygcn was 
continued by mask with frequent tracheal suction to remove the accumulated mucus. 

Shortly thereafter the patient's respirations ceased again but she was promptly revived 
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{Secretaries of Maternal Mortality Committees are invited to submit selected 
cases of maternal deaths, with analyses appended, for publication in this section of 
the Survey. Cases should be chosen on the basis of educational value, not because 0 } 
rarity. For obvious reasons complete anonymity will be maintained. 

Readers should note that the comment which follows each case history represents 
the opinion of the Committee concerned and does not necessarily reflect the attitude 
of the Editors.) 


CASE NO. 12 

The patient was a 31 year old colored multipara who was admitted to the hospital at 
3:00 P.M. on January 31 with a history of ruptured membranes. In addition, she had 
passed a small amount of blood from the vagina. The patient was an unregistered one, 
having received no prenatal care. According to the history, the estimated date of con- 
finement was in the early part of June. The patient’s family and past history were non- 
contributory. There was no history of anything unusual until the morning of ‘ 

During the evening of January 30, however, the patient had sexual intercourse. At . 
A.M. on January 31 she began to have abdominal pains and shortly afterward, passed a ou 
a cupful of blood with some clots. At 10:00 A.M. her membranes ruptured spontaneouaiy 

Cta^dmission to the hospital at 3:00 P.M. the patient had a temperature of 102.8 degrees 
F. by mouth. She did not appear to be acutely ill. The uterus was enlarged to a ou 
the size of a twenty-four weeks pregnancy and the uterus was contracting ^ . 

head was engaged in the pelvis. The patient was typed and cross-matched an 
held in readiness if it was needed. There was only a very slight amount of 
the patient entered the hospital, and it was felt that the patient would probab y , 

without any serious complications, although the elevation of temperature was const 
a possible source of subsequent difficulties. the 

Labor pains continued throughout the evening and at 3:25 A.M. on Fe ry ' 
patient delivered a 28 week fetus weighing 2 pounds, 14 ounces which was sti 
hours prior to delivery she had a rather severe chill following which evidence 

■ to 103.8 degrees F. At this time a careful e.xamination of the chest rcwal 

o'f any abnormality and the urine was normal on exanunation. the 

temperature dropped to normal for 24 hours. This was fol owed f 
temperature this time rose to 104.8 degrees F. Blood of 90 

negative. The patient was started on sulfathiazole which she receive . j^Iivcry 
3 m daily for L days. At this time the history of intercourse 24 hours prior to dcUv y 

was obtained and the patient was changed over orn „ each. Be- 

For the ne.xt 30 days the patient received 10 blood ,. 3^,^hen a culture 

peated blood cultures were negative until the 25th day ^y^ 

taken at this time and several taken subsequently showed go jochia was foul 

rSs time the patient was started on sulfapyradine intravenously. /or 

VhroSiout At about the same time that the blood cultures were reported 
fonocSerthe patient developed an arthritis of the localiri^ 

increasingly anemic in spite of the repeated postpartum, she died in spite 

signs other than the endometntis and finally, on the 30th day po p 

of all therapy. 
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Discussion: The importance of keeping pregnant women luider strict super- 
vision from early in pregnancy until complete involution has taken place follow- 
ing delivery seems almost too elementary to warrant mention here. And yet, 
the failure on the part of the patient to seek or on the part of the attending phy- 
sician to give adequate care during pregnancy is probably responsible for a 
majority of the fatalities associated with childbirth. Not only did the complete 
absence of prenatal care play a part in causing this death, but the gonococcal 
infection so closely following sexual intercourse leaves little doubt concerning 
the source of the organism which eventually killed the patient. Unfortunately 
this death occurred before the days of penicillin or streptomycin. It is possible 
that one of these magic bullets may have been more effectual than the sulfa 
drugs in saving this live. 


CASE NO. 13 

The patient was a 15 year old colored primipara who registered at the prenatal clinic 
early in her pregnancy. Her prenatal course was normal until January 1 when her blood 
pressure was 144 mm. systolic and 96 mm. diastolic. At this time she was approximately 
28 weeks pregnant. At her next regular visit two weeks later her blood pressure was 130/80, 
but on January 22 when she was again seen it was 142/92 and her urine contained 4 plus 
albumin. She was placed on a salt-free diet and told to return on January 29. During 
the next three days, however, she noticed a rapidly developing generalized edema. Because 
of the routine prenatal advice to report any swelling immediately, the patient went to the 
accident room of the hospital at 4:00 P.M. on January 25. She was promptly admitted to 
the hospital and upon examination, was found to be about 32 weeks pregnant, but the fetal 
heart could not be heard. The blood pressure was 160 mm. systolic over 104 mm. diastolic, 
the urine showed a 4 plus albumin, and there was a considerable amount of generalized 
edema. The heart and lungs were normal on e.xamination. The hemoglobin was 85 per 
cent, the pulse rate 120 and the respirations 24 per minute. 

At 5:00 P.M., one hour after coming to the accident room, she was given 250 cc. of 25 
per cent glucose intravenously and 8 drams of paraldehyde by mouth. At 6:00 P.M. the 
blood pressure was 145/90. At 7:00 P.M. it had risen somewhat to 160/105, the pulse rate 
was 104 per minute and she was sleeping soundly. Another intravenous injection of 250 
cc. of 25 per cent glucose was ^ven at 9:30 P.M. At this time her pulse rate was 120, her 
respirations were 32 and she was becoming restless. At 9:45 P.M. she received 10 drams 
of paraldehyde per rectum. About 400 cc. of urine were obtained at this time by cathe- 
terization which showed a specific gravity of 1.005, a 3 plus albumin and no casts. The 
patient slept quietly following this paralydehyde and at 2:00 A.M. on .January 26, another 
250 cc. of 25 per cent glucose was given. At this time the blood pressure was 160/105, 
.At about 3:30 A.M. another 8 drams of paralydehyde were given by rectum. For the next 
Thours her condition remained unchanged, the blood pressure varying from 160 to 180 mm. 
systolic and 95 to 110 mm. diastolic. At 10:00 A.M, 950 cc. of urine were obtained by 
catheter. The pulse rate was 112 and the respirations 34 per minute. She then began to 
develop noisy respirations. At 11:00 AM. digitalization was begun. Because of the 
®ucu8 in the trachea, catheter suction was attempted with some relief. At 12:00 noon the 
blood pressure was 130/90. The respirations gradually became more and more shallow 
and then suddenly ceased. Artificial respiration was started at once, oxygen was 
administered by mask, and coramine was given intravenously and intracardially. Respira- 
tions began again and soon the blood pressure returned to 160/90 and the pulse rate to 120 
per minute. Five hundred cc. of plasma was given in the femoral vein. O.xygen was 
continued by mask with frequent tracheal suction to remove the accumulated mucus. 

Shortly thereafter the patient’s respirations ceased again but she was promptly revived 
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by means of artificial respiration. At 2:00 RM. more glucose vras given and because ofber 
shallow respirations, carbon dioxide was added to the oxygen for a few nunutes from lime 
to time Without much effect. At 2:45 P.M. respirations ceased for the third time, but this 
time, in spite of stimulation and efforts at artificiai respiration including the use 
of a mechanical resuscitator, the patient was pronounced dead. A postmortem section 
was not done because at no time since admission had the fetal heart been heard. No 
autopsy was obtained. 


Discussion: The occurrence of severe preeclampsia relatively early in preg- 
nancy is rare. This case is one in which a patient with all the cardinal signs and 
^mptonas of a toxemia including h 3 rpertension, edema and albuminuria, was 
sent home to await the onset of eclampsia. Strangely, this patient died irithoul 
developing convulsions, and although no autopsy was obtained, the great likeli- 
hood is that she died of eclampsia. There are quite a few well authenticated 
cases of eclampsia without convulsions recorded in the literature. The case 
was called a preventable death because the patient was not hospitalized on Jan- 
uary 22nd. 


CASE NO. 14 

The patient was a 19 year old primpara who was admitted to the hospital on April 23 
at 9:00 A.M. in active labor. The personal and family histories were non-contributory. 
She was at term and the prenatal course had been uneventful until two weeks prior to 
admission when some elevation of blood pressure and edema were first noticed. The extent 
of the hypertension, weight gain and edema was not recorded. 

On admission the blood pressure was 148 mm. systolic and 98 mm. diastolic and there 
was a moderate amount of ankle edema. Urinalysis was not done. The heart and lungs 
were normal on examination, the height of the fundus was 30 cm., the fetal heart was audible 
in the left lower quadrant, and the fetus in an L.O.P, position. On rectal examination the 
cervix was 4 cm. dilated and the presenting part at the level of the spines. Labor progressed 
without incident until 7:20 A.M. when the cervix was found to be fully dilated and the 
fetal head on the perineum. Prior to this, the blood pressure was 140/90 at 11:15 rM- 
and 140/90 at 4:30 A.M. 

Under nitrous oxide, oxygen and ether anesthesia, a lateral episiotomy was pcrforoc 
and a full term living female child weighing 6 pounds, 7 ounces, was delivered at 7:21 A.a . 
after a total labor of 42 hours and 21 minutes. She was delivered by her private physician 
and according to the notes made by the hospital interne on the patient’s history, the thir 
stage lasted five minutes, during which time vigorous Credd- of the uterus was done 
associated with considerable pulling on the umbilical cord. The placenta and membranes 
were expressed intact accompanied by the loss of about 400 cc. of blood. 

An ampule of ergotrate was given intravenously and another ampule intramuscu ar y. 
The episiotomy was repaired by 7:35 A.M. At this time the blood pressure wM ‘ 
The patient was returned to her room at 8:20 A.M. at which time no external bleeding w 
noticed. Ten minutes later, however, the pulse and blood pressure could not be o 
and the patient showed signs of marked shock. At 8:45 A.M. 500 cc. of 10 per cent g u 
was started and at 9:10 A.M. morphine grains 1/6 was given. Nasal oxygen was s ar 
and at 9:20 A.M. plasma was begun. , 

The patient was seen by an obstetrical consultant at 9:30 A.M. Shenas in 

berg position, her color was fair and she was able to answer questions rationally. > 

her pulse was barely perceptible and her blood pressure was 60/35. Pressure ® 
of the uterus caused the passage of scverol large clots of blood. The ■ 

existence of an inversion of the uterus was recognized and a stenie pcl^c of 

SSded upon. An ampule of pitocin was given by vein at 10:00 A.M. and an ampule 
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ergotrate intramuscularly at 10:30 A.M. The blood pressure at this time was 70/55. At 
10:45 A.M. the sterile pelvic examination was done under light anesthesia and the fundus of 
the uterus was found to be inverted and protruding through the cervical os for a distance 
of about two inches. Manual replacement was surprisingly easy. Following this, the 
uterus was tightly packed with wet gauze. The entire procedure took about 15 minutes. 
Between 11:00 A.M. and 12:00 noon, 500 cc. of whole blood was started. After receiving 
100 CO. of this blood the patient had a severe chill and the blood was immediately dis- 
continued. 

At 1:00 P.M. the patient’s temperature was 105 degrees F., her pulse was recorded for 
the first time since delivery at 180 per minute and the blood pressure was noted at 86/48. 
At 1:30 P.M. morphine sulfate grains i was given and by 2:00 P.M. the temperature was 
106.8 degrees F., pulse rate 104, respirations 40 and blood pressure 84/68. At 2:30 P.M. 
adrenal cortex, coramine and ephedrino were given to the patient. 

From this time throughout the night the patient remained in shock. Her temperature 
dropped to 102 degrees F., but at 6 A.M. the pulse was 168 per minute, she became quite 
cyanotic and, in spite of stimulants, she was pronounced dead at 7:30 A.M. 

Postmortem examination showed the uterus to be large, soft and boggy. There was a 
soft depression on the anterior surface of the fundus where the inversion had taken place. 
On opening the uterus, the area of insertion of the placenta was found to be in the fundus 
of the organ. 

Discussion: Inversion of the uterus is not a rare complication of labor. When 
it occurs it is usually associated with a fundal insertion of the placenta, a lax 
uterine wall, too much pressure from above and traction on the cord. A properly 
conducted labor, with good management of the third stage, makes this accident 
a rare occurrence. This particular patient was quite badly handled in that a 
diagnosis was not made until several hours after she had gone into shock, she was 
ill-advisedly returned to her room too soon after her delivery which was associated 
with considerable bleeding, and to top it off, she developed a severe transfusion 
reaction which may have been more responsible for her death than anything else. 
Whether the blood was poorly matched or whether the Rh factor was involved 
here, one can only guess. This was called a preventable death. 

CASE NO. 15 

The patient was a 27 year old colored multipara who was admitted to the hospital on 
February 19. The personal and family histories were non-contributory. She had had two 
normal full term pregnancies prior to this conception, the last one eight years previously 
when her blood pressure averaged 120 mm. systolic and 80 mm. diastolic and her urine 
was negative for albumin and casts on repeated examinations. The last menstrual period 
was in August and the estimated date of confinement for this pregnancy was in May. There 
was no history of hypertension prior to tlus pregnancy and the prenatal course was reported 
as entirely uneventful until about two months prior to admission to the hospital when, 
according to the liistory given by her family physician, the blood pressure was 160/100 and 
there was some albumin in the urine. A temporizing course was followed despite continued 
high blood pressure. 

On the morning of February 19 at 8:00 A.M. the patient complained of severe epigastric 
pains and vomited several times. Her physician was called and he prescribed some nem- 
butal. At 2:45 P.M. on the same day the patient had a severe convulsion which was re- 
ported as lasting for 15 nunutes and as being spastic in nature. She bit her tongue and lost 
control of her bowels and bladder. Her physician was again called and upon examination 
the patient was found to bo unconscious and with a blood pressure of 260 mm. systolic and 
110 mm. diastolic. She was immediately hospitalized. 
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Upon admission the patient was found to be in very poor condition. There was a con- 
siderable amount of generalized edema, she was comatose, and her respirations wore slow 
and labored. The pulse was very weak and rapid and the blood pressure was 160/100. 
The skin was cold and clammy. The urine showed 4 plus albumin, many fine granular 
casts and white and red cells in great numbers. The heart sounds were weak and irregular 
and the lungs were filled with many coarse bronchial rales. The uterus was the site of .a 
full term pregnancy and although the fetal head could be palpated above the symphysis, 
most of the uterus was hard and boardlike. She was bleeding only slightly by ViSgina. 
She was put in shock position and given 500 cc. of blood plasma. The blood pressure 
continued to be elevated and the fetal heart was inaudible. A diagnosis of abruptio 
placentae was made and the patient taken to the operating room for abdomin.aI delivery. 
It was noticed on the operating table before the incision was made that there was some loft- 
sided twitching of the extremities, the right side being flaccid. Sterile pelvic examination 
revealed a long, rigid cervix through which it was possible to palpate the fetal skull with 
one finger. The patient bled about SO cc. of bright red blood as a result of this examination. 

Under, local infiltration anesthesia the peritoneal cavity was entered through a right 
rectus incision. Occasionally a small amount of nitrous oxide was supplemented to give 
necessary relaxation. The entire anterior surface of the uterus was deeply infiltrated with 
blood and presented the text book picture of the Convelaire uterus. A premature stillborn 
fetus weighing 4 pounds, 11 ounces, was removed from a uterus filled with many largo new 
and old blood clots. On examination the posterior surface of the uterus was also found 
to be deeply discolored and there was considerable extensive hemorrhage in both broad 
ligaments. The uterus was removed and the abdomen closed. The patient received 
1500 cc. of blood during the operation which she withstood remarkably well. Oxygen, 
digitalis and plasma and other fluids were given. On the second postoperative day, her 
intake was 2000 cc. and her output was 500 cc. There was a complete paralysis on the right 
side of the body including the face. Movements on the left side were normal.-' Both 
eye grounds showed large fresh hemorrhages in the macular region and elsewhere; the im- 
pression of the ophthalmologist was acute hypertensive retinitis. The blood pressure re- 
mained elevated, rising to 100/90 at times. She developed some evidences of pulmonary 
involvement with an elevation of temperature. Sulfa therapy, fluids and other supportive 
measures were given but the patient’s condition grow- rapidly w'orse and on the fourth post- 
operative day she died. . 

Autopsy revealed, among other findings, a cerebral subarachnoid hemorrhage, a.ccrcbra 
hemorrhage of the left internal capsule and striatum, cloudy swelling and focal hemorrhages 
in the liver and bilateral confluent lobular pneumonia. 

Discussion: Since this patient’s expected date of confinement was not until 
May, the presence of hypertension in December (2 months before admission to 
the hospital and some five months before term) would place this patient in t c 
category of chronic hypertensive vascular disease. In February pre-eclampsia 
became superimposed, then eclampsia and finally abruptio placentae. 

The failure to hospitalize this patient in December for study and consideration 
of therapeutic abortion was an obvious error. Certainly, on hind sight, intermp 
tion of pregnancy would probably have saved this patient’s life. The recor o 
prenatal care between December and February is deficient, but it scer^ n 'c 3 
that evidence of developing pre-eclampsia could have ' been dctecte muc i 
earlier than it was, had the patient been carefully watched. The blatan un . 
of couree, occurred on February 19th, when this desparatcly ill prc-eclamptic i - 
passed by with the administration of a nembutal tablet, an error v uc i 
tantamount to criminal neglect. 
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AN EVALUATION OF THE CLINICAL APPLICATIONS OF THE 
VAGINAL SRIEAP, METHOD 

Ephraim Shorr 

J. Mt. Sinai Hosp., 12: 667-88, 1945 

The author reviews in this paper the results of studies made to determine the 
possible usefulness of the vaginal smear technic introduced by Papanicalaou 
as a method for evaluating both normal and pathological ovarian function and as 
a guide to therapy. As might be expected, the method was found to share cer- 
tain limitations wdth all other present methods of observing ovarian function; 
hence, it is most ideally used in conjunction with other procedures such as urinary 
hormonal assays and endometrial biopsies. However, when used as a sole 
method of study, with consideration of its limitations, it can serve as an e.\-tremely 
satisfactory picture of ovarian function and serve as a sensitive guide for the most 
efBcient use of the therapeutic agents now available. 

The proper use of this method is dependent upon adequate fixation of the se- 
cretions and the utilization of specific staining methods capable of revealing 
cellular detail. It is essential to fix the slide w'hile the secretion is moist since 
drying alters the staining reaction sufficiently to make the interpretation of the 
smear unreliable. The smears may be stained with a variety of methods. The 
following single differential stain has proved e.xtremely satisfactory for office use: 


Ethyl alcohol (50%) 100 cc. 

Biebrich Scarlet (water boI.) 0.3 gm. 

O^'angeG 0.100 gm. 

Aniline blue (watej; sol) 0.025 gm. 

Fast Green FCF 0.075 gm. 

Phosphotungstic acid, c.p 0.25 gm. 

Phosphomolybdic acid, c.p 0.25 gm. 

Glacial acetic acid 10 


The basis for the use of the va^al smear as a method for studying ovarian 
function may be stated briefly in the following maimer. The vaginal epithelium 
possesses a 3-zone structure which alters in characteristic fashion with the chang- 
ing pattern of the ovarian hormones elaborated during the menstrual cycle. 
Th^ changes are reflected in the cells which are constantly shed into the va^nal 
cavity. In this way, the cytological changes specifically due to the estrogenic 
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hormones can be recognized both %vith respect to the structure of the vaginal 
epithelium and the vaginal secretion. 

In evaluating the vaginal smear picture, one should systematically make a 
note of the following characteristics: 

1. The size and shape of the epithelial cells and their staining properties. 

2. The size and shape of the nuclei and the details of their structure. 

3. The extent of cellular desquamation. 

4. The distribution of the cells whether discrete or in clumps. 

5. The amount and character of the accompan 3 ang mucus. 

6. The extent and character of the leucocytosis. 

7. The degree of cellular destruction as indicated by free nuclei. 

8. The presence of endometrial cells. 

9. The presence of red cells, either well presented or shadow forms, and fibrin. 

10. The bacterial content. 

Factors complicating the interpretation of the smear should be bom in mind, 
such as cervical erosions, endocervicitis and trichomonas. 

Evaluation of the normality of menstrual cycles may be facilitated by the col- 
lection of a series of slides covering a whole menstrual cycle from patidnts of 
proved fertility. The writer favors the following system of dividing the mens- 
trual cycle into its significant episodes: 

A. The menstrual phase — this is the breakdown phase duringwhich desquama- 
tion usually involves the entire functionalis and part of the intermediate zone. 
This generally lasts 4-5 days. 

B. The postmenstural phase (5-8 days) — during which there is a gradual 
change in the epithelium and vaginal smear under the influence of the growmg 
follicle. 

C. The preovulatory phase (2-3 days) — this is characterized by a sudden 
spurt of estrogenic activity accompanied in the smear by striking and uOTalJy 
progressive increase in the percentage of comified cells and a gradual clearing of 

the smear. _ u ■ U 

D. The ovulatory peak (generally 1 day) — which is the exTiression of the hoigh 
of follicular development just prior to ovulation. The secretion is thin, clear an 
leucopenic. There is a predominance of thin, wafer-like comified cells with smal , 


pyknotic nuclei. . , 

E. The postovulatoiy reaction (generally 1 day) — this is the surest availao c 
guide for determining the time of ovulation. The better the cycle the sharper 
are the cytological changes, which consist of leucocytosis, clumping, folding an 
cimling of the cells, and generally, a reduction in the comified elements. 

F. The luteal phase (10-14 days)— may be divided into early luteal phase 

lasting 3-4 days during which considerable coroification is likely to pereis^ ue 
to the shedding of the upper comified layers previoimly built up under t c m u 
ence of the estrogenic hormone; and late luteal phase which is the ° 

the increased growth and desquamation of the luteal epithelium rraul ing r 
ao fcUon of estrogen end ptogestone. The cells to 

are usually present in thick clumps imbedded in a thick mucoid secrctio . 
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fied cells are signiScantly reduced in number and non*comified cells show small 
nuclei predominating. Frequently they show a characteristic type of folding. 

G. Premenstrual phase (1-3 days) — ^this smear is a reflection of the waning 
hormonal production and is generally thinner and less rich in cells. There may 
be a moderate increase in comified cells and erythrocytes may be present. 

Figure 1 illustrates the cytological changes occurring in the menstrual cycle 
of a patient of proved fertility. 

By means of serial studies of the vaginal secretion it has been possible to 
recognize at least 4 distinct types of amenorrhea. They are as follows : 

A. The atrophic, acyclic type: This is characterized by a uniformly atrophic 
smear in which the predominance of deep cells indicates virtual absence of estro- 


Hxy of Cycle 



TZt 



^ Kon-cor&ified cells 
with laree nuclei 

% Kon-cornlflel cells 
with nuclei 

JC Comified cells 


B Overt flow 

P.0« sPost-ovulatory rcAction in saaesr 
K sKid-teenstrual pain 

Pig. 1. Changes in the va^nal smear picture during a normal ovulatory cycle 


genic hormone production. This type of smear is seen in many cases of “pri- 
mary” amenorrhea and also occurs in “secondary” amenorrhea. 

B. The suhfunciional acyclic type: Here a variety of vaginal smear pictures is 
exhibited having, however, 2 common characteristics; they do not vary signifi- 
cantly from day to day, and they all reveal appreciable ovarian insufficiency. 
The cells are more developed than in the atrophic smear. Comified cells are 
absent or rare. This type of smear is characteristically seen in “secondary” 
amenorrhea. 

C. The suhfunciional cyclic type-. This group presents a fluctuating type of 
vaginal smear picture Avith recurring episodes of cyclic ovarian activity resulting 
in significant estrogenic hormone production and a high degree of comification. 
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hormones can be recognized both -Rdth respect to the structure of the rs^ 
epithelium and the vaginal secretion. 

In evaluating the vaginal smear picture, one should systematically make a 
note of the following characteristics: 

1. The size and shape of the epithelial cells and their staining properties. 

2. The size and shape of the nuclei and the details of their structure. 

3. The extent of cellular desquamation. 

4. The distribution of the cells whether discrete or in clumps. 

5. The amoimt and character of the accompanjdng mucus. 

6. The extent and character of the leucocytosis. 

7. The degree of cellular destruction as indicated by free nuclei. 

8. The presence of endometrial cells. 

9. The presence of red cells, either well presented or shadow forms, and fibrin. 

10. The bacterial content. 

Factors complicating the interpretation of the smear should he bom in irund, 
such as cervical erosions, endocervicitis and trichomonas. 

Evaluation of the normality of menstrual cycles may be facilitated by the col- 
lection of a series of slides covering a whole menstrual cycle from patients of 
proved feii,ilify. The writer favors the following system of dividing the mens- 
trual cycle into its significant episodes: 

A. The menstrual phase — this is the breakdown phase duringwhich desquama- 
tion usually involves the entire fxmctionalis and part of the intermediate zone. 
This generally lasts 4-5 days. 

B. The postmenstural phase (5-8 days) — during which there is a gradual 
change in the epithelium and vaginal smear under the influence of the growmg 
follicle. 

C. The preovulatory phase (2-3 days) — this is characterized by a sudden 

spuid; of estrogenic activity accompanied in the smear by striking and umallj 
progressive increase in the percentage of comified cells and a gradual clearing of 
the smear. . . 

D. The ovulatory peak (generally 1 day) — ^which is the expression of the heigh 
of follicular development just prior to ovulation. The secretion is thin, clear an 
leucopenic. There is a predominance of thin, wafer-like comified cells with smal , 


pyknotic nuclei. , , 

B. The postovulatory reaction (generally 1 day) — this is the surest avaua e 
guide for determining the time of ovulation. The better the cycle the s rper 
are the cjriological changes, which consist of leucocytosis, clumping, folding an 
curling of the cells, and generally, a reduction in the comified elements. 

F. The luteal phase (10-14 days)— may be divid^ into early 
lasting 3-4 days during which considerable comification is likely to pern ^ “ 
to the shedding of the upper comified layers previously built up un er e in 
ence of the estrogenic hormone; and late luteal phase which is the 
the increased growth and desquamation of the luteal epithelium 
the combined action of estrogen and progesterone. _ The cells are afau 
are usually present in thick clumps imbedded in a thick mucoid secret! 
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Androgenic hormones have a 2-fold action; in proper concentrations they can 
neutralize the peripheral effects of the estrogens on the endometrium and va- 
ginal epithelium, and their 2nd effect is the suppression of the gonadotrophic 
activity of the pituitary. Both of these effects are of practical importance in 
the management of certain menstrual disorders and the use of these hormones 
is most efficiently controlled by vaginal smear studies. 

(It is possible that I am wrong, but I have the impression that enthiwiasm for vaginal 
smear study as a practical diagnostic aid in gynecological practice is definitely less than it 
was some years ago. In spite of Shorr’s insistence on the simplicity of the method, its 
intelligent use except perhaps as an index of estrogenic activity, implies a degree of cyto- 
logical knowledge which few practicing gynecologists possess. Even the enthusiasts are 
willing to concede its very great limitations as an index of progesterone activity. It was 
at first urged by the enthusiasts that vaginal smear study should serve as a guide to estro- 
genic therapy in the menopausal 83mdrome, but it appears to have been definitely 
established that the vasomotor S 3 Tnptoma do not necessarily parallel the estrogen changes 
in the vagina, and that such symptoms often disappear before estrogen therapy brings 
about any great degree of cornification, just as they often disappear long before minary titre 
shows any great drop in the urinary gonadotrophes . The vasomotor symptoms themselves, 
and not the vapnal changes, should be the target of therapy. This is a very inadequate 
discussion of the whole question, and it is easy to see that I am something of a reactionary on 
this point. Personally I believe that endometrial biopsy, usually exceedingly simple from 
a technical standpoint, and far simpler and more satisfactory from the standpoint 
of microscopic evaluation, is a much better method for the study of ovarian hormonal 
function. — Eki.) 


MENSTRUAL DISORDERS IN HYPERTHYROIDISM 

Guillermo di Paola, 0. Siniscalco anp A. Casanova 
Bol. Soc. de obst. y ginec. de Buenos Aires, 26; 129-38, 1945. 

For a long time it has been known that therapeutic administration of thyroid 
stimulates ovarian function. According to Arrighi’s late experimental work, it is 
possible that small doses of thyroid stimulate the ovaries, while larger ones 
administered for a long period of time might depress ovarian activity. 

Most authors are inclined to believe that this thyro-ovarian relationship is 
maintained through the metabolic activity of the thyroid gland. 

In a statistical study the authors report the incidence and type of menstrual 
disorders obser\'ed in 82 patients presenting hyperthyroidism or thyrotoxicosis, 
which they were able to follow up. These cases were divided into the following 
groups: (1) Exophthalmic goiter (49 cases); (2) Toxic adenoma (19 cases; and 
(3) Hyperthyroidism without goiter (14 cases). According to the severity of 
the symptoms, the cases were classified into slight hjperthyroidism (B.M.R. 
below plus 30), medium (B.M.R. between plus 30 and 50) and severe (B.M.R. 
above plus 50). 

Analysis of this study showed that (50 per cent of the cases did not show any 
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These episodes may occur at fairly regular intervals or may be widely spaced. 
This type of amenorrhea is, with few exceptions, limited to the "secondary” 
group. 

D. The hyperfunciional acyclic type: This is the least common type and, in the 
author’s experience, has been confined to the "secondary” amenorrheas. The 
vaginal smear shows a significant degree of cornification with no luteal transitions 
throughout the period of amenorrhea. 

This classification of amenorrheas by vaginal smear types can, either alone, or 
supplemented by urinaiy gonadotrophic hormone assays, provide a valuable 
guide to therapy. Thereapeutic measures are of 3 types: (1) general or correc- 
tional; (2) stimulative; and (3) substitutional. When general or correctional 
measures are employed, their effects on ovarian function can readily be evaluated 
by the vaginal smear. Stimulative therapy with gonadotrophins is admittedly 
unreliable. One factor responsible for some failures may be the absence of ade- 
quate criteria for estimating individual requirements. Such uncertainty can be 
resolved by the aid of the vaginal smear. At present, substitutional therapy is 
more generally employed for the management of amenorrhea. This consists in 
the cyclic administrations of estrogens alone or in combination with progesterone. 
In certain cases, the vaginal smear can provide information as regards the ad- 
ministration of substitutional therapy. 

One of the earliest applications of the vaginal smear method was its use in the 
management of the menopausal syndrome. The prevailing vaginal smear 
types at the menopause indicate the presence of significant ovarian insufficiency. 
The administration of adequate amounts of estrogen transforms the smear to the 
estrus type, with the amelioration of menopausal symptoms. The vaginal 
smear changes which thus occur are among the simplest from the histological 
point of view and should present little difficulty in evaluation. 

The utilization of the vaginal smear method in the management of infertility 
and the menometrorrhagias requires more experience than is necessary for its use 
in the menopause and in amenorrhea. In studying vaginal smears for infertilitj 
of functional origin, 3 types of anovulatory cycles are most frequently encoun- 
tered. The first is characterized by a uniform vaginal smear picture throughout 
the cycle with cytological characteristics indicative of gross ovarian insufficiency. 
The 2nd type simulates the picture seen in an atrophic acyclic amenorrhaic sub- 
ject. The 3rd variety of anovulatory cycle is marked by a persistently big 
degree of cornification throughout the cycle with no signs of postoYTilatoiy re 
action or luteal phase. 'When infertility is due to the male partner and artificifl 
insemination is used, the vaginal smear can aid in determining the appropna e 
time for the procedure and reduce the number of inseminations necessary. _ 

Meno- and metrorrhagia present some of the most difficult problems hot m 
diagnosis and management. The most reliable present form of treatment con 
sists of the premenstrual induction of a well developed secretoiy endoraetnum 
the administration of adequate amounts of progesterone and the interruption 
therapy 2 to 3 days before the e.xpected flow. The effects of progesterone 
readily recognized in the vaginal smear. 
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dometriosis has been succes^idly treated by castration. The clinical impression 
esdsts that oral estrogens increase the pain of residual endometriosis. The fol- 
lowing case is presented because the patient showed a more objective symptom 
than pain. 

The patient, a 36 year old woman, was first seen with the complaint of tarry 
stools. Bleeding from the bowel had begun 3 years previously, since which time 
all investigations as to the source of bleeding had been fruitless. She was given 
repeated transfusions and an operation was performed. No cause for the bleed- 
ing was found in the upper gastrointestinal tract. The patient-was readmitted 
several times, requiring many transfusions and a second exploratory laparotomy 
was performed without positive findings. Proctoscopy was repeatedly negative. 

It was then noticed that the bleeding episodes corresponded to the time of the 
menstrual periods and, after gynecologic consultation, an operation again was 
performed. Small areas of endometriosis were foimd high on the rectum. Both 
ovaries and the uterus were removed. 

The patient was well until menopausal symptoms occurred and diethylstil- 
bestrol was given. After a few days of this therapy, she fainted, vomited and was 
readmitted with rectal bleeding. She was transfused and the stilbestrol therapy 
was discontinued. Permanent recovery has followed the discontinuance of this 
therapy, the menopausal symptoms being fairly well controlled by sedatives. 

(The opening sentence of this paper states that removal of both ovaries usually stops 
the progress of endometriosis, implying that there are exceptions to this sequence. A few 
have been reported, but always one doubts whether some ovarian tissues have not remained 
behind in the patient, either in the pelvis or elsewhere, simply because such an occurrence 
is so contrary to universal experience as well as to what we know about the dependence of 
endometrial growth upon ovarian function. A great many years ago the British 
gynecologist, Doran, reported a case in which menstruation persisted after complete re- 
moval of both ovaries. Some years later, however, he was spunky enough to report that 
this patient was later delivered of a baby, which is pretty good proof that some ovarian 
tissue was still present. It is conceivable, perhaps, that some extra-ovarian source of 
estrogen, such as the adrenal cortex, naight keep up the growth of residual endometriosis, 
as it appears at times to cause postmenopausal activity in the uterine mucosa itself. To 
my mind, this would be a more plausible explanation than to speculate that the growth 
characteristics of the endometrium “become irreversible”. 

However, one can logically expect that the administration of estrogens would reactivate, 
though only temporarily, endometrial lesions wherever they may be, as in the case reported 
by Faulkner and Riemenschneider. If a woman is castrated at the age of 20, for example, 
and estrogenic therapy in sufficient dosage be given at the age of 90, it should be possible to 
produce striking proliferation of the endometrium. For that matter, if the estrogen is 
followed in proper sequence and dosage by progesterone, a perfect simulation of a menstrual 
histolopcal cycle can be produced, and exactly this type of clinical experiment has been 
reported by Clauberg and others. 

When a woman is left with a residual endometriosis in the pelvis, estrogen therapy for 
postmenopausal symptoms should be used sparingl 3 ' and interruptedly, or perhaps better 
not at all, testosterone being substituted. Where the residual tissue is located in the 
intestinal wall, in which location reactivation might mean external hemorrhage, the contra- 
indication to estrogen therapy is all the greater. — ^Ed.) 
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menstrual irregularity. Menstrual disorders were observed in the remaming 40 
per cent, much more frequently in the group of severe thyrotoxicosis, which in- 
cluded by far the largest number of cases (61 per cent), and mainly in patients 
with toxic adenoma. 

The menstrual disorders w'ere chiefly hypomenorrhea (60 per cent) and amenor- 
rhea (22 per cent). The simple finding of hypomenorrhea, however, does not 
necessarily indicate ovarian insufficiency — except when it precedes amenorrhea— 
since other causes, such as endometrial or vascular conditions, may be responsible 
for it. When amenorrhea appears as the first symptom of thyrotoxicosis, it may 
be due to the same neuro-psychic factor which caused the latter. 

The menstrual disorders in hyperthyroidism progress according to the nu- 
tritional state and metabolic changes of the patient. 

As a matter of fact, in the cases which underwent operation (thyroidectomy) 
almost always an improvement or cure of the menstrual disturbances w'as noted. 

The results of this statistical study do not agree with the classical concept 
which admits the incidence of menstrual irregularities in the majority of women 
with hyperthyroidism, although they do prove the well known fact that menstrual 
disorders occur more frequently in the severe forms of the disease. 

(This study appears in general to bear out the dictum laid down many years ago by 
Hertoghe that hyperthyroidism is more likely to bring about scantiness or abaonco of 
menstruation than excess of the flow, while the reverse is true of hypothyroidism. How- 
ever, there are many individual exceptions to this general rule. For example, hypothyroid- 
ism is certainly to be found in some, though not the majority of cases of endocrinopalbic 
amenorrhea. As a matter of fact, we know very little as to the interrelations between the 
thyroids and the gonads, though everyone, certainly practically every clinician, believes 
them to be important. Nor do we know whether this relation is a direct one between the 
two endocrine glands or whether it is mediated through the pituitary, as is more likely. 
Thyroid therapy in functional gynecological disorders is most often on an empirical basis. 
It is curious, and rather amusing, that this empiric therapy probably yields more frequent y 
satisfactory results than the employment of ovarian and gonadotropic substances for I c 
attempted correction of aberrations in the reproductive endocrinology concerning whic 
we think we have learned so much. — Ed.) 


REACTIVATION OF EMDOMETRIOSIS BY STILBESTROL THERAPY 

R. L. Faulkner and E. A. Riemenschneider 
Am. J. Obst. & Gynec., 60: 560-61, 1945 

Removal of both ovaries usuaUij stops the progress of endometriosis and rc 
suits in recession of residual lesions not removed at operation. ^ In, certain m 
stances growth characteristics of the lesions apparently become irreversi e e 
fore operation is peiformed. However, some interest attaebt^ to the ques i 
of ovarian hormonal therapy for menopausal symptoms in patients in w om 
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sufficiently large doses of any estrogen— in functional bleeding. As Bickers says, this would 
apply more particularly to the common "anovulatory” type. 

Making use of this primarily effective action of large estrogen dosage in the immediate 
control of bleeding, various other investigators, especially Hamblen, have developed 
rather elaborate plans of so-called cyclic therapy, employing both estrogens and 
progesterone, according to the schedule described in Bickers' paper. While the results, at 
least in my own bands, have not been nearly as infallible as would appear from some re- 
ports, and wWle simpler and less expensive plans give satisfactory results in perhaps the 
majority of cases seen clinically, this cyclic plan should certainly be a part of the 
gynecolopst's armamentarium in the difficult and distressing problem of treatment of the 
more severe cases. — ^Eld.) 


ORAL THERAPY WITH ETHINYL ESTRA.DIOL IN THE MENOPA.USE 

H. WlESBA-DER ANB W. FILLER 
Am. .1. Obst. & Gynec., 61; 75-81, 1946 

A series of 53 -women -witb menopausal symptoms -was treated with ethunyl 
estradiol. All were satisfactorily relieved 6 to 9 days after institution of therapy. 
The initial treatment plan, which called for 0.05 mg of ethinyl estradiol 3 times 
daily, was abandoned since side effects occurred in 6 patients. By reducing the 
daily dose to 0.05 mg., gastrointestinal disturbance could be eliminated com- 
pletely. Consequently, the initial daily dose in aU patients was changed to 0.05 
mg. This dose was tolerated well without exception'and could be increased -with 
impunity. The optimal therapeutic amount was given for 3 -to 4 weeks after 
which the daily dose was reduced to a maintenance level. 

Repeated vaginal smear studies were carried out in all cases. Preliminary 
vaginal smears in the majority of instances revealed markedestrogen deficiency. 
Smears studied when patients were changed to the piaintenance dose usually 
showed good connfications. However, not in all cases did the smear picture 
parallel the subjective response. Premedication endometrial studies of 10 pa- 
tients revealed an atrophic endometrium in 5 instances and some degree of pro- 
liferation in the other 5. Specimens taken between 14 and 20 days after initia- 
tion of therapy showed a cystic and glandular hyperplasia in one instance and 
good proliferation in all others. Preliminary urinary prolans were present and 
estrogenic hormones absent in 10 cases investigated. 

Clinical results of other investigators with ethinyl estradiol in climacteric 
patients are discussed. It is concluded that the new hormone is very effective 
when administered by mouth. There is complete absence of side reactions if 
minimal effective doses are administered. 2 figures. 

^ (Since it is unquestionably an effective eBtrogen, it is not surprising that ethinyl estra- 
diol, like many other estrogenic products, hormonal or non-hormonal, gave such satisfactory 
treatment in this group of menopausal cases. By the same token, it may be taken as for 
granted that any good estrogenic preparation on the market today — and the Biological 
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ETHII^ ESTRADIOL IN THE TREATMENT OF METRORRHAGIA 


William Bickers 

Am. J. Obst. & Gyneci, 61: 100-03, 1946 


Approximately | of the patients seen in private practice with acyclic bleeding 
from the uterus have an organic basis for that bleeding. The other half bleeda 
from the uterus as a result of abnormal physiology in the pituitary-ovarian en- 
dometrium cycle. The latter group must be subdivided into 2 groups: (1) those 
who bleed from a secretory phase endometrium and who are essentially normal 
endocrinologically, and (2) the patients in whom the bleeding comes from a pro- 
liferative phase endometrium. The second group are candidates for treatment 

by endocrine therapy. _ , 

A series of 12 patients suffering from anovulatory metrorrhagia were treated 
with ethinyl estradiol, 0.3 mg. administered daily for 20 days. Prog^terone 
(5 mg.) was administered daily by hypodermic injection on the last 5 ays o 
ethinyl estradiol administration. Uterine bleeding stopped in all cases excep 
one within 6 days after starting treatment. When the ethinyl estra 
gesterone 20-day treatment was stopped, all patients ^ 

days. On the 5th day from the onset of this induced bleeding episode, the V 

treatment was resumed and. another bleeding episode occurred m aU pa lenis 
within 5 days after completing the 2nd cycle of treatment. A 3r eye e o 
ment was administered in the same maimer. Follow-ups were ma e rom 


12 months after treatment. , „ - „„^nnrfihlc 

It is concluded that ethinyl estradiol in oral dose of 0.3 mg. is 
to diethylstilbestrol in oral dose of 5 mg. in so far as control of tvpes 

ing is concerned. The incidence of regular cyclic bleedmg following 
of treatment ia about the same. However, the ovulabon salvage » 
estradiol group (35 per cent) was distinctly better than that in 
bestrol treated group (16 per cent). 

(It is a curious thing to note the change of opinion uterine bleeding, 

recent years as regards the role of estrogens in the treatment “"^^fd^Tgnatod by 

more particularly the group discussed 

Schroder as metropathia hemorrhagica. The oversimplified ® • P j estrogen and an 

of such bleeding has been that it is due to a relative excess or ^^eehnnism, 

libsence of progesterone. It seemed wrong to give estrogen of the 

and the more common methods of treatment were dire v administration of 

taking pnogetamno » .hn ” S 

testosterone. It was cominonly accepted up the endometrium ivnlh 

Pstronen level, and while these might be prevented by P>f°PP'"e ^ jj^factorystop-gaP- 
estrogens in rather large doses, this method ^^0 administration of large 

Certainly for the prompt cessation of long other hormonal measme. 

doses of such estrogens as stilbestrol is far effect criticized by many for 

Although it may not be indelicate to say J*® j. Reserves the credit forcmplm- 
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state he has found them 35 times among 79 biopsiM; in the estrin-lutein state, 
62 tiTTipq among 77 biopsies. In 6 of the last group, the absence of spiral arterioles 
can be explained by the smallness of the biopsy fragment. 

The spiral arterioles can, in certain instances, present qualitative histological 
modifications. The thickening of fibro-elastic perivascular matter is frequently 
accompanied by a fibrous reaction of the chorion. This state exists nearly al- 
ways in intermediary follicular states. 

Deciduiform transformation is characterized by a modification of the chorionic 
cells which augment in size and fill with glycogen. This state has been brought 
about by injection of large doses of progesterone. The author has never found 
this state of deciduiform transformation in the intermediary follicular state. He 
has seen it in 17 out of 77 cases of the estrin-lutein state. 

In conclusion, it can be said that the development and growth of spiral arte- 
rioles is secondary to the activity of the corpus luteum and to the action of pro- 
gesterone associated with that of estradiol. It seems logical to allow that the 
estrogens alone are incapable of producing the differentiation of spiral arterioles; 
this information may be important from the point of view of cytohormonal ex- 
ploration. 


GROWTH OF CORPUS LUTEUM IN RATS DURING PREGNANCY AND 
FOLLOWING INJECTIONS OF TESTOSTERONE 

N 

G. L. Laquer and P. Koets 
Proe. Soc. Exper. Biol. & Med., 60: 239-45, 1945 

A total of 306 female rats belonging to the Stanford strain of albino rata were 
used in this study. Only those rats with vaginal estrus cycles of 4 to 6 days were 
used. The ages of the animals varied from 90 to 150 days. Control values were 
obtained from 65 rats which were killed within 24 hours after the disappearance 
of vaginal estrus. Eighty-two rats were used for the analysis of corpora lutea 
during pregnancy. To 118 rats testosterone propionate was given subcutane- 
ously, the initial treatment being given during late estrus after comified cells 
had been present in the smear for at least 15 hours. Two dosage levels were 
used; some of the rats received 0.5 mg. daily and others received 2.5 mg. daily. 

The 3 weight curves of corpus luteum in pregnant rats, in rats receiving 0.5 
mg. testosterone propionate and in rats receiving 2.5 mg. are essentially the same, 
indicating that the corpus lutemn grows in the same fashion during periods of 
testosterone injections as it does during the course of pregnancy. 

It is observed that the total lipids in the pregnant rat show a slight decrease 
during the first 16 days followed by a marked rise at the 18th day of pre^ancy. 
About 2 days following littering tWe is a drop in total lipids which lasts a few 
days and is followed by a second rise. 
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Division of the Federal Pore Food and Drug Bureau reports that practically every 
estrogenic preparation on the market actually has the estrogenic content and potency reprc* 
sented by its label— will have the characteristic estrogenic proliferative effect upon the 
vaginal mucosa, the endometrium and the urinary hormones. 

For practical purposes, therefore, there is no need to control therapy with vaginal smears 
or urinary hormone titres as was done in the present study, interesting though these may be. 
This is especially true since such studies often show a lack of parallelism with the clinical 
results, as the authors themselves found, and as many previous investigators have reported. 
The practical target for therapy, more trustworthy than vaginal smears or urinary studies, 
is furnished by the vasomotor symptoms themselves, but certainly not by such symptoma 
as nervousness, irritability and headaches. In the absence of the actual hormone-with- 
drawal vasomotor symptoms, these more indefinite middle-age manifestations are rarely 
menopausal, and will not be helped by the injudicious administration of estrogens. Ifeel 
very strongly that estrogens should be used only when and if the vasomotor symptoms are 
really troublesome, that the doctrine of fixed or maintenance dosage is a pernicious one, 
and that the “prophylactic” use of estrogens advocated by some is illogical anu possibly 
harmful . Moreover, by keeping up a sort of substitutional ovarian function, I believe that 
the prolonged use of so-called maintenance doses may actually prolong the duration of the 
menopause. However, I have elaborated on these points previously and will imdoubtedly 
have occasion to comment on them in the future. — Ed.) 


MODIFICATIONS IN THE SPIRAL ARTERIOLES OF THE UTERINE 
MUCOSA IN THE LIGHT OF CYTOHORMONAL EXPLORATION 


A. Liesse 

Gyn6c. et obst,, 44; 223-25, 1945 


The physiological problem of menstruation is not only hormonal but it admits 
a local vascular determinism. Others have emphasized the importance of the 
problem of vascular physiology laid down by menstrual hemorrhage. Certain 
writers have shown secondary vascular modifications with the intrauterme in- 
stillation of zinc chloride. It seemed of interest to the author to imdertake a 
systematic study of the frequency of spiral arterioles in the 100 latest endo- 


uterine biopsies at the gynecological clinic. 

The vascularization of the uterine mucosa is composed of 2 types of arteries. 
(1) arterioles of long course, called spiral; and (2) arteries of short course whic 
do not extend beyond the basal or compact layer of the mucosa. The spira 
arterioles present modifications in the course of the genital cycle; the secon 
group does not present very characteristic ones. . 

It is known that, following the action of progesterone, the conjunctival spmes 
distort the wall with glandular tubules (estrin-lutein state). When 
junjunctival spines are well formed, one nearly always finds well differentia 

spiral arterioles. j-fToront 

The present systematic study of spiral arterioles has been made at Oiiieren 

stages of development of the uterine mucosa. The author has never encountere 
spiral arterioles in the follicular state of the mucosa; in the intermediary foUicuia 
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state he has found them 35 times among 79 biopsira; in the estrin-lutein state, 
62 times among 77 biopsies. In 6 of the last group, the absence of spiral arterioles 
can be explained by the smallness of the biopsy fragment. 

The spiral arterioles can, in certain instances, present qualitative histological 
modifications. The thickening of fibro-elastic perivascular matter is frequently 
accompanied by a fibrous reaction of the chorion. This state exists nearly al- 
ways in intermediaiy follicular states. 

Deciduiform tranrfonnation is characterized by a modification of the chorionic 
cells which augment in size and fill with glycogen. This state has been brou^t 
about by injection of large doses of progesterone. The author has never found 
this state of deciduiform transformation in the intermediary follicular state. He 
has seen it in 17 out of 77 cases of the estrin-lutein state. 

In conclusion, it can be said that the development and growth of spiral arte- 
rioles is secondary to the activity of the corpus lutemn and to the action of pro- 
gesterone associated with that of estradiol. It seems logical to allow that the 
estrogens alone ate incapable of producing the differentiation of spiral arterioles; 
this information may be important from the point of view of cytohormonal ex- 
ploration. 


GROWTH OF CORPUS LUTEUM IN EATS DURING PREGNANCY AND 
FOLLOWING INJECTIONS OF TESTOSTERONE 

S 

G. L. Laquer and P. Koets 
Proc. Soc. Exper. Biol. & Med., 60: 239-45, 1945 

A total of 306 female rats belonging to the Stanford strain of albino rats were 
used in this study. Only those rats with vaginal estrus cycles of 4 to 6 days were 
used. The ages of the animals varied from 90 to 150 days. Control values were 
obtained from 65 rats which were killed within 24 hours after the disappearance 
of vaginal estrus. Eighty-two rats were used for the analysis of corpora lutea 
during pregnancy. To 118 rats testosterone propionate was ^ven subcutane- 
ously, the initial treatment being given dining late estrus after coniified cells 
had been present in the smear for at least 15 hours. Two dosage levels were 
used; some of the rats received 0.5 mg. daily and others received 2.5 mg. daily. 

The 3 weight curves of corpus luteum in pregnant rats, in rats receiving 0.5 
mg. testosterone propionate and in rats receiving 2.5 mg. are essentially the same, 
indicating that the corpus luteum grows in the same fashion during periods of 
testosterone injections as it does during the course of pregnancy. 

It is observed that the total lipids in the pregnant rat show a slight decrease 
during the first 16 days followed by a marked rise at the 18th day of pre^ancy. 
About 2 days following littering there is a drop in total lipids which lasts a few 
days and is followed by a second rise. 
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Division of the Federal Pore Food and Drug Bureau reports that practically every 
estrogenic preparation on the market actually has the estrogenic content and potency repre- 
sented by its label — will have the characteristic estrogenic proliferative effect upon the 
vaginal mucosa, the endometrium and the urinary hormones. 

For practical purposes, therefore, there is no need to control therapy with vapnal smears 
or urinary hormone titres as was done in the present study, interesting though these may be. 
This is especially true since such studies often show a lack of parallelism with the clinical 
results, as the authors themselves found, and as many previous investigators have reported. 
The practical target for therapy, more trustworthy than vaginal smears or urinary studies, 
is furnished by the vasomotor symptoms themselves, but certainly not by such symptoms 
as nervousness, irritability and headaches. In the absence of the actual hormone-with- 
drawal vasomotor symptoms, these more indefinite middle-age manifestations are rarely 
menopausal, and will not be helped by the injudicious administration of estrogens. 1 feel 
very strongly that estrogens should be used only when and if the vasomotor symptoms are 
really troublesome, that the doctrine of fixed or maintenance dosage is a pernicious one, 
and that the "prophylactic” use of estrogens advocated by some is illogical anu possibly 
harmful. Moreover, by keeping up a sort of substitutional ovarian function, I believe that 
the prolonged use of so-called maintenance doses may actually prolong the duration of the 
menopause. However, I have elaborated on these points previously and will undoubtedly 
have occasion to comment on them in the future. — Ed.) 


MODIFICATIONS IN THE SPIRAL ARTERIOLES OF THE UTERINE 
MUCOSA IN THE LIGHT OP CYTOHORMONAL EXPLORATION 


A. Liesse 

Gyn6c. et obst., 44; 223-25, 1945 


The physiological problem of menstruation is not only hormonal but it admits 
a local vascular determinism. Others have emphasized the importance of the 
problem of vascular physiology laid down by menstrua] hemorrhage. Certam 
witers have shown secondaiy vascular modifications with the intrautenae in- 
stillation of zinc chloride. It seemed of interest to the author to undertake a 
systematic study of the frequency of spiral arterioles in the 100 latest endo- 
uterine biopsies at the g 3 mecological clinic. 

The vascularization of the uterine mucosa is composed of 2 types of arteries. 
(1) arterioles of long course, called spiral; and (2) arteries of short course whic 
do not extend beyond the basal or compact layer of the mucosa. The spira 
arterioles present modifications in the course of the genital cycle; the secon 
group does not present very characteristic ones. 

It is known that, following the action of progesterone, the conjunctival spines 
distort the wall with glandular tubules (estrin-lutein state). When 
junjunctival spines are well formed, one nearly always finds well differentia 


spiral arterioles. i 

The present systematic study of spiral arterioles has been made at 
stages of development of the uterine mucosa. The author has never encoim e 
spiral arterioles in the follicular state of the mucosa; in the intennediaiy follicuia 
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state he has found them 35 times among 79 biopsira; in the estrin-lutein state, 
62 times among 77 biopsies. In 6 of the last group, the absence of spiral arterioles 
can be explained by the smallness of the biopsy fragment. 

The spiral arterioles can, in certain instances, present qualitative histological 
modifications. The thickening of fibro-elastic perivascular matter is frequently 
accompanied by a fibrous reaction of the chorion. This state exists nearly al- 
ways in intermediary follicular states. 

Deciduiform tran^ormation is characterized by a modification of the chorionic 
cells which augment in size and fill with glycogen. This state has been brou^t 
about by injection of large doses of progesterone. The author has never found 
this state of deciduiform transformation in the intermediary follicular state. He 
has seen it in 17 out of 77 cases of the estrin-lutein state. 

In conclusion, it can be said that the development and growth of spiral arte- 
rioles is secondary to the activity of the corpus luteum and to the action of pro- 
gesterone associated with that of estradiol. It seems logical to allow that the 
estrogens alone are incapable of producing the differentiation of spiral arterioles; 
this information may be important from the point of view of tytohormonal ex- 
ploration. 


GROWTH OF CORPUS LUTEUM IN RATS DURING PREGNANCY AND 
FOLLOWING INJECTIONS OF TESTOSTERONE 

s 

G. L. Laquer and P. Koetb 
Proc. Soc. Exper. Biol. & Med., 60: 239-15, 1945 

A total of 306 female rats belonging to the Stanford strain of albino rats were 
used in this study. Only those rats ■with vaginal estrus cycles of 4 to 6 days were 
used. The ages of the animals varied from 90 to 150 days. Control values were 
obtained from 65 rats which were killed -within 24 hours after the disappearance 
of vaginal estrus. Eighty-two rats were used for the analysis of corpora lutea 
during pregnancy. To 118 rats testosterone propionate was ^ven subcutane- 
ously, the initial treatment being given diuing late estrus after comified cells 
had been present in the smear for at least 15 hours. Two dosage levels were 
used; some of the rats received 0.5 mg. daily and others received 2.5 mg. daily. 

The 3 weight curves of corpus luteum in pregnant rats, in rats receiving 0.5 
mg. testosterone propionate and in rats recei-ving 2.5 mg. are essentially the same, 
indicating that the corpus luteum grows in the same fashion during periods of 
testosterone injections as it does during the course of pregnancy. 

It is observed that the total lipids in the pregnant rat show a slight decrease 
during the first 16 days followed by a marked rise at the 18th day of pre^ancy. 
About 2 days following littering there is a drop in total lipids which lasts a fe-w 
days and is followed by a second rise. 
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The values for cholesterol and ketosteroids, the latter calculated as progester- 
one, show that the ketosteroid fraction rises only slightly during the first half of 
pregnancy when progesterone action on the tissue is marked, while it increases 
sharply during the second half, reaching its highest concentration at about the 
day of littering. The concentration of cholesterol follows a pattern similar 
to that of ketosteroid except that it actually decreases during the first half of 
pregnancy. 

Comparison of the results permits the authors’ conclusion that the changes in 
weight and in chemical composition of the corpus luteum in experimentally in- 
duced hypertrophy are essentially the same as those occurring in untreated rats 
during the course of pfegnancy. 


VAGINAL RESPONSE TO ADRENAL STIMULATION 

Joseph Schiller (Introduced hy F. H. Pratt) 

Proc. Soc. Exper. Biol. & Med., 60: 207-10, 1945 

In this study, young female rats of the Long-Evans strain were injected daily 
for 5 days with adrenocorticotrophic hormone (ACTH). Hepatectomy was 
performed by making an incision parallel to the ribs and extirpating the median 
and lateral left lobes. Grafting of the adrenals was done by suturmg both glands 
to the spleen. All sections were stained with hematoxylin-eosin and vaginal 
smears were taken by the lavage method. 

The administration of ACTH to normal females gave inconclusive results. 
Although the estrous phase seemed in some instances to be prolonged, since the 
diestrous phase was unaffected, it was concluded that ACTH was ineffective in 
normal female rats. 

On the assumption that the liver might inactivate part or all of the estrogenic 
substances released by the adrenal cortex, further experiments were performed on 
partially hepatectomized rats. After this procedure, 12 out of 15 animals went 
into the condition known as “constant subestrus" characterized by the predom- 
inance of epithelial cells in the vaginal smear. The injection of ACTH into these 
responsive ones induced full comification, indicating that the stimulated adrenals 
can supplement the estrogenic substances sufficiently to induce full estrus. 

In order to eliminate the possibility that the injected ACTH had stimulate 
the pituitary gland to release gonadotropins, 5 partially hepatectomized rats in 
constant subestrus were ovariectoraized and injected with ACTH for 10 days. 
The vaginal smear continued to show* epithelial and comified cells throughou 

the experiment. c- „ of 

Ten non-hepatectomized female rats were subjected to autoplastic grauuig 
the adrenals into the spleen. If the liver does inactivate estrogens, then t^ 
vaginal smear ought to reflect the same condition as that of adrenalectomizeo 
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animals. Contrary to expectations, 9 animals went into “constant estrus,” 
the comified cells being predominant. 

It is concluded that in partially hepatectomized young female rats the ad- 
ministration of AGTH induces the release of small amormts of hormone from the 
adrenal cortex, affecting the sex organs. 1 figure. 


ABE ANTIHORMONES FORMED DURING PREGNANCY? 

J. H. Leathem and a. E. Raeoff 
Am. J. Obst. & Gynec., 61: 97- 99, 1946 

Although it would appear that antihormones against pregnancy urine extracts 
do not develop during pregnancy, the fact that a prolonged amenorrhea occurs 
in some cases following parturition led the authors to reinvestigate the anti- 
honnone problem. The results of their investigations showed that gonado- 
trophins of homologous source are not antigenic and no evidence is available for 
an antihormonic cause- of amenorrhea following parturition. 

The sera from 10 patients, 2 to .4 weeks postpartum, were tested for the presence 
of antigonadotrophic substances against chorionic gonadotrophin and human 
pituitary. All tests were uniformly negative. 

(Everyone will remember the mild furore and bewilderment excited by the publication 
of CoUip’a paper on antihormones some years ago. The validity of this doctrine is still 
a matter of doubt, and it has been seriously questioned by very competent investigators, 
such as Zondek and Suls. Moreover, even an apparently antihormonal action has not 
been demonstrated vsith some of the hormones with which the gynecologist is chiefly con- 
cerned, such as the estrogens and thyroid. It is of interest that Leathem and Rakoff were 
not able to find any evidence of antihormones against the chorionic gonadotrophins of 
pregnancy. Certainly we can still feel, on the basis of existing evidence, that the amenor- 
rhea of pregnancy is an endocrine effect and is not an evidence of sntihormone 
production. — ^Ed.) 


HORMONAL MODIFICATIONS OF SOCIAL BEHAVIOR; THE EFFECT 
OF SEX- HORMONE ADMINISTRATION ON THE SOCIAL STATUS 
OF A MALE-CASTRATE CHIMPANZEE 

G. Clark and H. G. Birch 
Psychosom. Med., 7: 321-29, 1945 

The authors have studied the effects of male and female se.x-hormone adminis- 
tration on the dominance status of a male-castrate chimpanzee in a food com- 
petition situation. The animal with which the castrate was paired was in intact 
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male of approximately the same size and age as the treated subject. Methyl 
testosterone and alpha estradiol were the drugs of choice and the daily dosages 
during the periods of administration were 50 mg. and 2 mg., respectively, for 
methyl testosterone and alpha estradiol. 

The experiments yielded the following results: 

(1) The dominance status of the castrate was enhanced by male sex-hormone 
therapy. 

(2) The castrate assumed subordinate status as a result of the administration 
of female sex-hormone. 

(3) Well established habits of social response were acquired by the animals 
and these tended to persist after cessation of hormone administration. 

(4) The persistent habits of response could be modified and eventually re- 
versed by appropriate hormone treatment. 

At present, inforination on the mechanism involved in the hormonal modi- 
fication of behavior is too scant to permit the drawing of final conclusions. How- 
ever, the deleterious effect of the female sex-hormone on the dominance status 
of the castrate male chimpanzee seems to warrant the tentative conlusion that 
the differences which have been found to exist between the chimpanzee and other 
primate species in relation to the question of sexual status and dominance are 
the products not of differential hormonal action, but of other factors as yet only 
sketchily perceived. 

(If one may be pardoned a flippant comparison to some of the present day methods of 
endocrine therapy, this study might suggest that dominance status of a hen-pecked husban 
could be enhanced by male sex-hormone therapy; that is, if he has been previously castra- 
ted. — ^Ed.) 



THE MENSTRUAL CYCLE 


MENSTRUATION, ITS DISORDERS AND THEIR TREATMENT 

John Rock 

New England J. Med., 233: 817-24, 1945 

The consideration of menstruation presented in this paper is organized as 
follows: factors in normal menstruation, character of normal menstruation, dis- 
order in frequency of flow, disorder in duration or amount of flow, disorder in 
frequency, duration and amoimt of flow and treatment. 

Factors in Normal Menstruaiion — ^Normal menstruation involves 2 separate 
endometrial processes. One is the cytologic development of this tissue from a 
proliferatory to a secretory membrane which then changes to a predecidua. 
The second process is the establishment of the bleeding potential, the activation 
of which causes the destruction of the superficial portion of the predecidua. 

Proliferation is known to be the effect of estrogen from the growing follicles. 
Secretion is the result of the addition of gradually increasing amounts of pro- 
gesterone from the young corpus luteum. The predecidua is the result of the 
prolonged action of both these hormones and represents the extent to which the 
imperfect corpus luteum of futile ovulation can transform the uterine lining into 
the decidua of pregnancy. 

The author describes the bleeding potential as the susceptibility of highly 
differentiated arterioles to products of endometrial catabolism. The combined 
influence of the estrogen and progesterone establishes the ability to bleed as a 
normal property of the predecidua. However, progesterone is not essential to 
the process of flow and this frequently is evolved in the nonsecretory, merely 
prolierative, endometrium. In man, disappearance of the predecidua without 
activation of the bleeding potential is not to be expected. Among several thou- 
sand patients, the author has seen only one case in which a full secretory en- 
dometrium was changed to a subsequently proliferating tissue without an inter- 
current bloody flow. Activation of the bleeding potential is dependent on a 
critical change in the absolute or proportional amoimts of the various estrogens. 
The critical change, in normal menstruation, is made when progesterone which 
has quickly followed or been active concurrently uith an estrogen is withdrawn. 

Factors, other than hormonal, that influence bleeding are clotting qualities 
of blood, nature and rapidity of tissue-repair processes, venous congestion, in- 
flammatory hyperemia, uterine muscle contraction, and, subordinately, elements 
of diet or hygiene. 

Character of Normal Menstruation . — Many forms of catamenia must be con- 
sidered normal, although they differ from the pattern considered to represent 
perfect menstruation. However, the term "normal menstruation” should be 
limited to that which follows o^aflation. In no woman are the menstrual cycles 
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male of approximately the same size and age as the treated subject. Methyl 
testosterone and alpha estradiol were the drugs of choice and the daily dosages 
during the periods of administration were 50 mg. and 2 mg., respectively, for 
methyl testosterone and alpha estradiol. 

The experiments yielded the following results: 

(1) The dominance status of the castrate was enhanced by male sex-hormone 
therapy. 

(2) The castrate assumed subordinate status as a result of the administration 
of female sex-hormone. 

(3) Well established habits of social response were acquired by the animals 
and these tended to persist after cessation of hormone administration. 

(4) The persistent habits of response could be modified and eventually re- 
versed by appropriate hormone treatment. 

At present, infomiation on the mechanism involved in the hormonal modi- 
fication of behavior is too scant to permit the drawing of final conclusions. How- 
ever, the deleterious effect of the female sex-hormone on the dominance status 
of the castrate male chimpanzee seems to warrant the tentative conlusion that 
the differences which have been foimd to exist between the chimpanzee and other 
primate species in relation to the question of sexual status and dominance are 
the products not of differential hormonal action, but of other factors as yet only 
sketchily perceived. 

(If one may be pardoned a flippant comparison to some of the present day methods of 
endocrine therapy, this study might suggest that dominance status of a hen-pecked husban 
could be enhanced by male sex-hormone therapy; that is, if he has been previously castra- 
ted. — ^Ed.) 
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Disorder in Frequency, Duration and Amount of Flow. — ^Aperiodomenorrhsa, by 
derivation, means immeasurability and therefore unpredictability of the onset, 
quality, quantity and duration of flow. This is frequently called “menome- 
trorrhagia”. 

Trealment . — ^Because there are no eSicient methods for controlling ovulation, 
in cases of oligomenorrhea and in most cases of polymenorrhea, nothing but 
hygienic measures and encouragement should be used. In polymenorrhea, when 
the shortening of the cycle is due to a premature decadence of the corpus luteum, 
daily increments of 0.1 or 0.2 mg. of diethylstilbestrol may be tried. General 
supportive measures must suffice in hypomenorrhea. 

In hjrpermenorrhea, as in aperiodomenorrhea, endometrial cancer must be 
ruled out. If hypermenorrhea is of a serious degree, anemia must be relieved, 
diet be perfected and pelvic congestion be alleviated. If these measures fail, 
progesterone or testosterone propionate may be tried. Since the condition is 
usually seen in women over 35, hysterectomy is not seldom the best cure. 

The hormonal treatment of amenorrhea and of aperiodomenorrhea is essen- 
tially the same. Progesterone is the honnone employed, ndth the addition of 
estrogen in cases of amenorrhea. 

(Rock has been a leading student of reproductive physiology, and bis present review is an 
excellent one. Especially trenchant, it seems to me, is his statement that, in addition to the 
purely cytological changes of the cycle, we must remember also that we deal with the far 
more diEBcult problem of bleeding potential. The former are fairly well known, being 
readily revealed by the microscope. The hormonal bleeding potentialities of any particular 
endometrium, on the other hand, are not to be explained by its histological structure, but 
by certain hormonal and vascular factors concerning which we still know comparatively 
little. It seems quite certain that this bleeding potential is a highly individual affair, 
depending on such intangibles as the activity and the degree of sensitivity or refractoriness 
of the woman’s pituitary and ovaries, a corresponding susceptibility or refractoriness of 
her endometrium to the ovarian hormones, the behavior of the endometrial blood vessels, 
the uterine blood vessels, and probably still other factors. 

Rock believes, as do most of us, that in women with moderately shortened or lengthened 
cycles, it is the preovulatory span which characteristically constitutes the variable, while 
the luteal phase is apparently of fairly constant duration, ordinarily about 2 weeks. Like 
most writers who know a good deal about menstrual endocrinology, he is obviously 
unenthusiastic about organic therapy. — Ed.) 


THE ANOVULATORY CYCLE AND MENSTRUATION 
Robert Meyer 

Am. J. Obst. & Gynec., 61: 39-47, 1946 

The uterine bleeding, called anovulatory cycle, does not appear at a definite 
point in the cyclical changes of the follicle and the endometrium. Interruption 
of the cj’cle in either causes bleeding both in the early and in the late time of the 
proliferation stage, and occasionally at any time m the luteal stage. 
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of constant length however frequently they may approach the rhythm of the 
lunar' month. Most normal cycles are within the range of 28.4 days. However, 
excursions beyond these limits were found to be not infrequent in a group of 100 
normal women. Of 600 cycles observed in these women, 16.5 per cent were 
were beyond the range of 24 to 32 days. In general, the period of menstruation 
lasts for not more than 7 days and not less than 3, and requires an average of 4 
napkins a day. In successive periods of flow the amount and duration of bleed-, 
ing and the quality of the discharge are variable in the absence of ovulation. 

Disorder in Frequency of Flow . — One distinguishing characteristic of normality 
is the periodicity of the recurrent cycles. Except in cases of extreme oli- 
gomenorrhea, whenever flow occurs aperiodically, one may be sure that ovulation 
is incomplete or more infrequent than are the phases of flow. Aperiodomenor- 
rhea is therefore abnormal because it bespeaks a failure of ovulation. As failure 
of ovulation is dysfunctional, this disorder is dysfunctional. Among the forms 
of functional, periodic flow are oligomenorrhea, polymenorrhea, h 3 rpomenorrhea 
and hyrpermenorrhea. 

Amenorrhea customarily is absence of menses for 4 months or longer. Amenor- 
rhea is essentially a gross dysfunction of ovulation. When pituitary failure is 
not evidenced by dysfunction of other endocrine glands, there is usually only 
partial lethargy of follicles. Although the follicle may approach normal size, 
the egg does not mature nor is the estrogen decrease sufficient to cause destmc- 
tion of the endometrium. 

Women who menstruate at long intervals, but always similarly, function 
normally during the 4 weeks preceding onset of flow but before this there is 
disruption of the reciprocal activity of the pituitaiy gland and the ovary. This 
condition is known as oligomenorrhea. 

Polymenorrhea is characterized by the periodic occurrence of the flow oftener 
than every 25th day. Biopsy studies reveal the following significant facts a mong 
these patients: - 

1. Almost all women who flow consecutively as early as the 21st day will be 
found to have only a proliferative endometrium. 

2. Those whose cycles lie between 22 and 24 days show in their endometrium, 
at the time of flow, a luteal influence of about 14 days’ duration 

3. Some women with such short cycles show less than a 14-day luteal influence, 
the endometrium is secretory but not of the ripe predecidual type. 

4. Occasional patients w'ho menstruate every 2 weeks are found to flow a 
ternately from a full secretory and late proliferative endometrium. 

Disorder in Duration and Amount of Flow . — Hypomenorrhea repre^nts a 
scanty flow of only one or 2 days’ duration. The endometrium is usually no 
as thick as is commonly found but this condition has not been found to cause 


Hvpermenorrhea (prolonged or voluminous phases of flow) may be par 
due to nonhormonal factors such as retardation of clotting and j 

Also, a hormonal disorder may be involved which is thought to be mainly 

luteal secretions. 
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a gynetologist, ■who will perhaps then tell the patient that she has been wrong. This is not 
said in a spirit of fiippancj', because certainly mere periodicity in itself is not the sole 
criterion of genuine menstruation. I mention these things simply to emphasize that there 
are two sides to the question, and the different hormone mechanisms involved, and the 
differences in ovarian and endometrial histologj' are not considered by many to be sufficient 
to separate them into two separate categories, menstruation and pseudo-menstruation. 
The term menstruation is of ancient vintage, and until our modem era of endocrinology, 
has always been a clinical one. The reason for the differences in -viewpoint are well ex- 
pressed in Meyer's statement that “the biologist thinks in terms of etiology and the 
gynecolopst in terms of ultimate ends.” Though not a biolopst, I have always been in- 
clined to the ■view that the designation of ano-vulatory menstruation is not necessarily 
incorrect. I have often used childbirth as an iUustration, and I do not think it far-fetched. 
The baby is usually delivered b)' the vertex mechanism, but if the mechanism is very dif- 
ferent, as in breech delivery, the process is still childbirth. However, I think I can imagine 
Dr. Meyer’s come-back to this comparison. — ^Ed.) 


THE RELATION OF THE THECA-CELLS TO DISTURBANCES 
OF THE IIENSTRUAL CYCLE 

A. CuUJlER 

J, Obst. & Gynaeo. Brit. Emp., 62: 546-58, 1945 

Theca-ceU proliferation may occur as part of the maturation process in the 
Graafian follicle. 

Theca-cell luteinization around atretic follicles may or may not be without 
clinical significance in o-vulatory cycles, but is nevertheless a part of the normal 
atretic process. Luteinized theca-cells exert an endocrine mSuence, the precise 
nature of which is as yet undetermined. The formation of extensive areas of 
lutein theca-cells may be visible macroscopically and appear as pale yellow masses 
or plaques usually associated with atretic or cystic follicles which, however, may 
not be readily apparent. Luteinization of theca-cells may be locahzed to small 
ar^ and, consequently, serial sections of ovaries may be necessary to determine 
the presence of luteinized theca-cells. 

In the presence of e.xtensive thecal luteinization associated -with follicular 
atresia, disturbances of menstrual rhythm and bleeding may ensue. The term 
“corpus thecale luteum” has been suggested for the thecal proliferations occurring 
in association with follicular atresia, and the following classification for the types 
of these reactions has been proposed: 

I. Corpus thecale luteum. 

^ (a) "Without granulosa-cells or with degenerating granulosa-cells. (These give 
rise to para-lutein or theca-lutein cysts.) 

(b) With luteinized granulosa-cells. (These produce lutein cysts usually 
associated with chorionepithelioma and may be confused with persistent corpora 
lutea.) 

II. Corpus thecale luteum fibrosum. 
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The similarities between true menstruation and the anovulatory cycle, namely, 
the ischemic necrosis and bleeding caused by the nonproduction of hormones, are 
superficial when compared with the fundamental differences. These latter are 
stipulated by the revolutionary hormonal, chemicofunctional and morphological 
preparations of the endometrium for pregnancy. These preparations in the 
primate differ from those in the lower animals because they must be adapted to 
different types of placentation. For this reason the regression of the endome- 
trium Avhen fertilization does not occur must necessarily also be fundamentally 
different, so that one carmot relate estrous bleeding to menstruation. 

From the discussion presented in this paper, it seems clear that the results of 
both the histologic and hormonal investigation of anovulatory bleeding are stiU 
grossly incomplete. Although some similarities exist between ovulatory and 
anovulatory bleeding, the differences are such that a sharp line can be drawn 
between them. Both might be considered as abortive processes. The anovrda- 
tory cycle may be compared to the prepubertal interruption of the developing 
follicle without bleeding, while the cycle which ends with menstruation is more 
comparable to the abortion of an early pregnancy. The author points out t e 
close histologic and hormonal relationships between the pregravid stage an e 
early pregnancy. This is the cardinal point from the gynecologist’s point ol 
view, as he wUI not fail to recognize the significance of the anovulatory eye e. 

The fact that experimental biology and gynecology consider the problem iro 
entirely different angles gives rise to their opposing positions, "pie ® 
tion is not a simple academic argument, but represents the clashing of ong 
processes. The biologist thinks in terms of etiology while the g^eco o 
thinks in terms of ultimate ends and will not allow the term menstma lo 
stand for anything except that which has beeen traditional. Menstraa lon u 

symbol of sexual maturity and potential fertility. Without corpus lu u 

can be no pregravid phase, without which there is no true mens rua i 
figure. 

(Any comment from such an authoritative source as Robert Meyer corned 

question of the iustifiability of the term ‘'anovulatory 

by us all. Meyer and Schroeder have been the fvdation corpus luteum 

menstruation should be applied only to cycles assoemted only such cycles 

formation and progestational changes m the endometrium In ot e included. Most bf his 
as fulfill the full physiological purpose of the cycle ovulatory and anovulatory 

p.p„ i. devoted to pointioB out the diJerence. o"tX 

tvnes of cycle, and with this discussion everyone will agree. ^ whether the 

2™ o«dii;e™t, but the difeteuce o.opi.|»^^^ 

incomplete, unproductive anovulatory cycle should be delude by 



VULVA AND VAGINA 


HYDRADENOMA AND HYDRADENOID CARCINOMA 
OF THE VULVA 

George R. Lact, Jr. 

Am. J. Obst. & Gynec., 61: 268-71, 1946 

The sweat glands of the vulva include, in addition to the common or eccrine 
^nds, a special group called the apocrine glands. The apparent rarity of tu- 
mors of the apocrine glands is probably because they have been included in re- 
ports with tumors of the common or ecciine glands. Following the classification 
of Gates, Warren and Warvi, the benign tumor of apocrine gland origin is called 
hydradenoma papilliferum and the malignant tumor is called hydradenoid carci- 
noma. In this paper the author presents a case of each type of tumor. 

A white woman, 34 years of age, was admitted to the hospital for complaints 
not referable to a small cystlike structure on the left labium majus midway be- 
tween the anterior and posterior commissures. The mass was removed. Micro- 
scopic examination showed it to be a small tumor mass composed of 2 types of 
epithelium, one a tall columnar pink cell and the other a cuboidal, dark, blue- 
staining cell. The entire tumor was surrounded by connective tissue and showed 
no evidence of invasion. The tumor was located immediately below the surface 
epithelium. A diagnosis was made of hydradenoma papilliferum of the vulva. 
Twenty-six months later there had been no recurrence of the tumor. 

The second case is that of a 67-year-old white woman who was admitted to the 
hospital with the complaint of slight vaginal bleeding and purulent discharge for 
2 w'eeks. Examination revealed an ulcerated area overlying the Bartholin gland 
just within the vaginal introitus on the left. The region imderlying the ulcer was 
indurated but no definite mass could be felt. Microscopic examination of biopsy 
tissue revealed a mass of small deep-staining cells which grew in solid sheets and 
showed distinct signs of invasion. Mitotic figures were numerous but the 
growth was not pleomorphic. A diagnosis of hydradenoid carcinoma of the vulva 
was made. In spite of simple fulguration wdth cautery, the tumor has persisted 
but there are no evidences of regional or distant metastases. 

According to Novak, 40 cases of hydradenoma of the vulva had been reported 
before 1940 and since then an approximately equal number have been reported. 
Grossly the tumors are usually under one cm. in diameter and are nearly always 
single. They may be of the solid adenomatous type but more often are papillary 
in nature. 

Hydradenoid carcinomas are of low malignancy and diagnosis of the case de- 
scribed above is made chiefly by exclusion. Extension from the cervix, Paget’s 
disease and hair matrix carcinoma must be considered in the differential diagnosis. 
4 figures. 
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III. Corpus thecale luteum candicans. 

IV. Corpus thecale luteum hyalinum. 

V. Corpus thecale luteum restiforme. 

In Group I the original form of the follicle is retained, the granulosa-cells may 
be degenerating; the theca may, in part, retain stromal features and hyaline 
deposition may have occurred between the theca and basement layer of granulosa 
cells or their remains. In Group II granulosa cells are not present, absorption of 
liquor folliculi has taken place, the cavity is filled Yvith a few connective tissue 
cells and a hyaline ring may be found around these cells. External to the ring 
are the luteinized theca-cells. Group III represents lutein reactions occurring 
around a collapsed corpus atreticum in which the hyaline laminae of opposite 
sides, when they exist, become opposed with obliteration of the central cavity. 
In Group IV there is a lutein reaction surrounding follicles in which collapse has 
not occurred, but hyaline tissue invades the cavity with a few nucleated connec- 
tive tissue cells. Group V indicates a lutein reaction around primordial or small 
maturing follicles. These were not observed but are theoretically possible. 

The character of the uterine reactions associated with theca-cells is ^ 
neither estrogenic nor progestogenic influences can be attributed to them. eir 
activity suggests the formation of a 3rd ovarian hormone which may exert andro- 
genic activity, or of a modified secretion of the knonm varieties which is ® 
of distorting the balance between simultaneously acting steroid hormones o e 


menstrual cycle. ,, 

The virilizing effect of certain lipoid-cell tumors of the ovary, theca-ceU tumore 
and lutein thecomas is not without its counterpart in the follicular era 
proliferations. These latter are prominent at the menarche and “®°°P ' 

It is also apparent that the histological features of the 
some theca-cell tumors are in no way radically different from the e gg 
theca-cell proliferations observed in follicle atresia. 11 figures. 

(While it may be true that luteinized theca-cells exert an 
no Sence on ?his point, certainly as applied to the usually moderate . 

tion so often seen in atretic folUcles. It is with these Culmer 

cerned. Every gynecological pathologist ^ changes and others not. 

why, in one and the same ovary, some atretic follicles show ° tcrdegenera- 

Mv own thought has been that only at certain phases of folhcular de P 

tion are the theca-cells sensitized to this 

The rather elaborate classification suggested by the author does 

T believe that most of the “types" enumerated . de or chorion- 

same process. As for the multiple lutein cysts or a combination of the 

epitheUoma, these may be of either granulosa “ ;j,owed only theca Intern 

two. In the most marked case I have ever seen, all the cyst locuies su 

cells in their walls.— Ed.) 
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posed of different types of tissue, some of which are heterologous. Thus, besides 
the spindle cells with varying amount of blood or lymphatic vessels and the myx- 
omatous changes, there are fibrilar connective tissue, cartilage and occasionally 
muscular tissue of both types, mainly the striped variety. According to Ewing, 
in some cases the rhabdomyoma constitutes almost the only element seen in the 
polypoid sarcoma of the vagina of infants. As a matter or fact, Kolisko found 
muscular tissue in his 3 cases and believes it never to be absent. 

These tumors are conunonly spoken of as sarcomas botiyoides, owing to the 
polypoid form, with large base of implantation. They have a tj’pical grapelike 
aspect. 

Of the various theories proposed to explain their genesis, the authors are in- 
clined to believe that that of Wilms offers the most satisfactory explanation. 
Wilms considers these neoplasms as mixed tumors of fetal origin; derived from 
an embryonic germ in a stage of undifferentiation, consisting of mesodermal and 
mesenchymatous cells originating from the renal region and isolated in the vaginal 
wall. In fact, the frequency with which these tumors occur in infants, their 
extremely varied histologic aspect and the embryonic character of their tissues 
suggest that they derive from residual embryonic cells. 

These tumors usually localize on the anterior vaginal wall, and as they grow 
they fill the whole vaginal canal, spread anteriorly and superiorly, invade the 
bladder, periuterine cellular tissue and, less frequently, the lymphatics. Metas- 
tases in distant organs are exceptional. 

As a matter of diagnosis, the possibility of sarcoma ought to be bom in mind 
whenever an infant presents bloody discharge from the genitals, especially when 
there is a polyp protruding through the hjmen. Thorough microscopic examina- 
tion should be made, preferably of many sections. 

The prognosis is very grave, as the disease is practically always fatal. Only 2 
cases have been reported in the literature as being cured: Volkman’s case follow- 
mg radical operation and that of Doderlein and Warner, after removal of the 
greatest portion of the tumor and radium treatment. 

Concerning treatment, a wide resection including the largest possible amoimt 
of normal tissue should be done, followed by radium therapy. The authors be- 
lieve electro-surgery to have a valuable application in these cases. 

(While this tumor type is very rare, it is of great interest, especially from the standpoint 
of histogenesis. The theory of Wilms, mentioned by the authors, seems to be the most 
plausible one. According to this, the tumors arise from undiHerenitated mesonephric 
mesodermal elements pulled down into the MQllerian area. I have had the opportunity of 
studying tissue from 4 of these cases, including one from South America which was sent to me 
through the kindness of Dr. Josd Medina, the professor of gynecology and obstetrics at S5o 
Paulo, Brazil. In one of these patients whom I later saw clinically, previous excision and 
radium therapy had been done, but the growth continued in spite of these. When I saw the 
patient, a foul gangrenous mass protruded through the vagina, so that parts of it could 
literally be plucked off with the fingers. She died shortly afterward. While all authors 
speak of the frequency of striated muscle in these tumors, it is sometimes lacking, and when 
present is most commonly of embryonic type, so that it can readily be missed on microscopic 
examination. — ^Ed.) 
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(The correct name of this vulvar tumor is hidradenoma and not hydradenoma. It 
10 rare, but it is a rather important lesion because its histological appearance bears a strong 
resemblance to adenocarcinoma, for which it has often been mistaken. However, it is a 
emgn lesion and there is only one case in the literature, that of Eichenberg, in which there 
was good evidence of clinical malignancy. Recent reports have increased the number of 
cases in the literature to approximately 80, but it is quite certain that many cases are unre- 
ported or unrecogmzed. It is unfortunate that in a recent report of a large group of ob- 
viously benign hidradenomas the designation of adenocarcinoma was applied. The April 
issue of the Survey contains an abstract of a rather complete study of this lesion with a 
report of 15 new cases, by Novak and Stevenson (p. 251).— Ed.) 


SARCOMA OF THE VAGINA IN A GIRL EIGHTEEN MONTHS OLD 

Isidro Bolla, Domingo Mosto and Ernesto V. Marisco 
An. d. Inst, matem. y asist. social, Buenos Aires, 6; 40-49, 1944 


The authors report the case of an 18 months old girl Srst seen on September 16, 
1940, complaining of genital bleeding following a trauma. On examination, a 
small purple tumor showing the so called contact bleeding could be seen through 
the hymen in the vagina. A bidpsy showed it to be a “fibroleiomyxosarcoma of 
the vagina”. 

Twenty days later the patient began to have trouble in urinating and the tumor 
had grown more in size, causing discharge and staining. It was spherical, 
size of a walnut, having a thick pedicle attached to the anterior vaginal wall with 
infiltration at this level extending upwards and laterally. The cervix seemed to 
be normal. An x-ray picture of the thorax was negative. With the aid of an 
electric scalpel, the tumor was removed together with the portion of vagina 
circumscribing its pedicle. . 

Convalescence was uneventful, but on December 6, 1940, the patient pres® 
increasing symptoms of urinaiy retention and had been losing weight Ea ium 
treatment, advised after operation, had not been carried out. Examination re 
vealed recurrence of the tumor at the same place with extension to the neigh or 
ing tissues. The child died in AprD, 1941, 7 months after the operation, witb 

urinary infection. . ... 

Vaginal sarcomas occurring in children are rarely seen. Some of their pec 
aspects, such as their frequency, very rapid evolution, histopathologic charac r 
istics and prognosis, tend to distinguish them sharply from the sarcomas occurring 
in adult vaginas. There are already more than 70 cases reported in the h ra • 
They are more commonly seen between the ages of 18 and 30 mont s, a ou 

they may occur earlier in life or much later, close to puberty. * 

Histologically they can be divided into 2 large groups: (1) Su^ e 
consisting of only one type of tissue, usually showing spindle-shaped 
myxomatous degeneration; and (2) Mixed tumors, by far the more common. 
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specific therapy has not yet been completely solved by the use of any one agent or 
drug. 

According to Zahorsky, in true gonorrhea the child is acutely ill for a few days 
and often has fever; the genital tract becomes intensely inflamed and swollen, 
and a thick creamy pus is discharged from the vagina. This writer finds the 
incidence of true gonorrhea in his practice to be less than 10 per cent of all cases, 
as affirmed by positive cultures. Another writer finds an incidence of only 22 
per cent positive by culture in 1715 cluld patients suffering from a vaginal dis- 
charge. However, Beckman finds the incidence of gonorrhea in female children 
to be high, running perhaps second to measles. 

Although most authorities admit culture to be far superior to smears for diag- 
nosis of infection and cure, a majority insist on absence of discharge or discharge 
free from pus cells, 3 negative weekl 3 ' smears and negative smears and cultures at 
3 to 4 weekly intervals for at least 4 months after evident clinical cure. Compli- 
cations affecting cure are urethritis and proctitis. Also, the cervix may be a site 
of infection and deep infected vaginal rugae may act as a resevoir. 

Almost complete confusion is manifested in attempts to evaluate the great 
variety of treatments. Chemical agents have rather fallen into disrepute, anti- 
septic douches or instillations being considered to retard rather than accomplish 
cures. Estrogen therapy has received considerable attention in the literature. 
After 2 weeks of estrogen administration to establish the adult tjTie of vaginal 
mucosa, about 4 weeks are required to return to normal so that the effect on the 
gonococcus and the recurrences may be held in a latent state until retrogression 
is established. Apparent cures are estimated at 80 to 100 per cent while recur- 
rences vary from 25 to 70 per cent. 

The sulfonamides and penicillin have received wide attention with reported 
success. However, more time is required to establish the therapeutic value of 
both in cases of gonorrheal vaginitis in children. 

(The author does well to call attention to the still existing difierenccs in viewpoint and in 
practice concerning the problem of gonorrheal vulvovaginitis, in spite of the genuine 
advance made in recent years. There are still many' who employ estrogen therapy, which 
undoubtedly yields a very high percentage of cures. But there appears to be a growing 
tendency to supplant this with sulfa and penicillin therapy, and the father of the estrogen 
plan, Robert Lewis, has himself made such a switch. We are not yet quite ready for a final 
evaluation on tWs point, and there woidd seem to be no objection to the double-barreled 
combination of the two plans. — Ed.l 


CONSIDERATIONS CONCERNING SULFANILAMIDE TREATMENT 
OF VAGINAL TRICHOMONIASIS 

Abr-^ham Alexenicer 

An. d. Inst, matem. y asist. social, Buenos Aires, 6: 190-94, 1944 

Impressed with the good results reported at the University of Brazil, Rio de 
Janeiro, with the use of sulfanilamides in the therapy of vaginal trichomoniasis. 
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SULFANILAMIDE- AND SULFATHIAZOLE ABSORPTION VIA 
RECTUM AND VAGINA; FURTHER STUDIES 

George L. Cahrington 
Am. J. Obst. «& Gynec., 61: 90-96, 1946 

In the present study , the author concludes that sulfanilamide and sulfathiazole, 
separately or together, are absorbed variably from the rectum and vagina. 

When compared with previous studies, present resultsshowadefinitely higher 
and more constant level of the drug in the blood after intraperitoneai use than 
after rectal or vagina] administration. Within the limits of the previously recog- 
nized variations of absorption, the blood levels of sulfanilamide vaiy directly mlh 
the amount of the dry powder placed in the rectum. ' However, in vaginal ad- 
ministration, when the amount of dry drug was increased, the blood levels were 
less during the first 2 days after operation, later rising to levels comparable to 
when less drug was used. Apparently moisture was the factor concerned. 

It was found that sulfathiazole is absorbed in a similar manner from vagina and 
rectum. Mixing of the 2 drugs appears to have little effect upon their absorp- 
tion, though the blood level after rectal administration was somewhat less than 
for either of the drugs when given singly. 

The absorption is hastened when the drug is inserted as a moist paste. A 
mixture of the 2 drugs should be moistened beyond the “plaster” stage when 
used in the vagina. 

It is suggested that local gonorrheal infections in women might be treated 
advantageously with sulfonamides via the vagina. 1 figure. 

(While it is no doubt true that sulfanilamide and sulfathiazole are absorbed from the 
vagina, as they are from the peritoneum, it has apparently been established that the bene- 
ficial effects are not exerted locally, but through the increased blood concentration which 
is brought about. Since these general effects can be brought about very effectively by oral 
administration, there would seem to be no advantage in such local administration in the 
vagina as has been suggested by the authors. The same principle applies to the peritoneal 
xise of the sulfa drugs, which in itself is rather messy and may Increase vascularity of tissues. 
Formerly a good many gynecologists, including myself, introduced sulfanilamide beneat 
the peritoneal flap and in the cul-de-sac as a part of the technique of panhysterectomy , at 
this practice, for the reasons mentioned above, has long been discontinued. Ed.) 


GONORRHEAL VAGINITIS IN CHILDREN 

Charles F. Naegble 
Arch. Pediat., 62: 516-22, 1945 

The author attempts to show in this paper that the subject of gonorrh^l 
vaginitis in children is by no means a closed issue. The relative incidence ° ® 

condition is disputed; methods of establishing a positive diagnosis for 
tion and for a permanent cure have not been standardized; and the pro em 
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specific therapy has not yet been completely solved by the use of any one agent or 
drug. 

According to Zahorsky, in true gonorrhea the cMd is acutely ill for a few days 
and often has fever; the genital tract becomes intensely inflamed and swollen, 
and a thick creamy pus is discharged from the vagina. This writer finds the 
incidence of true gonorrhea in his practice to be less than 10 per cent of all cases, 
as affirmed by positive cultures. Another writer finds an incidence of only 22 
per cent positive by culture in 1715 child patients suffering from a vaginal dis- 
charge. However, Beckman finds the incidence of gonorrhea in female children 
to be high, running perhaps second to measles. 

Although most authorities admit culture to be far superior to smears for diag- 
nosis of infection and cure, a maiority insist on absence of discharge or discharge 
free from pus cells, 3 negative weekly smears and negative smears and cultures at 
3 to 4 weekly intervals for at least 4 months after evident clinical cure. Compli- 
cations affecting cure are urethritis and proctitis. Also, the cervix may be a site 
of infection and deep infected vaginal rugae may act as a resevoir. 

Almost complete confusion is manifested in attempts to evaluate the great 
variety of treatments. Chemical agents have rather fallen into disrepute, anti- 
septic douches or instillations being considered to retard rather than accomplish 
cures. Estrogen therapy has received considerable attention in the literature. 
After 2 weeks of estrogen administration to establish the adult type of vagiaal 
mucosa, about 4 weeks are required to return to normal so that the effect on the 
gonococcus and the recurrences may be held in a latent state until retrogression 
is established. Apparent cures are estimated at 80 to 100 per cent while recur- 
rences vary from 25 to 70 per cent. 

The sulfonamides and penicillin have received -svide attention with reported 
success. However, more time is required to establish the therapeutic value of 
both in cases of gonorrheal vaginitis in children. 

(The author does well to call attention to the still existing dilTerences in viewpoint and in 
practice concerning the problem of gonorrheal vulvovaginitis, in spite of the genuine 
advance made in recent years. There are still many who employ estrogen therapy, which 
undoubtedly yields a very high percentage of cures. But there appears to be a growing 
tendency to supplant this with sulfa and penicillin therapy, and the father of the estrogen 
plan, Robert Lewis, has himself made such a switch. We are not yet quite ready for a final 
evaluation on this point, and there would seem to be no objection to the double-barreled 
combination of the two plans. — Ed.) 


CONSIDERATIONS CONCERNING SULFANILAMIDE TREATMENT 
OF VAGINAL TRICHOMONIASIS 

ABRAH.-VM AlEXENICER 

An. d. Inst, matem. y asist. social, Buenos Aires, 6: 190-94, 1944 

Impressed with the good results reported at the University of Brazil, Rio de 
Janeiro, with the use of sulfanilamides in the therapy of vaginal trichomoniasis, 
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the author decided to try its effectiveness in this common type of infection, and 
reports in this paper the results he obtained in 26 cases. 

Treatment was carried out as follows: thorough cleansing of the vagina with 
sterilized gauze in order to remove all secretions, followed by the insertion of 2 
vaginal suppositories of sulfanilamide, one in each fornix, and the introduction of 
a gauze tampon. The latter is removed the next morning, followed by the use of 
a plain water douche (one liter of boiled water). The treatment is continued 
daily for the next 5 or 6 days. A smear is then made, which will usually prove to 
be negative. The microscopic examination ought to be repeated several more 
times in order to assure the cure. 

All 26 patients were cured following this plan of treatment, despite some of 
them having only received 2 or 3 applications. ' Leukorrhea and pruritis are 
greatly improved within the first day of therapy. 

(It ZB probably too early to decide whether local sul/aziilaiziide therapy in vagina! 
trichomoniaais will be a worthwhile additioiz to the many methods already employed for 
this pesky gynecological condition, especially in view of the increasing opinion that the good 
results of sulfa therapy in general are not due to any local effect upon the organisms but 
to the ayatemic effect dependent on blood concentration. A somewhat similar plan, em- 
ploying an ointment of sulfanilamide, allantoin and lactose, was recently described y 
Angelucci (Angelucci, Helen. Am. J. Obst. <fe Gynec., 60: 336, 1945, abstracted ia t e 
February issue of the Survey, p. 103). — Ed.) 



THE UTERUS 


MALFORMATIONS OF THE UTERUS; REVIEW OF THE SUBJECT, 
INCLUDING EMBRYOLOGY, COMPARATIVE ANATOMY, 

" DIAGNOSIS AND REPORT OF CASES 

Julius Jarcho 
Am. J. Surg., 71: 106-66, 1946 

Since malformations of the uterus are referable to developmental arrest or 
deviation of the Mullerian ducts, the author presents a brief review of the em- 
bryology of these structures. 

It has heen suggested by Curtis, Rogers and Blocksom that both defective 
germ plasm and unfavorable embryonic environment are among the most im- 
portant causative factors. The author believes that various types of uterine 
anomalies can be attributed to abnormal fusion or lack of fusion, in whole or in 
part, of the Mullerian ducts. In regard to the time of occiurrence of uterine 
anomalies, Schattenberg and Ziskind remark that the only malformation that 
occurs after the 5th month is uterus arcuatus. 

The author proposes the use of the following classification of the types of 
uterine malformation: (1) Uterus didelphys; (2) uterus duplex bicomis bicoUis, 
vagina simplex; (3) uterus bicomis unicollis, vagina simplex; (4) uterus septus; 
(5) utems subseptus; (6) uterus arcuatus or cordiformis; and (7) utems unicornis. 

Uterus Didelphys. This anomaly, in which there is duplication of the vagina 
cervix and utems, is comparatively rare. Its clinical importance is its relation 
to pregnancy and labor. While fertility and pregnancy are not markedly af- 
fected, the chances of normal birth at term are greatly reduced. Findley found 
that abortion is relatively common in cases of utems didelphys and that labor is 
prolonged as a result of poor muscular development in the utems, a small rigid 
cervix and the encroachment of the non-gravid utems. Though quite rare, 
twin pregnancies have occurred in women with utems didelphys. Corbet records 
a case in which each uterine component behaved as an independent unit and went 
into labor at a different time. 

Uterus Duplex Bicomis BicoUis. This type of abnormality differs from uterus 
didelphys chiefly in the fact that duplication of the vagina is absent. In general, 
it may be said that conditions applying to uterus didelphys are applicable to this 
anomaly as well. 

Uterus Bicomis Unicollis. In this abnormality, fusion is complete to a point 
above the cervix, the utems being widely bicomate. Pregnancy may occur in 
either or both horns. As a rule, the non-gravid hom produces a decidual mem- 
brane which often is expelled without disturbance of the gravid hom. The chief 
complications in pregnancy are hemorrhage and incarceration of one of the horns 
during labor. Special complications may arise when one of the horns is mdi- 
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mentary . It has been indicated that 80 per cent of rudimentary horns possess a 
canal which does not communicate with the vagina. A rudimentary horn may 
act much like a tubal pregnancy with all the inherent dangers. 




7 UTERUS UNICORNIS SuTfRUS SINlPtSX 
Fig. 2. Normal uterus and seven types of malformation of the uterus and vagi 


Uterus Septus. In this condition, the outward a 

normal or may present a mild depression m the fundus. y 

sentum which divides the cavity, usually extending for the ° 

The danger of uterus septus lies in the fact that if pregnancy a es p 

uterine wall of the other half hypertrophies and by its mere bulk may 

obstruct delivery from the pregnant half. 
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Uterus Subseplus. As a rule, this does not cause dystocia but occasionally 
.may produce transverse or oblique presentation of the fetus. 

Uterus Arcualus {Cordiformis). Externally, uterus arcuatus is marked by a 
fundal concavity. Where the line of demarcation is deeper and more definite, 
giving rise to a heart-shaped fundus, the malformation is generally referred to as 
uterus cordiformis. Uterus arcuatus is one of the most common of uterine anom- 
alies with a high incidence of clinical abnormalities. The complications of preg- 
nancy include prematurity and postmaturity while the complications of labor 
are prolonged first stage, breech and transverse presentation, sudden intrauterine 
fetal death and retained placenta. 

Uterus Unicornis. This abnormality, caused by unilateral suppression of the 
Mullerian duct, is very uncommon and pregnancy in these cases tends to be 
rmeventful. 

The comparative anatomy of uterine anomalies is discussed and the parallel is 
drawn between these malformations in the human female and the existence of 
similar forma in lower animals. 

Considering the fact that many cases of uterine malformation are observed 
only at autopsy or accidentally during operation, and that other cases are dis- 
covered only in the event of an abnormal occurrence during pregnancy and labor, 
it is evident that a large number of cases must remain unsuspected and undis- 
covered. Moore believes that the incidence of such anomalies is much higher 
than the records would indicate. He concludes, from private records, that one in 
500 or 600 women present some definite congenital deviation from normal in the 
generative tract. 

The symptoms associated with genital anomalies are discussed. Prior to 
pregnancy, menstmal disorders are frequently encoimtered in double uterus. 
Dj’smenorrhea is an important diagnostic aid in cases of bifid uterus. During 
pregnancy, in cases of bicomate utems, the non-gravid horn usually forms a 
decidua. Sometimes the non-gravid hom continues to menstmate. The pro- 
portion of twins is greater in women with double uterus than in normal women. 
Kelly stated that 11 per cent of cases of sterility are attributable to develop- 
mental anomalies of the generative organs. 

Patients with uterine malformations show' an increased tendency to abortion. 
The treatment for pregnancy in a mdimentary hom, once diagnosed, is immediate 
laparotomy and prompt removal of the gravid uterus. In cases of utems di- 
delphys, it has been reported that 40 per cent have complicated deliveries at 
term. The complicating factors are listed as: enlarged non-gravid utems; vmgi- 
nal septum; uterine inertia; tetanically contracted utems; retention complica- 
tions; and eclampsia. In the management of pregnancy complicated by double 
uterus, it should be remembered that the relatively thin uterine wall presents a 
constant threat of mpture if labor is long or difficult. 

The indications for cesarean section occur more often in patients with uterine 
maKormations. 

Methods of diagnosing uterine anomalies are discussed with emphasis upon the. 
advantages of uterosalpingography. The author, has introduced a special instm- 



398 


OBSTETRICAL AND GYNECOLOGICAL SURVEY 


ment for uterosalpingography, the pressometer. This instrument faciUtates the 
introduction of gases and opaque media into the uterine cavity and measures the 
amount of pressure under which the opaque medium is introduced as well as the 
quantity injected. 

Surgical operations in cases of uterine malformation vary ividely and no fixed 
rule or type of operation is applicable since the extent of malformation varies in 
individual patients. Wherever possible, surgical intervention should be 
conservative. 

The author presents a series of case histories. 38 figures. 

(This is an excellent review of an important subject, presenting it in a systematic fashion, 
even though new important facts are included. The author is well known for his pioneer 
interest in uterosalpingography and it is perhaps natural that he advocates its employment 
even in the not infrequent cases in which the diagnosis of genital anomalies is made readily 
enough without resort to this method. — Ed.) 


DOUBLE UTERUS AND DOUBLE VAGINA; IDENTICAL DOUBLES 
DEMONSTRATED BY COLPOHySTEROSALPINGOGRAPHY 


R. R. Killingbr and H. B. McEven 
Am. J. Obst. & Gynec., 61: 121-24, 1946 


Simple and uniform nomenclature for describing abnormalities of the female 
genital tract is advocated and the following classification is presented: 

1. Uterus arcuatus. 

2. Double uterus with a single cervix. 

3. Septate uterus with a single or a septate vagina. 

4. Double uterus ivith a double cervix. 

5. Uterus with rudimentary horn or absence of one born. 

Taylor estimated that the deformity occurs once in about 1500 obstetric cases 
and once in about 2000 gynecologic cases. It is suggested that these anoma es 
occur more frequently than is generally believed. Helpful diagnostic signs m 
this condition are “irregular menses, dyspareunia, repeated unexplamed a or 
tions or miscarriage, and repeated malposition of fetus.” Uterosalpingogra^ 
yield the most complete information available. The authors advise the rou me 
use of roentgen pelvimetry as a diagnostic aid. _ _ 

A case is presented of a 24-year-old woman who complained of nervousne , 
pain in the lower part of the abdomen aggravated by intercourse, irregu s 
menses, severe menstrual cramps and sterility. On examination of t ® 
tract it xvas noted that a complete septum was present in the vagina ex en 
down to within J inch of the external orifice. Two distinct cervices were p 
pated. During the first menstrual period, the flow was demonstrate 
eaually from the separate cervices. The roentgenologic report was mos c 
elusive. Folloiving injection of iodochlorol into the cervices throug a ca 
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2 cervices, 2 cervical canals, 2 separate uteri and 2 tubes were clearly outlined in 
the roentgenogram. There was only one tube to each of the separate uteri. 
Eoentgen study of the urinary tract showed no evidence of reduplication of 
kidneys or ureters. Roentgen examination of the chest and roentgen pelvimetry 
were normal. 1 figure. 

(Innumerable variations of genitsJ duplication, usually of the incomplete variety, may 
be encountered by either the gynecologist or the obstetrician, although they are relatively 
uncommon. Even the minor uterine anomalies, such as the uterus srcuatus, may be of 
obstetrical importance, as Falls particularly has urged. While the more marked grades, 
such as uterus bicomis or uterus didelphys, are not incompatible with normal pregnancy 
and labor, they may, on the other hand, result in repeated miscarriage or in serious blockage 
of the birth canal. 

The simplest of this group of anomalies is duplication of the vagina, which may occur in 
the entire absence of any uterine abnormality. In such cases the septum may be placed to 
one side of the cervix, so that one vaginal canal leads into the cervix, while the other ends 
blindly. A good many years ago 1 saw such a case because of the patient's sterility. This 
was readily explained by the fact that, just by chance, the husband had used the blind canal, 
and pregnancy followed soon after excision of the septum. I suppose if I had been smart I 
would have retained both canals, simply instructing the couple as to which to use when preg- 
nancy was desired and which to employ when pregnancy was to be avoided. I throw out 
this idea gratis to anyone who wishes to create such a double purpose vagina through the 
simple construction of a median septum. — ^Ed.) 


A REVIEW OF THE PROBLEM OF CANCER OF THE CERVIX 
SINCE THE USE OF RADIUM IN 1912 

Brooke M. Anspach 
Am. J. Obst. & Gynec., 60: 681-90, 1945 

The early treatment of cancer of the cervix was attempted mainly by radical 
operation. The adoption of radium in 1912 as a treatment of choice by Kelly 
and Burnham marked the beginning of an epoch. The gamma rays from a 
radium salt or a radium emanation and the gamma rays from the x-ray have been 
important therapeutic factors ever since and, to a very considerable extent, have 
taken the place of radical surgery. 

The extent of the lesion at the start of observation and treatment is of much 
importance. Cancer statistics have shown that the earlier the lesion is found the 
more effectual were all forms of treatment. It may be concluded that a greater 
number of cancer patients are presenting themselves for treatment in the early 
stage as a result of Lnformation given to the lay woman and to physicians in 
general. The proportion is almost boimd to increase. 

Biopsy of the cervix or diagnostic curettage with histological examination 
remains the trustworthy diagnostic criterion. The color test of Schiller, the 
colposcope of Hinselman, and the vaginal smear method of Papanicolaou and 
Traut, the last the most effective of the 3, direct attention to suspected patients. 
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Screening of the radiant substances is of the greatest importance since the 
irradiation must be effected just where it is needed with ample protection of the 
surrounding areas. A sufficient supply of the radium salt or its emanation must 
be on hand at the moment of application. The dose for cervical cancer is 3G00 
mg. hr. and upwards with 1.5 mm. of platinum screening. A “massive dose” at 
the first treatment has been the trend for a long while; nevertheless, some author- 
ities have reported excellent results with smaller and repeated applications. 
Deep x-ray therapy has acquired a position as a desirable preliminary or adjunct 
to nearly every application of radium. Theoretically, it should be first. The 
histologic diagnosis must be settled before anj' form of irradiation is started. 
Among the radiologists, the work of Heyman is presumed not to have been sur- 
passed. It is concluded that irradiation with radium or its emanations, or by 
deep x-ray, will become more widely and adequately available, better understood, 
and more effectual. . 

The advance radical hysterectomy for cancer of the cervLx is a fonnidable opera- 
tion. Since the appearance of irradiation the necessity for radical operation has 
been changed. Bonney has succeeded Wertheim as the outstanding e.xponentof 
radical surgery. It is interesting to note that Wertheim in 1911 had an absolute 
5-year salvage in 250 patients of IS.l per cent, and that Bonney in 1941 reported 
his absolute 5-year salvage in 500 operations as 25 or 26 per cent. The risk at- 
tending operative procedure has been much reduced and improvement is likely to 
continue. Of the 93 patients lost by Wertheim in his first 500 operations, the 
cause of death in 39 was put down as peritonitis. With the sulfonamides, peni- 
cillin and streptomycin, with the use of glucose, plasma and transfusion, wth 
Wangensteen’s drainage, continuous spinal anesthesia and prostigmine— a large 
proportion would have been prevented. 

Whether a combination of surgery and irradiation as practiced by Lynch and 
Taussig will accomplish more than radium or surgery is a question for the future. 
Perhaps a combination of irradiation with operation may be devised that vdll be 
more effective than either alone. 

(The author of this paper is well qualified by his long experience in this field to review and 
appraise the problem of cervical carcinoma. His experience goes well back to the early ays 
of radical operation, for he was long associated with John G. Clark, one of the pioneers m 
this field. Anspach himself has contributed many valuable studies, especially in t ® ® 
of radium therapy. The present paper is an authoritative evaluation of the cancer pro e 
*8 it stands today. — Ed.) 
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CAECINOMA SUBSEQUENT TO THE RADIOTHERAPEUTIC 

MENOPAUSE 

J.-A. CORSCAEEN, J. W. FERTIG AND S. B. GuSBERG 
Am. J. Obst. & Gynec., 61: 1-12, 1946 

Among 958 patients who had been treated for benign uterine bleeding by the 
radiotherapeutic menopause and followed for an average of 6.7 years each, there 
subsequently occurred 15 carcinomas of the uterus. Eased on modified mortality 
statistics, the same number of women in the general population during the same 
length of time should contract 4.4 carcinomas of the uterus. The number of 
cases observed is therefore 3.4 times as great as the number expected. 

Two and eight-tenths per cent of women in the general population between the 
ages of 30 and 55 years contract cancer of the uterus before reaching the age of 80. 
Applying the above ratio of 3.4, one finds that 9.6 per cent of women suffering 
from uterine bleeding prior to the menopause would contract the disease. 

Of the 15 cases of uterine carcinoma, 9 were of the corpus and 6 were of the 
cervix. This abnormal preponderance of carcinoma of the corpus is in agreement 
with that present in other reported cases in which the ratio is 2 of the corpus to one 
of the cervix. This ratio of corpus to cetvdx is 6 times that obtaining in the 
authors’ clinic. 

The question may be raised as to whether these cancers -were truly “subse- 
quent” to the original procedure or whether they were present at the original 
treatment and overlooked. Since the 6 cases of cendcal cancer here reported 
occurred 6 years or more after the original treatment, all of them would be classi- 
fied as “subsequent”. However, cancer of the corpus may lie quiescent for a 
longer time and the determination of whether or not it -was coincident with the 
original treatment is more difficult. In the cases here reported the intervals 
were 2, 4, 9, 9, 9, 10, 10, 13 and 21 years, respectively. In the patient with the 
2-year interval, the authors believe, from personal handling of the case and 
currettage, that the adenocarcinoma w'as not present at the original treatment. 

Inhibition of cancer by intrauterine radium and by the application of x-ray 
seems unlikely in these cases B-ith the possible exception of one case in which 
intrauterine radium was emploj'^ed with carcinoma appearing 4 years after the 
original treatment. To the question as to whether the radiation emplojmd might 
be a contributing cause of the carcinoma, the authors refer only to extensive 
evidence in the literature which indicates that radiation vdth techniques and 
dosages such as were employed in these cases is not a cause of carcinoma. 

It is inferred that the endometria of uteri which bleed abnormally prior to the 
menopause are predisposed to the subsequent development of carcinoma of the 
corpus. Prophylaxis against carcinoma of the uterus should be an important 
factor in a plan of treatment for uteriDe bleeding prior to the menopause. 

(This impresses me as a very valuable study. The authors not only report a sizable 
group of cases in which women who had previously had a radiotherapeutic menopause in- 
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duced for benign bleeding developed cancer .in later life, but also show that the chances for 
such a sequence are 3.4 times that of the normal cancer incidence. These figures are made 
more impressive by the fact that it is especially adenocarcinoma of the corpus, rather than 
carcinoma of the cervix, which is the more likely to develop in such a group. These findings 
may not be unrelated to those of others who, like Crossen and Hobbs, (J. Missouri M. A. 32; 
61, 1935) find that women who have had late menopause show a greater later tendency to 
adenocarcinoma of the body than those in whom the.menopause had occurred at the usual 
age. Certainly there seems to be justification for the authors’ viewpoint that prophylaxis, 
with perhaps special emphasis upon educational measures, is especially important in women 
who give a history of functional menopausal bleeding. — Ed.) 


CARCINOMA OF THE CERVIX; AN ATTEMPTED FOLLOW-UP 
STUDY OF 500 CASES. II. THE RESPONSIBILITY OF THE 
MEDICAL PROFESSION FOR THE END-RESULTS 

Peter Graffagnino and Elizabeth AI. AIcFetridge 
Netv Orleans M. & S. J., 98; 351-59, 1946 

The present paper is the second in a series of 3 papers on an attempted follow- 
up study of 500 patients with carcinoma of the cervi.\ treated at the New Orleans 
Charity Hospital over an appro.ximately 5| year period ending July 1, 1937. 
Important data concerning these 500 patients may be summarized as follows: 
One hundred and eighty-three of the 500 women were white and 317 were negro. 
The age range was from 20 to 78 years. Approximately two-thirds of the pa- 
tients were between 35 and 55 years of age at the onset of symptoms but 18 per 
cent were under 35 years of age. Forty-three patients had no treatment at all. 
Ideal treatment, according to modern criteria, was carried out in only 28 pa- 
tients, and even by considerably lower arbitrary criteria only 194 patients had 
treatment that could be considered in any way adequate . Eleven patients were 
treated surgically, only one of whom was submitted to the Wertheim operation. 

Of the 397 patients on whom a follow-up could be secured, 358 are knoxvn to 
have died, 2 of xvhora survived for 5 and 7 years, respectively, -without recurr^ce 
and died of non-cancer-connected causes, and 39 are known to be alive for ® 

varying from 7 to 12 years after treatment. Included in the entire series are 
cases of carcinoma of the cervical stump; 4 of this group are among the suryivore. 

In evaluating these sorry results, the fact must be borne in mind that during to 
period covered by this study, the amount of radium and the facilities for ig 
voltage therapy were totally inadequate for the patient load. The authors o or 
' certain criticisms and comments concerning the use of the available faci i les 
during the period covered by this study. First, when carcinoma of the cervix is 
associated with pelvic infection radium is contraindicated and the whole re once 
must be upon deep-voltage therapy. This risk seems to have been overloo e 
a number of cases in this series; 4 patients died of peritonitis following ra 

in at least 3 of these, the presence of pelvic infection should na 
from the history. Also, at that time, decisions as to the amoun 


application and 
been suspected 
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of radium required in each case and as to whether or not it should be preceded or 
followed by deep-voltage therapy were not controlled or standardized. Many qf 
the patients did not receive irradiation over concentrated periods of time. The 
rationale of surgery in 10 of the 11 cases in which surgerj' was done is not clear. 
Two of the 10 were treated bj"^ vaginal hysterectomy, 7 by complete hysterectomy 
and one by supravaginal hysterectomy with conization of the cervi-x. However, 
regardless of the available facilities during the period covered by this study and 
regardless of how they were used, most of the patients died for other and far more 
basic reasons than improper theraps"^. 

The chief reason why these patients died is because of the stage of their disease 
when they applied at the hospital for treatment. The authors list the circum- 
stances in 27 cases in this connection, showing the diagnostic errors which were 
made by physicians outside the hospital. Instances are also cited of diagnostic 
errors within the hospital. The authors believed that the basic fault in these 
cases is obviously the concentration of specialists on their own fields, to the ex- 
clusion of other fields. Certain patients were admitted to other ser\ices after 
treatment on the gjmecological service and, the pehic state being completely 
overlooked, were treated for non-pelvic conditions. 

The atypical character of certain cases often resulted in lack of suspicion. It 
must be remembered that carcinoma of the cer\dx can occur in patients under 30 
years of age. Although discharge and spotting are usually the first sjunptoms of 
carcinoma of the cervix, the following first symptoms were noted in certain pa- 
tients m this series; pain, loss of weight, chills and fever, serious hemorrhage, 
rectal and urinary symptoms, intestinal obstruction, and a blow or fall which 
called attention to the existing symptoms. 

In regard to histologic diagnosis, if the clinical evidence does not agree with the 
histolopc report, the clinical evidence should be accepted as probably correct 
and the investigation should be continued until a definite diagnosis can be 
reached. 

The question is raised as to whether the attitude of the medical profession 
toward carcinoma of the cervix is correct. In many instances in this series it 
suggested deep pessimism, while in others it suggested a lack of realization of the 
urgency of the disease. 

The validity of cancer statistics, in the light of certain facts revealed by this 
series, is questioned. Some of the death certificates w’ere filled out by physicians 
W'ho had no knowledge of the past history and apparently did not investigate it. 
^ The 29 cases of carcinoma of the cervical stump in this series raise the still un- 
settled question of the wisdom of performing total hysterectomy routinelj'. No 
matter how one feels about the total operation, it is obvious that, had it been per- 
formed in these 29 cases, cervical malignancy could not have developed. The 
crux of the ai'gument is whether the mortality rate in the hypothetical cases of 
malignancy in the retained cervix is higher than the absolute mortality of routine 
total hysterectomy. 

(This is an honest and courageous paper, reviewing the past shortcomings in the authors’ 
clinic in a laudable spirit of self-analysis and self-criticism. — ^Ed.) 



OBSTETRICAL AND GYNECOLOGICAL SURVEY 

POSTMENOPAUSAL ENDOMETRIUM AND ITS RELATION TO 
ADENOCARCINOMA OF THE CORPUS UTERI 

G. T. R. Fahlund ANp A. C. Broders 
Am. J. Obst. & Gynec., 61: 22-38, 1946 

The material studied in this paper consisted of postmenopausal uteri in 236 
cases. In 86 of these cases the uterus had been removed because of adenocarci- 
noma and in 100 cases it had been removed for other reasons. In 50 cases routine 
necropsy had been performed. 

In the group of 86 women who had adenocarcinoma of the corpus uteri, all but 
one had had vaginal bleeding or spotting as a presenting complaint. In these 86 
cases there was no appreciable variation in the percentage of cases with prolifera- 
tive endometrium, whether early or late, or in the percentage of cases Mth pro- 
liferative endometrium, according to the grade of malignancy. 

There was no appreciable difference in the percentage of any given type of 
endometrium in adenocarcinomatous uteri as compared with nonadenocarci- 
nomatous uteri, except with regard to atrophic endometrium. Thus, 41.8 per 
cent of cases of uteri with malignancy showed atrophic endometrium and only 16 
per cent of cases of uteri without malignancy showed atrophic endometrium. 
This suggests that adenocarcinoma of the uterine corpus is more likely to occur 
in cases in which there is atrophy of the endometrium than in cases in which there 
is no atrophy. 

Two of the 86 cases of adenocarcinomatous uteri and 3 of the 150 cases of, non- 
adenocarcinomatous uteri presented some features similar to those found in early 
differentiative endometrium but since they were not entirely the same, the endo- 
metrium was classified as late proliferative. 

The percentage of cases with grade 3 and 4 cystic change and with grade 3 and 4 
accumulation of secretion was roughly the same in the 2 groups of cases. Approxi- 
mately 42 per cent of the adenocarcinomatous uteri showed no cystic changes, 
whereas 20 per cent of nonadenocarcinomatous uteri showed no cystic changes. 
This lends evidence contrary to the view that the “Swiss-cheese endometrium 
of Novak has any features predisposing to the development of carcinoma. 

There was no consistent difference or variation of cystic change, accumulation 
of secretion in the glands, density of the stroma in and beneath the endometrial 
epithelium, involvement of the subbasal glands or sclerosis of the arteries an 
arterioles, according to the grade of adenocarcinoma. In 28 of the 86 cases no 
subbasal glands were found. Thus, subbasal glands seem to have no causal re- 
lationship to adenocarcinoma of the uterus. 

There was virtually no difference in average thickness of endometrium m a eno- 
carcinomatous uteri as compared with nonadenocarcinomatous uteri. 

The incidence of endometrial polypi in uteri without adenocarcinoma vas 
roughly 8 times greater than their incidence in uteri containing adenocarcinoma. 
However, previous curettage in all cases of malignancy might be parti y 
sponsible for the variation. 
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In gmeral, it may be concluded from this comparison of adenocarcinomatous 
and nonadenocarcinomatotis uteri removed from women who had passed the men- 
opause, that the uninvolved portion of endometrium in the former group was in 
no demonstrable way different from that of the endometrium in the latter group, 
except that atrophic endometrium was found more often in adenocarcinomatous 
uteri than in nonadenocarcinomatous uteri, while endometrial polypi were found 
more often in nonadenocarcinomatous uteri. 7 figures. 

(The authors, at the outset of their paper, state that they will not use such terms as 
“endometrial hyperplasia”, “cystic hyperplasia" and “Swiss-cheese hyperplasia”, which 
every gynecologist would understand. Instead of these they choose to employ such terms 
as “early proliferative with atrophy” and ‘late proliferative with atrophy” in describing 
the appearance of the endometrium, and these will seem puzzling, somewhat paradoxical 
and certainly unfamiliar to most gynecologists and pathologists . It is unfortunate that the 
authors, in their historical review of previous reports as to the possible relation of hyper- 
plasia and adenocarcinoma, do not always mention whether the hyperplasia was postmeno- 
pausal or whether it was the common type encountered during the reproductive era. 

This, after all, is a very important point. So far as I know, no one has ever attributed 
the slightest importance to the latter as a predisposing factor in the development of adeno- 
carcinoma. Certainly there was no such implication in the paper which we published in 
1936 and to which the authors refer. It was only in the far less frequent cases of postmeno- 
pausal hyperplasia that we noted a not infrequent association with adenocarcinoma, as 
Taylor had done in 1932, and suggested a possible predisposing relationship . More recently 
I have published (Jour. Clin. Endocrinol., 4: 575, 1944) another study of the varying his- 
tological pictures encountered in the postmenopausal period, including at times typical 
Swiss-cheese hyperplasia of active and not retrogressive type, though the latter is even more 
often seen. For that matter, Fahlund and Broders likewUe encountered a considerable 
proportion of proliferative endometria. They say that the proportion was about the same 
in carcinomatous and non-carcinomatous uteri, which would seem to prove very little one 
way or another. For example, probably most gynecologists still believe that chronic irrita- 
tive lesions of the cervix predispose to cancer, but the proportion of women with such lesions 
and without cancer would probably be hundreds of times greater than those in which these 
lesions coexist. 

As the authors state that all the uteri in their group had been previously curetted, the 
illustrations included in their paper probably give a less accurate idea of the' endometrium 
in the uninvolved portions of the uterus than if the study encompassed also the tissue which 
had been curetted away. I have commented on this paper rather fully since our own papers 
on the subject were referred to by the authors. That adenocarcinoma and postmenopausal 
hyperplasia or less pronounced proliferative endometria not infrequently coexist permits 
of no doubt. Whether this is purely coincidental or whether the hyperplasia, presumably 
estrogen-induced, plays any predisposing role in the development of adenocarcinoma, I am 
sure I don’t know, though I think it possible. — Ed.) 


OBSTETRICAL AND GYNECOLOGICAIi SURVEY 

POSTMENOPAUSAL ENDOMETRIUM AND ITS RELATION TO 
ADENOCARCINOMA OF THE CORPUS UTERI 

G. T. R. Fahlund AND A. C. Broders 
Am. J. Obsfc. & Gynec., 61 : 22-38, 1946 

The material studied in this paper consisted of postmenopausal uteri in 236 
cases. In 86 of these cases the uterus had been removed because of adenocarci- 
noma and in 100 cases it had been removed for other reasons. In 50 cases routine 
necropsy had been performed. 

In the group of 86 women wlio had adenocarcinoma of the corpus uteri, all but 
one had had vaginal bleeding or spotting as a presenting complaint. In these 86 
cases there was no appreciable variation in the percentage of cases with prolifera- 
tive endometrium, whether earl}’’ or late, or in the percentage of cases with pro- 
liferative endometrium, according to the grade of malignancy. 

There was no appreciable difference in the percentage of any given type of 
endometrium in adenocarcinomatous uteri as compared with nonadenocarci- 
nomatous uteri, except with regard to atrophic endometrium. Thus, 41.8 per 
cent of cases of uteri with malignancy showed atrophic endometrium and only 16 
per cent of cases of uteri without malignancy showed atrophic endometrium. 
This suggests that adenocarcinoma of the uterine corpus is more likely to occur 
in cases in which there is atrophy of the endometrium than in cases in which there 
is no atrophy. 

Two of the 86 cases of adenocarcinomatous uteri and 3 of the 150 cases of non- 
adenocarcinomatous uteri presented some features similar to those found in early 
differentiative endometrium but since they were not entirely the same, the endo- 
metrium was classified as late proliferative. 

The percentage of cases with grade 3 and 4 cystic change and with grade 3 and 4 
accumulation of secretion was roughly the same in the 2 groups of cases. Approxi- 
mately 42 per cent of the adenocarcinomatous uteri showed no cystic changes, 
whereas 20 per cent of nonadenocarcinomatous uteri showed no cystic changes. 
This lends evidence contrary to the view that the “Swiss-cheese endometrium 
of Novak has any features predisposing to the development of carcinoma. 

There was no consistent difference or variation of cystic change, accumulation 
of secretion in the glands, density of the stroma in and beneath the endometna 
epithelium, involvement of the subbasal glands or sclerosis of the arteries an 
arterioles, according to the grade of adenocarcinoma. In 28 of the 86 cases no 
subbasal glands were found. Thus, subbasal glands seem to have no causa re 
lationship to adenocarcinoma of the uterus. 

There was virtually no difference in average thickness of endometrium in a eno- 
carcinomatous uteri as compared with nonadenocarcinomatous uteri. ^ 

The incidence of endometrial polypi in uteri without adenocarcinonia vas 
roughly 8 times greater than their incidence in uteri containing adenocarcinoma 
However, previous curettage in all cases of malignancy might be par i y 
sponsible for the variation. 



THE trTEIlTJS 


407 


have not studied the problem in any intensive fashion. I have often seen residual carci- 
noma, not infrequently in the mucosa itself, after what had apparently been adequate radia- 
tion, although the proportion of cases in which such findings are noted will obviously be in- 
fluenced by such factors as dosage and technique. On the latter point there are still wide 
variations, and there mxist be uncertainty in many cases as to whether a lesion which is per- 
haps localized receives an adequate radium efltect. The popular plan at the moment is to 
follow radiation with panhysterectomy, the interval being ordinarily six weeks. Certainly 
I would agree with the author that hysterectomy should be a part of the treatment of all 
cases in wBich some contraindication is present, such as age, serious disability or organic 
disease, or a very advanced stage of the disease. Nor would I critize anyone who, in the 
occasional early case, proceeds with radical operation without preliminary radiation. — 
Ed.) 


CARCINOMA CORPORIS UTERI IN 2 SISTERS AGED 34 AND 

32 YEARS 

Akthony W. Pdrdie 

J. Obst. & Gynaec. Brit. Emp., 62: 575-79, 1945 

Two cases are presented of corporeal uterine cancer occurring in sisters aged 
34 and 32 years. Both were nulliparae, presenting themselves with the complaint 
of severe vaginal bleeding. Currettings on. both revealed corporeal carcinoma. 
The diagnosis in each case is substantiated by microphotographs. Total hys- 
terectomy with bilateral salpingo-oophorectomy in one case and left salpingo- 
oophorectomy in the other (the right ovary had been removed previously) was 
performed. Both sisters made normal recoveries and have remained well and 
free from any sign of recurrence. 

The largest number of cases of corporeal carcinoma has been found to occur in 
the postmenopausal age group. However, it is erroneous to state that corporeal 
uterine carcinoma never occurs before the menopause. The 2 cases presented in 
this report are not isolated, as is shown by a brief re\dew of the hterature. A 
small but appreciable number have occurred in the 4th decade and from time to 
time the condition is met with at the age of 19 or 20. It can even occur in child- 
hood, having been found, according to Shaw, in 12 cases of children and ado- 
lescents. 

The other aspect of the matter is familial occurrence. In considering a familial 
tendency to cancer, we may be interested in its occurrence in any organ of the 
body, but the tendency to malignant tumors in one organ in members of the same 
family is of particular interest. This has been reported by others in mothers and 
daughters of the same family, the uterus being the organ affected. In the present 
2 cases, the mother died of cancer of the rectmn and 2 maternal uncles of cancer of 
other organs. 4 figures. 

(While the exact role of heredity in cancer predisposition is still a matter of dispute • 
among the scientists, it would be difficult to persuade any practitioner of long experience 
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A HISTOLOGIC STUDY OF THE EFFECT OF IRRADIATION 
ON ADENOCARCINOMA OF THE ENDOMETRIUM 

Lyman M. Stowe 


Am. J. Obst. & Gynec., 61: 57-66, 1946 


In a review of the literature dealing with the detection of residual tumor and its 
frequency in adenocarcinoma of the endometrium treated with radium, radon and 
deep x-ray therapy, the author has found that an apparently viable tumor per- 
sisted in from 12.5 per cent to 89 per cent of the reported cases. There was wide 
variation in the amount of therapy given, in the t3q)e of radium or radon applica- 
tors used, in the intervals between irradiation therapy and operation, and in the 
thoroughness of the search for residual tumor in the operative specimens. 

The uteri of a series of 53 women were studied in this paper and the incidence 
of residual tumor was found to be 50.9 per cent. All of these patients had intra- 
uterine radium application ; 23 had deep x-ray therapy as well. In a small series 
in which x-ray was employed in adequate dosage together with radium irradiation, 
the incidence of residual tumor fell to 40 per cent, while in a longer series where 
radium alone was used the incidence was 56.5 per cent.' 

In 46 of the 53 cases a jointed tandem applicator was used. This wasriedgned 
to overcome the effect of variations in size and shape of the uterine cavity. The 
uterine cavity is measured directly and 5 capsules containing the radium element 
are placed in series in a long piece of rubber tubing, the capsules being fixed in 
position by firmly ligating the tubing between adjacent capsules. The resulting 
triangle has 2 capsules on each side and one at the base. The applicator will 
bend to some degree to accommodate itself to varying shapes of the cavity. The 
practice has been to place in succession in the tubing capsules containing 7, 10, 
15, 10 and 8 mg. of radium, respectively. The combined effects of these will 
produce a diffuse dose to the cavity. In most instances, introduction of this 
applicator is rapid and simple. 

In the majority of instances where residual carcinoma was found, it was seen in 
the musculature of the uterus. The persistence of viable tumor deep in the 
muscle might be a consequence of inadequate irradiation of the tissues at even 
Rmfl.ll distances from the source of energy. Also, no evidence has been obtained 
from this study to suggest that' tumor which has involved the muscle to lie be- 


neath the surface is ever destroyed by irradiation. 

It is apparent that eradication of adenocarcinoma of the body of the uterus is 
not attainable by these methods of irradiation therapy. The fact that residua , 
carcinoma was found to be present in the uteri of a high percentage of these pa- 
tients, even in the most heavily treated group, makes it quite clear that surgica 
attack must be considered to be the essential feature of curative therapy m t c 
treatrnent of these cases. It is still possible that preliminary irradiation may e 
useful as additional therapy or as palliation. 4 figures. 

(While the series of cases studied is not very large, the results are not unlike 
by a number of other authors, or like those encountered from time to time by many 
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type in the superior lobes of both lungs. The uterus contained a pregnancy of 4 
months and the left ovary a large corpus luteum. 

Microscopically the pleural tumor revealed very interesting and surprising 
findings. The epithelial gland structures showed tortuositj'- and were covered 
by a single layer of high columnar epithelium, which in some areas presented 
pluristratification. They showed marked proliferation with many atj-pical 
nuclei and some mitotic figures. The stroma was composed of loose edematous 
tissue containing many vessels, hemorrhages and necrosis. In some areas, how- 
ever, these connective tissue cells looked exactly like real decidual cells. As a 
matter of fact, the whole pathologic picture reminded one very much of a hyper- 
trophic premenstrual endometrium with decidual-like reaction. However, no 
smooth muscle could be seen. The diagnosis of papillary adenocarcinoma of 
the pleura was confirmed, the growth showing epithelial and stromal changes 
resembling a decidual reaction. 

All three cases present very interesting features bearing on the pathogenesis 
of endometriosis. 

The first one, offering a good example of the rare location of endometriosis 
on the small intestine, maj" be explained either by the serosal metaplasia theory 
of Robert Meyer or as a secondary implantation of endometrium according to 
Sampson’s theor 3 ^ Peritoneal inflammatory processes considered by many as 
one of the causes of metaplastic changes on the serosa, were in this case present 
in great amount. Even more interesting is the extraordinary muscular develop- 
ment that had occurred aroimd the ectopic endometrium, girong rise to a real 
adenomyoma which caused the intestinal occlusion. According to Speeman’s 
ideas, this process can be explained as the immediate result of a productive or 
inductive irritation carried out by the epithelial prohferation (endometrial tissue) 
on the smooth muscle of the intestine. 

The last 2 cases seem to demonstrate a susceptibility of the pleural epithelium, 
under certain conditions, to endocrine stimuli. In fact, the second case showing 
a real endometriosis of the pleura constitutes a good e.xample of the possibility 
of direct conversion of the structures derived from the celomic epithelium into 
endometrial formations, by means of metaplastic changes. As we know, both 
pleural epithelium and peritoneal endothelium have a conmion origin from the 
celomic epithelium, and thereby a genetic relation is maintained with the epi- 
thelimn of the genital tract. If peritoneal endometriosis can be explained 
through a process of metaplasia of the peritoneal epithelium, there is no reason 
why similar changes cannot occur on the pleural epithelium. It is possible that 
its cells may reacquire embr 3 mnic capacity by means of regenerative processes 
and thereby undergo metaplasia under endocrine stimulants. As a matter of 
fact this case illustrates the transformation of the pleural epithelium into rea 
endometrium within a chronic, hyperplastic and regenerative inflammatory 
process. It constitutes a good argument against Sampson’s theory, which can- 
not explain the extra-abdominal occurrences of endometriosis. 

The third case represents a very valuable complement to the second one. In 
fact, the characteristic decidual reaction undergone by the stroma of the malig- 
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CONCERNING THE PATHOGENESIS OF 
ENDOMETRIOSIS .(IN RELATION TO THREE CASES 
OP EXTERNAL ENDOMETRIOSIS) 


Walter Bunoelbr and Decio Fledry Silveira 
Arq. de cir. din. e exper., 3: 169-87, 1939 


he authors report 3 unusual cases of endometriosis, one of them unique in the 

erature. The first is one of an endometrial nodule, the size of a cheny, in the 
wall of the ileum about 6 cm. from the ileo-cecal valve. The patient was 39 
years old. It produced an intestinal obstruction, for which ileo-cecal resection 
was required. The patient died and autopsy showed extensive pelvic endo- 
metriosis. 

The second case was that of a 42 year old patient who died with chronic pneu- 
monia. At the autopsy, besides the pleuro-pulmonary lesions characteristic of 
the disease, there were 3 small roimd nodules, soft and red, well delimited on the 
cupola of the right pleura which was very much thickened and partially hyalinized, 
showing microscopically a fibroblastic pleurisy. The nodules showed a veiy un- 
expected but definite picture of endometriosis with typical premenstrual reaction. 
The glands, tortuous in outline, were surrounded by a very cellular stroma and a 
compact connective tissue containing a large amount of intracellular hemosiderin. 
In some areas, encircling the epithelial islands, there was smooth muscle. 

The uterus show'ed a very thickened premenstrual type of endometrium. 
Within the internal muscular layers there were multiple small foci of endometrial 
tissue (adenomyosis) which showed also a premenstrual reaction. Both ovaries 
presented several follicle cysts and the right one a benign papillary pseudomuci- 
nous cystadenoma. This case of pleural endometriosis is apparently unique in 
the literature. 

The third case was that of a 37 year-old patient, 4 months pregnant, presenting 
a specific pleuritis, who had undergone treatment wdthin the last 4 years for a 
suspected tuberculosis of the right superior pulmonary lobe. For the last 4 
months, i.e., since she became pregnant, there had been an increase in the 
severity of the respiratory sj-mptoms. A puncture biopsy revealed papillary 
adenocarcinoma, either of the lung or pleura. The patient died 8 da 3 's later and 
at the autopsy, a primary carcinoma was found on the right pleura, with com- 
plete encapsulation of the right lung and multiple metastases in the mediastinal, 
cervical and retroperitoneal glands. There was tuberculosis of the productive 
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The patient, a 38 year old woman, was first seen with the complaint of mid- 
epigastric pain, nausea and vomiting. An appendectomy had been performed 
14 years pre\dously. The first attack of pain had occurred about one and one- 
half months before at the time of her regular menstrual period, lasting until the 
period stopped. During the intermenstrual period and during the next regular 
period she had no pain. Prior to her admission she started to menstruate again 
and the same pain recurred. Vomiting brought some relief but the pain persisted 
for the remainder of the period. 

Peptic ulcer and cholelithiasis were ruled out by an upper gastrointestinal 
series and cholecystogram. Gastric analysis was normal. Antispasmodics 
and sedation were prescribed during the following intermenstrual period and the 
patient was •without symptoms. During the next menstrual period there was 
severe lower right quadrant pain, distention, nausea and vomiting. A gastro- 
intestinal series' ■with barium enema established the diagnosis of small bowel 
obstruction. 

At operation the terminal ileum showed what appeared to be a hard constrict- 
ing band of fibrous tissue about 3 inches from the ileocecal jimction, completely 
occluding the lumen of the bowel. A resection of the involved portion was done 
mth a side to side anastomosis of the ileum and cecum. The histologic diagnosis 
was endometriosis of the ileum. 

(As the authors state , it is generally the sigmoid or rectum which is involved in intestinal 
endometriosis, but at times the terminal ileum or appendix may be a site of the disease since 
these are often located in the true pelvis, to which endometriosisis is almost entirely confined. 
However, intestinal endometriosis may occasionally occur in the entire absence of pelvic 
endometriosis. For example, in the course of a hysterectomy for myoma some time ago, a 
hard, freely movable mass was accidentally noted in the ileum, simulating an annular car- 
cinoma. The patient had had no obstructive symptoms but x-ray studies shortly after her 
'operation confirmed the presence of an organic lesion thought to be carcinoma. A resection 
was done, but microscopic examination showed endometriosis instead of cancer. In this 
case there was no endometriosis in the ovary or elsewhere in the pelvis. See also comment 
on preceding paper. — ^Ed.) 


ANGIOMA OF THE UTERUS 

LfrvT-SoLAL, Bret aih> Duperrat 
Gyn4c. et obst., 44: 332-34, 1945 

The case is presented of a 40 year old woman whose menses had been normal 
until November 17, 1944. The flows which occurred on December 9th, 15th and 
23rd were blackish and contained some clots. At these times tbe patient had 
mtense hypogastric pains, paroxysms, nausea and dizziness. The bleeding of 
December 23rd lasted 14 hours. The patient’s general condition had altered and 
she had lost 4 kilograms. 
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Rant tumor in the coexistence of pregnancy, besides its epithelial changes, can 
be explained as the result of a sensibility acquired by the pleural neoplastic tissue 
(embiyonic characteristics) to the endocrine stimuli of gestation. 

(A considerable group of cases of intestinal endometriosis, often producing obstruction 
and requiring colostomy or resection, have been reported. The rectum and sigmoid are 
naturally the portions of the bowel most frequently involved. In extensive pelvic endo- 
metriosis, the rectal or sigmoid wall may show such massive infiltration as to simulate car- 
cinoma perfectly, and this mistake has been frequently made, especially by general sur- 
geons not familiar with the vagaries of endometriosis. Unless obstruction has actually 
occurred, the complete removal of ovarian tissue is all that is required to relieve the patient, 
since the aberrant tissue then retrogresses, its shrunken residua usually causing little or no 
discomfort to the patient. No longer is there any justification for the extensive and hazard- 
ous resections at one time advocated and practiced for sUch bowel involvement unless, as 
already mentioned, complete obstruction has already occurred. 

The second case, that of what appears to have been a genuine pleural endometriosis, is 
of great interest and, as far as I know, is actually unique in the literature. Whether the 
explanation offered by the authors is correct must of course remain a question. Only cer- 
tain "celomic rones" appear to be favorable to the development of endometriosis, such as 
the pelvic peritoneum and segments of the anterior parietal peritoneum. The upper ab- 
dominal peritoneum seems to be practically immune. The other possible explanation, not 
mentioned by the authors, is that of hematogenous dissemination of endometrial tissue. 
This, for example, is the only possible explanation in the few reported freak cases of what 
was apparently genuine endometriosis in such locations as the upper arm or thigh. The 
experimental work by Hobbs shows that in cats endometrium introduced into the-blood 
stream grows quite readily in the lungs. These experiments are at least suggestive m 
attempting the explanation of pleural endometriosis. 

The third case must, I think, be viewed with some skepticism. This patient had a very 
definite papillary carcinoma and one would have to lean backward from interpreting certain 
histological features of this growth as representing instances of ectopic decidual growt 
This statement is made simply because all sorts of gradations of gland and stromal changes 
in adenocarcinomata of the type described by the authors are possible and might, at tunes, 
simulate decidua. On the other hand, it is possible that an examination of the slides or o 
good photomicrographs might incline one to agree with the authors that the existing preg 
nancy in their third case had actually elicited a decidua-like response in parts of the tumor 
which they describe. — Ed.) 


ENDOMETRIOSIS CAUSING INTESTINAL OBSTRUCTION . 

0. T. Wood, I. Dbibert and T. Kain 
J. A. M. A., 130: 341-43, 1946 

The general incidence of endometriosis has been reported as 8.9 per cent in 
)00 surgical cases. Intestinal obstruction, as a result of endometriosis, as e 
iserved frequently but most instances are those involving the sigmoi an 
Eektivoly few cases of acele complete obstmcPon have 
■corded. The authors present the follownng case as bemg of mterest 
• .^he short duration of S 3 Tnptoms from the time of onset. 
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diagnosis had been made of myomas of the uterus. A subtotal hysterectomy 
was done with unilateral salpingectomy and bilateral partial oophorectomy. 
The pathological report was multiple fibromyomas of the uterus, myosarcoma 
of a submucous fibroma and lutein cyst of an ovary. About 8 months prior to 
the present admission she developed pain in the left knee when standing or w'alk- 
ing. A roentgenogram of the left knee and hip showed an abnormal process 
consisting of diffuse erosion of the head of the femur. The patient failed to 
return to her physician but consulted a chiropractor until the pain involved the 
left hip and was so severe that she could not get out of bed one morning. 

At the present admission, film s of the left hip showed a fracture involving the 
neck of the left femur with some apparent erosion and rarefaction of the neck 
of the femur. This was thought definitely to be due to a pathologic fracture 
resulting from bony metastasis. A biopsy of the femur at the fracture site 
showed interlacing bundles of spindle-shaped cells. Irregular pyknotic masses 
of nuclear substance were observed in large numbers, but comparatively few 
clearly defined mitotic figures were seen. 

The biopsy wound became infected and in spite of treatment, the patient died. 
The anatomic diagnosis was leiomyosarcoma of the uterus with extension to the 
pelvis, abdomen and left femur. 7 figures. 

(Sarcoma may arise not only in myomas, but in any of the tissue elements of the uterine 
wall. Some cases. Including many arising in myomas, are of a relatively low degree of ma- 
lignancy, but others, especially many of the intramural or endometrial group, are highly 
malignant. Unlike the carcinomas, recurrence is not regional in the pelvis, except where 
removal has been incomplete, but occurs to distant organs, as the authors mention. For 
this reason, there is no rationale for postoperative irradiation of the pelvis if a complete 
operation has been done. I have seen two instances of sarcoma metastasis to the brain. — 
Ed.) 


HTTERTROPHY OF THE UTERUS 
Arthur H. Curtis 

Am. J. Obst. & Gjmec., 60: 748-52, 1945 

Hypertrophy of the uterus is charactc*rized by morbid enlargement or over- 
growth, particularly of the body of the uterus. The uterus is symmetrically 
enlarged and heavy, the uterine walls thickened and the cavity enlarged beyond 
Its normal capacity. The endometrium varies; it may be entirely normal or it 
may be thickened or even polypoid if there is hormonal imbalance or obstructed 
utenne drainage. Associated numerous and varied changes may be present in 
the cervix, klackenrodt’s ligaments, ovaries and other pelvic tissues, dependent 
upon the etiologj- of the hypertrophy and the severity and duration of the con- 
dition. 

The. author classifies hypertrophy of the uterus as follows: (l) Chronic sub- 
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A pelvic examination on January 2nd revealed no abnormalities; the uterus 
was small, anteverted and inflected to. the left; the adnexa were normal. The 
currettings and smears appeared to be normal. On January 4th, a lipiodol 
examination was made. The plates revealed a filling defect of the left horn of the 
uterus. After total hysterectomy, examination of the left horn showed a small, 
hard, brownish mass, the size of a lentil, which obliterated the uterine ostium. 
Histological examination revealed this mass to be composed of fibrin, erythro- 
cytes and neocapillaries. It was clearly a well developed fibrino-cruoric blood 
clot. The mucus below it had disappeared and the clot was implanted directly 
on the angiomatous tissue from which it arose. The inner stratum of the myo- 
metrium was hollowed ’out by small winding cavities which were lined with a 
slight, single endothelial coating with clearly defined nuclei. In come places 
it was filled with blood. A diagnosis of capillary angioma of one of the walls of 
the uterine horn with a fibrino-cruoric surface clot was made. The hemorrhagic 
manifestations were interpreted as sequelae to an ulceration process on the sur- 
face of the angiomatous region of the uterus, and the organized clot was pre- 
sumed to be a manifestation of the healing process. 1 figure. 

(While angiomas of the uterus occur, they are exceedingly rare. The description given 
by the authors seems to justify their designation of the small growth as an angioma; and 
photomicrographs are not available for comment. — Ed.) 


LEIOMYOSARCOMA OF THE UTERUS WITH METASTASIS TO THE 
FEMUR; REPORT OF A CASE AND REVIEW OF THE LITERATURE 


W. S. Brooke and J. R. Thomason 


Arch. Surg., 61: 120-24, 1945 


Sarcoma of the uterus is a rare neoplasm, probably occurring in not more thm 
one per cent of patients who are operated on for uterine fibromyomas. T e 
condition may be encountered in children but it is more common in women in 
the menopausal period, especially during the 5th and 6th decades. It is no 
certain whether the tumor arises primarily or -whether it develops from a pre 
existing fibroid. The number of mitotic figures is usually an index to the degree 

of malignancy. . u i pH- 

Metastases from sarcoma of the uterus are most common in the lungs, p 
toneum, lymph nodes, liver and kidneys. Little has been written concerning 
metastases of uterine sarcomas to bone. The authors were able to fin on y 
cases reported and they know of one questionable case through personal^ com- 
munication. The following case is presented, in which metasasis occurred in 


femur. 

The patient, a 43 year old woman, was 
of pain in the left hip of 8 weeks’ duration. 


admitted to the hospital complaining 
Several years previously an operative 
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DERMOID CYSTS OF THE OVARY: THEIR CLINICAL AND 
PATHOLOGICAL SIGNIFICANCE 

W. J. Blackwell, M. B. Dockertt, J. C. Masson and R. D. Mussey 
Am. J. Obst. & Gynec., 61: 151-72, 1946 

Believing that a review of a large group of cases of ovarian dermoid cysts might 
produce some valuable information, the authors undertook the present study. 
Answers were sought for such questions as these: what are the usual histologic 
components of the tumors and how many tumors are truly monodermal? Are 
the symptoms and signs produced diagnostic of the tumor type? What is the 
incidence and what are the types of malignant transformation seen in ovarian 
dermoids? 

With the exception of an article by Pauly in 1875, a review of the literature 
shows a surprising lack of historical rhaterial on this important subject. The 
data obtained from an extensive review of the writings show that these cysts 
have been reported to contain a variety of substances: namely, hair, teeth, bone, 
nerve tissue, smooth muscle fibers, bone coimected by a false joint lined by perios- 
teum, well developed mammary glands, tissues resembling ceciun and appendix, 
thyroid tissue, corpus luteiun cysts in the walls of dermoids, an adrenal, a lens 
and eyelid, salivary glands and a rudiment of lung. 

The large number of hypotheses which have been advanced to explain the ori- 
gin of these tumors is evidence that knowledge concerning their cause is still 
conjectural. Currently the most discussed hypotheses are misplaced blastomere 
and parthenogenetic development of ovum. 

The conclusions presented in this paper were drawn from a study of the data 
obtained from the records of 225 patients who had cystic teratomas removed 
surgically at the Mayo Clinic and from microscopic examination of 100 consecu- 
tive tumors from this group. 

The incidence of dermoids is usually stated to be about 10 per cent of all 
ovarian neoplasms, but the incidence of this series was only 5 per cent. The 
tumors occurred wdth equal frequency in either ovary. Twelve and four-tenths 
per cent were bilateral. The patients’ ages ranged from 7 to 72 years; approxi- 
mately 85 per cent of the tumors were removed from patients between the ages 
of 16 and 55 years. It w’as believed that those removed from older patients had 
arisen before cessation of ovarian acthdty. 

Gross examination revealed that the tmnors were soft and cystic at body tem- 
perature unless they contained bone, cartilage or teeth. The oily content of the 
cysts was composed of fat, desquamated epithelium, glycerides of fatty acids, 
cholesterol and other alcohols. From the inner surface of the wall there usually 
projected a white shiny protuberance to which numerous hairs were attached. 
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involution, M'hich presents an exaggeration of normal physiologic function either 
■with or without infection. It is chiefly ascribed to an endocrine factor. (2) 
Diffuse hypertrophy, which may be cited as an example of chronic subinvolution, 
where the uterus is massive, hypertrophic and badly retrodisplaced. This type 
presents a proportionate increase in the various elements of the uterine wall, 
i.e., overgroivth of muscle, the connective tissue and the blood vessels. (3) 
Chronic metritis, in which there is a grossly e'vident infection of the tubes, ovaries 
or pelvic cellular tissues, histological examination of the uterus presenting the 
usual residual e'vidence of an inflammatory process. 

The usual symptoms are prolonged or excessive menstruation, peWc pressure 
with aching discomfort and increased vaginal discharge. Differentiation from 
carcinoma of the uterine body is sometimes diiScult, Histologic diagnosis of 
the various types of uterine hypertrophy is facilitated by differential stains. 
Various gradations of hypertrophy are encountered in most instances and pure 
subinvolution or true diffuse hypertrophy or hypertrophy due solely to metritis 
or to endocrine disturbance is unusual. 

Currettage, a diagnostic procedure in these cases, may also prove beneficial at 
times. If more important surgical intervention is required, corrective operations 
for displacement should be considered only if childbearing is an important issue; 
subtotal or complete hysterectomy is the procedure of choice. 4 figures. 

(A paper by Williams and-Kinney, published 2 years ago (Am. J. Obst. & Gynec., 47:380, 
1944) contained the suggestion that the term “myometrial hypertrophy” be used in lieu of 
such terms as fibrosis uteri, chronic metritis, arteriosclerosis uteri and metrorrhagia myo- 
pathica, and Curtis makes essentially the same suggestion in the paper abstracted above. 
If the author proposes to use the term hypertrophy as a mere synonym for enlargement, 
there can scarcely be any objection to it as a loose clinical designation. As he says, many 
factors may be concerned in bringing about such an enlargement, and he himself enumerates 
a number of these, such as subinvolution and chronic metritis. It is perfectly true that 
there has been much floundering in the use of such designations as fibrosis uteri, chrome 
subinvolution, chronic metritis and diffuse hypertrophy. In some cases such terms can e 
intelligently applied; in others there will be uncertainty and confusion. But certainly no 
laboratory of gynecological pathology would wish to dump them into a general category 
designated as hypertrophy.— Ed.) 
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ovary measuring 7 by 7 by 6 cm. Several small, tbin-walled translucent cysts 
were noted in the cortical zone of normal ovarian tissue. Microscopic examina- 
tion disclosed the mass well-demarked from a thin zone of normal ovarian tissue. 
The latter contained several simple follicular cysts which were ^^sible in the gross 
specimen. A moderate-sized cj-^stic area was noted within the neoplastic mass. 
The cyst cavity contained a papillomatous structure, whose stroma had a myxo- 
matous appearance. Stains for phospholipids were positive and foot silver stains 
revealed an abimdant reticulum. The final diagnosis was theca-cell cystoma. 

The gross specimen in the second case consisted of a large nodular uterus, 
both normal-appearing Fallopian tubes and a small right ovary. A large cystic 
mass was noted arising from the left adnexa, firmly adherent to the left lateral 
aspect of the uterus. On section the mass was multilocular. There were several 
large cyst cavities and many small cysts. Microscopic examination revealed 
the dense fibrous areas formed of spindle-shaped cells of fibroblastic appearance. 
The thin walls of the cystic locules were formed of similar cells. Stains for phos- 
pholipids were positive and foot silver stains revealed an abundant fine reticulum. 
The final diagnosis was theca-cell cystoma. 

The observation of cyst proliferation in this type of tumor, heretofore only 
reported as solid tumors, lends support to the theorj’- advanced by Novak, Traut 
and others that these tumors arise from early ovarian mesenchyme. The author 
calls attention to the fact that these tumors may reach such large proportions as 
to be readily confused vith other ovarian cystomas. 6 figures. 

(Thecomas as a group do not reach the large size attained by many granulosa cell tumors 
and they are commonly solid. In the first of the 2 cases reported in this paper, the illustra- 
tion shows a lining of a single layer of granulosa cells, suggesting that a simple follicle cyst 
might be coexistent with the thecoma. Such an explanation would scarcely apply to the 
very large cyst in the case, and the description of this tumor would suggest that it is of 
granulosa thecomatous nature. With granulosa cell tumors, especially those of large size, 
cyst formation is of course relatively common, — ^Ed.) 


grantjlosa-cell tumor with pregnancy following 

REMOVAL 

J. E. Athe and W. R. Foote 
Am. J. Obst. & Gynec., 61: 260-64, 1946 

The granulosa-cell tumor makes up about 2 to 3 per cent of all solid ovarian 
tumors. It appears most commonly in women about the menopausal age but 
occasional examples are seen in young women between puberty and the meno- 
pause, while a few have been observed in children. 

During the period of sexual activity the symptomatology due to the en- 
docrinal potencies of the tumor is less noticeable than at other ages because of 
the proximity of normal menstrual function and also because the other ovary, 
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The protuberance frequently was covered with hair and contained cartilage, bone 
and teeth. In this series, teeth were preknt in 31 per cent of the cases. It was 
observed that the tumors are of slow growth and that the average size is 8.2 cm.; 
bilateral tumors average 7.75 cm. in diameter. 

Microscopic examination revealed that ectodermal derivatives were present 
in 100 per cent of the tumors, mesodermal structures in 93 per cent and ento- 
dermal derivatives in 71 per cent of these cysts. The high percentage of meso- 
dermal and entodermal elements was due to the fact that multiple sections were 
examined. Serial sections probably would have revealed more. 

The authors believe that the term “dermoid cyst” does, not fully define nor 
describe the growth. Since all eihbryonic layers may be represented, the authors 
suggest that these cysts should be regarded as teratomas and that they should be 
designated as cystic teratomas. 

The h3q)otheses that have been advanced to explain the histogenesis of these 
neoplasms do not adequately explain their origin. Malignant lesions occurred 
in 3 per cent of cystic teratomas. Symptoms associated with these cysts had no 
differential diagnostic value. Surgical removal was the treatment of choice 
but, when possible, resection of the tumor was done to conserve ovarian func- 
tion. 8 figures. 

(The Section on Patliology of the Mayo Clinic has been very assiduous in recent years ia 
reviewing the large gynecological material at its disposal, and has thus made a numberof 
valuable contributions, especially in the statistical study of ovarian tumors. The present 
paper, based on 225 cases, is of interest chiefly in emphasizing the endless variations in the 
histological components of dermoid tumors. Even an expert histologist will often find it 
difficult to identify some of the elements that may be encountered. The authors find the 
incidence of dermoids to be much less than that generally given of 10 per cent of all ovarian 
neoplasms, and I would be inclined to believe that their figure of 5 per cent is more nearly 
correct. I agree with them also that the term cystic teratoma would probably be a better 
one as applied to the so-called simple dermoid cyst. However, the way of the reformerin 
medical nomenclature is a pretty hard one, and it will probably be as hard to dislodget e 
term “dermoid cyst” as it would be to abolish the use by gynecologists of the term 
"fibroids” in speaking of uterine myomas, — Ed.) 


THECA-CELL CYSTOMA OF OVARY 

J. G. Shaenoff and J. R. Lisa 
Am. J. Obst. & Gynec., 253-59, 1946 

Cyst formation, observed in a few cases of tlieca-cell tumors 
las been attributed to liquefaction necrosis of the neoplastic tissues, n P 
5 years, of a total of 10 theca-cell tumors observed by the authors, 2 case 
■tudied which warranted their designation as theca-cell cystomas. 
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ovary measuring 7 by 7 by 6 cm. Several small, thin-walled translucent C 5 ’^sts 
were noted in the cortical zone of normal ovarian tissue. Microscopic examina- 
tion disclosed the mass well-demarked from a thin zone of normal ovarian tissue. 
The latter contained several simple follicular cysts which were \'isible in the gross 
specimen. A moderate-sized cystic area was noted within the neoplastic mass. 
The cj^t cavity contained a papillomatous structure, whose stroma had a mj^o- 
matous appearance. Stains for phospholipids were positive and foot silver stains 
revealed an abimdant reticulum. The final diagnosis w'as theca-cell cystoma. 

The gross specimen in the second case consisted of a large nodular uterus, 
both normal-appearing Fallopian tubes and a small right ovary. A large cystic 
mass was noted arising from the left adnexa, firmly adherent to the left lateral 
aspect of the uterus. On section the mass w'as multilocular. There were several 
large cyst ca\ities and many small cysts. Microscopic examination revealed 
the dense fibrous areas formed of spindle-shaped cells of fibroblastic appearance. 
The thin walls of the cystic locules were formed of similar cells. Stains for phos- 
pholipids were positive and foot silver stains revealed an abundant fine reticulum . 
The final diagnosis was theca-cell cj^stoma. 

The ohservation of cyst proliferation in this t 5 T)e of tumor, heretofore only 
reported as solid tumors, lends support to the theorj- advanced by Novak, Traiit 
and others that these tumors arise from early ovarian mesenchyme. The author 
calls attention to the fact that these tumors may reach such large proportions as 
to be readily confused with other ovarian cystomas. 6 figures. 

(Thecomas as a group do not reach the large sire attained by many granulosa cell tumors 
and they are commonly solid. In the first of the 2 cases reported in this paper, the illustra- 
tion shows a lining of a single layer of granulosa cells, suggesting that a simple follicle cyst 
might be coexistent with the thecoma. Such an explanation would scarcely apply to the 
very large cyst in the case, and the description of this tumor would suggest that it is of 
granulosa thecomatous nature. With granulosa cell tumors, especially those of large size, 
cyst formation is of course relatively common. — ^Ed.) 


GRANULOSA-CELL TUMOR WITH PREGNANCY FOLLOWING 

REMOVAL 

J, E. Atre and W. R. Foote 
Am. J. Obst. & Gynec., 61: 260-64, 1946 

The granulosa-cell tumor makes up about 2 to 3 per cent of all solid ovarian 
tumors. It appears most commonly in women about the menopausal age but 
occasional e.xamples are seen in young women between puberty and the meno- 
pause, while a few' have been observed in children. 

During the period of sexual activity the s 3 Tnptomatolog 5 ' due to the en- 
docrinal potencies of the tumor is less noticeable than at other ages because of 
the proximity of normal menstrual function and also because the other ovary, 
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often normal, may serve to mask the picture. However, there is usually a period 
of amenorrhea or there may be simple irregularity of the menses. In the amenor- 
rheic stage there may also be an associated hirsutism. 

Approximately 80 per cent of the granulosa-cell tumors are clinically benign. 
TiTien malignant, they metastasize rapidly. In a young woman, following re- 
moval of a benign granulosa-cell tumor, fertility should not be unexpected unless 
both ovaries have been removed. 

The author presents the case of a 35-year-old woman ivith a palpable pelvic 
tumor and associated lower abdominal pain. From the menarche, at 13 years of 
age, intermittent amenorrhea was noted, menstruation occurring at intervals of 
6 weeks to 6 months. Two years after marriage she became pregnant and was 
delivered of a healthy child. Only one period occurred 4 months after delivery 
and for the next 4 years the patient complained of amenorrhea, fatigue and ner- 
vousness. Gradually, she developed a nagging pain in the right lower quadrant 
and examination revealed a tumor replacing the right ovary. . 

At operation, the tumor was removed and the left ovary was found to appear 
healthy. In view of the patient’s age and desire to rear further offspring, oidy 
the diseased organ was removed. Postoperatively the patient menstruated o y 
once before becoming pregnant. She gave birth to a healthy child and smce 
delivery has had a normal 28-day menstrual cycle and enjoyed her firet goo 
health since the onset of puberty. It was of interest that, prior to operation, e 
was quite nervous and lacked any sexual libido. Since operation she has re- 
covered from the confused state and her sexual desires have been normal. 

In this case it appeared that the removal of the conflicting endocrme orre 
permitted rapid physiologic resumption of the normal sexual cycle. It wo 
appear that conservative surgery is justifiable in sparing the second ovary w en 
free from signs of malignant disease in a woman in the reproductive age. 

(As the authors state, there is no reason why patients with granulosa 
not conceive after the removal of the growth, and they refer to a number o justified 

sort in addition to their own case. I agree' with them that conservative su^^^^ ^ 
if one recognizes the granulosal nature of the lesion m younpr Pat'ents m 

ability of preserving the reproductive function is important. ^ of 

surgeon is likely to consider such tumors to be the more common and more Jad y 
ovarian cancer, especially when the tumor is large and presents as ^ d or partly y 
mass. The diagnosis in such cases is more likely to be made in 
operating table. This may be just as well, for in this type of t 
recurrence is a very real one.— Ed.) 


primary CARCINOMA OF THE FALLOPIAN TUBES 

K. A. Lofgren and M. B. Dockerty 
Surg., Gynec. & Obst., 82: 199-206, 1946 

Primaiy carcinoma of the 
1 the authors’ experience, for only one out ot every 
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genital tract. For the most part it is a disease of the menopause and has not been 
reported among individuals in their prepuberal years. 

Symptoms are insidious in their onset with vaginal discharge, pelvic pain and 
abdominal tumor representing the cardinal s3Tnptoms which, however, rarely 
lead the physician to a correct preoperative diagnosis. The evolution of the 
disease is more rapid than is indicated by its symptomatology and the majority 
of patients so afficted demonstrate lesions of doubtful resectability at the time 
of surgical exploration. The appearance of the lesion on gross inspection is 
sometimes deceiving since it may mimic closely familiar conditions of an in- 
flammatoiy nature. Because of this, every distended fallopian tube should be 
opened before it is removed from the operating room. 

Treatment of these carcinomas, whenever found, regardless of any apparent 
state of encapsulation, should consist of total abdominal hysterectomy with 
bilateral salpingo-oophorectomy in addition to removal of any discemibly in- 
volved regional lymphatic nodes and peritoneal implants. Postoperatively, 
roentgen therapy should be administered. In spite of these measures the’ num- 
ber of 5 year cures is disappointingly small. 

Pathologists who are imfamiliar with the condition will often have difficulty 
establishing the primary nature of the lesion and should remember that the fal- 
lopian tubes are frequently involved in metasasis from ovarian and uterine sour- 
ces. Actual involvement to the tubal mucosa, strict confinement to the fallopian 
tube, a marked disporportion between the size of the tubal and extratubal lesions 
as well as a working knowledge of the histologic pictures of primary uterine, tubal 
and ovarian carcinomas vtU be helpful in deciding the primary source in doubtful 
cases. The epithelial hyperplasia associated with tuberculous salpingitis should 
be kept in mind and the diagnosis of tubal tuberculosis and carcinoma should not 
he made except when malignant neoplasia is manifestly indicated. 7 figures. 

(Ab the authors state, primary tubal carcinoma is exceedingly rare, far more so than the 
secondary variety which may occur with either primary ovarian or corporeal carcinoma. In 
its advanced stage the disease is commonly bilateral and the tubes may appear as large, 
rather thin-walled pyosalpinges which often are quite freely mobile, unlike the extensively 
adherent pyosalpinges of gonorrheal type. The very unfavorable prognosis is due in part 
^ at least to the fact that the disease has usually reached a late stage before it gives rise to 
any worthwhile symptoms. Mitchell and Mobler last year reported the lucky find of a tiny 
prunarj' carcinoma in the small segment of tube removed at a Madlener -sterilization opera- 
tion (See February Survey, p. 127), and it will be interesting to follow her subsequent course 
after the complete operation which was done. Dr. Mohler has recently informed me that 
thus far the patient is apparently free of any recurrence. — Ed.) 
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BRIEF CONSIDERATIONS CONCERNING TWO CASES OF ACUTE 
TORSION OF THE FALLOPIAN TUBE 


Ricardo Lopez Monti and Enrique Vallaza 

An. d. Inst, matem. y asist. social, Buenos Aires, 6 : 90-96, 1944 

The literature reports comparatively few cases of acute torsion of the tube. 
It is hard to conceive how an organ suspended by such a large, wide and thick 
meso may occasionally undergo torsion, sometimes of several twists, leading even 
to its amputation in some instances. In the majority of cases, the tube presents 
some sort of abnormality, such as hydrosalpinx and hematosalpinx, or it coexists 
with a tumor in either one of the ovaries or even a myoma of the uterus. ^ 

The torsion generally occurs following exercise, dancing, etc., and in most 
cases it is associated with acute symptoms (sharp abdominal pain, tachycardia, 
etc.), although in other instances the clinical picture is more moderate, the pain 
being localized on one side or other of the lower abdomen. Usually there is no 
fever and on pelvic examination one finds an elongated tumor, sometimes cys ic 
in feel, tenderness in the cul-de-sac and frequently an associated ovanan cyst or 

uterine myoma. _ . ^o-nrv 

Differential diagnosis must be made from acute adneatis, tubal 
torsion of subserous pedunculated myoma, acute appendicitis, perforate c o 
cystitis and perforated gastric ulcer, mainly from the 3 latter, in order ° 
one to choose the adequate operative incision. Although 
can be made in some cases with the aid of the data {urnished by the his te j 
physical examination and laboratory findings, acute torsion of the tube g 
allv diagnosed at the operating table. _ . 

None of the various theories proposed to explain S 

According to the authors, it seems likely that several factors (lack 
abdoLal t«, traumatism, differeusas of pressure 
intestinal peristalsis, etc.) with the predominance of one of them at a certa 
moment, would give rise to the clinical picture described. 

The authors report 2 cases which they had the right 

The first was in a 44 year old patient who complamed of a P . ^ 4 

lower abdominal quadrant for 4 days. She had had 2 the 

months before, simulating appendicitis. A ™ of 4 twists, 

right tube, presenting a hematosalpinx, was found to t ^ 

Ih complete auto-amputation at the isthmic lev h A 

hydrosalpinx and the uterus a large "^yXstemctemy^Se performed, fob 

b, tb. * 

“Seton“ 48 old o^p'peulS' 
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orange, fixed to the cul-de-sac -ndth the corresponding tube. The right adnexa 
were entirely adherent to the ceciun. Following dissection of the adhesions, the 
ovary seemed to be normal but the tube presented a hematosalpinx 3 to 4 cm. in 
diameter. It had undergone torsion at the isthmic portion which showed stran- 
gulation and a tendencj’’ towards atrophy. Right salpingectomy and left ovari- 
ectomy were performed, followed bj’- uneventful recovery. In this case the au- 
thors are incited to believe that the dermoid cyst of the left ovary, by pressime 
against the posterior surface of the uterus, had contributed to produce the tor- 
sion of the tube. 

(It is worth remembering that in rare instances even an entirely normal tube may under- 
go torsion. 1 have seen 3 patients in whom operation done for other elective indications, 
and in none of whom previous operations had been done, revealed what at first sight would 
have been thought to be congenital absence of one tube and ovary. It would be difficult 
to explain such an anomaly embryologically, in view of the very different embryological 
“anlagen” of the tube and ovary. Moreover, in each of these 3 patients there was a short 
stump of tube, resembling the stump of a tube long after resection. Such a picture is ex- 
plained by the fact that the tubes, with the ovarian ligament, bad undergone torsion long 
before, perhaps even in fetal life, twisting themselves off completely, with later absorption 
of the organs. Such absorption after torsion and auto-amputation of even large tumors has 
been observed in at least a small group of recorded cases. — ^Ed.) 


ARRHENOBLASTOMA 
Licimo H. Dutra 

Med. cir. farm.. No. 115, 616-28, 1945 

A case of arrhenoblastoma, constituting the 7th in the Brazilian literature, 
is presented in this paper. According to the author, it presents 2 main points of 
interest: (1) A high degree of malignancy, a characteristic rarely observed in this 
type of tumor. In fact, from 70 cases collected from the hterature by Krock, 
8 were foimd to be carcinomatous in nature, 9 sarcomatous and 2 mixed. (2) 
It also demonstrates that the masculinizing symptoms do not necessarily mani- 
fest themselves by somatic changes. As a matter of fact, thej' can be limited to 
psychic changes, and may not be present at all. 

Case report: The patient, aged 52, Japanese, married, was first seen on July 
19, 1942 complaining of a large growth within her lower abdomen for the last 
year. Despite its great size it had never caused her any trouble whatsoever. 
She was brought to the hospital because of severe pain in the abdomen develop- 
ing soon after she had suffered an accidental fall. Menarche had occurred at the 
age of 15. Her menstrual periods used to occur at intervals varjing from 30 
days to 3 months, were of 3 days’ duration, normal flow, and with dysmenorrhea. 
However, 21 years later they became entirely normal and thus remained until 
6 months ago when she developed amenorrhea lasting up to the present time. 
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There had been- one child 23 years ago, the patient never again beconmg preg- 
nant. 

The history revealed remarkable pyschic changes tending toward masculine 
ideas with complete loss of libido since the onset of the growth. There had been 
no change in the voice nor evidence of somatic alterations. 

On examination the patient was foimd to be healthy with the subcutaneous 
tissue normally distributed and developed. There was no abnormality in hair 
distribution, which w'as scanty. The abdomen showed a firm tumor in the 
hypogastric region, the size of an adult’s head, roimd, smooth and arising from 
the pelvic cavity. After pelvic examination a diagnosis of solid tumor of the 
ovary or uterine fibroid was made. No signs of masculimzation could be found. 

Laparotomy was performed on August 8, 1942, and a big, solid, whitish, pe- 
dunculated tumor, with torsion of its pedicle, was easily removed from the left 
ovary. The other genital organs were otherwise normal. The tumor measured 
17:2 X 15.5 X 14.6 cm., was covered by a capsule and on cross section it showed a 
homogeneous structure, without cavities, and was friable and congested. 

Pathology: “Arrhenoblastoma, atypical form”. It showed characteristic 
epithelial cords with many mitotic figures, and in some areas, large cells vn 
clear; vacuolated cytoplasm and central nuclei, resembling the Leydig cells or 
the cells from the reticular portion of the adrenal cortex. 

Convalescence was uneventful and the patient refused to have x-ray trea en • 
She remained weU for the following 6 months and her marital life "“JT 

but the amenorrhea persisted. Symptoms of recurrence then appeared bu . 
patient still objected to further treatment. On September 8, 1943, ° 

year after operation and following an unsuccessful course of x-ray 
exploratory laparotomy was performed. Neoplastic masses were seen ^ 
throughout the entire abdominal cavity, involvmg the mtestmes an 
ing it impossible to identify the internal genital organs. ^ 

plastic tissue was then performed and it was microscopically o 
recurrence of the previous tumor removed. neoplastic 

The patient died on October 10, 1943 m extreme J case 

growths extending throughout the abdonunal cavity. Tlus p 
illustrates the remarkably raaUgnant ch^a^r of ^th re- 

cases. This is the first reported instance m Bra 2 il of arrh 
currence End metEstasis. ^ 

(It is certainly possible for an arrhenoblastoma report^ 

masoulinization. Rather curiously, this ™ ^ arrhenoblastoma. As a matter 

of the highly differentiated or testicular ®den<>ma types o^ j 

of fact, the unripe and intermediate types app group of cases is now available in tbc 

effect than is seen in the ripe vanety. A considerabl ^ P uponas potentiallymal'K- 

literature to indicate that aiThenoblastoma IS alw^y tumors^ 

of malignancy of this neoplastic form.-Ed.) 
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A CASE OF MEIGS’S SYNDROME 
Nasid Erez 

J. Obst. & Gynaec. Brit, Emp., 62: 506-07, 1945 

The presence of ascites, hydrothorax and an ovarian fibroma is well established 
as Meigs’s sjmdrome. Thus far the total number of cases recorded, including 
the one described in this report, is 42. 

A 26-year-old woman was admitted to the 2nd University Obstetric Clinic in 
Istanbul complaining of abdominal swelling and breathlessness which had started 
9 months before. She had been treated for pleurisy in the preAUOUS winter. 
Menstruation had always been regular. This patient had cyanosis of the face 
and dyspnea. The heart was shifted to the left and there was a right pleural 
effusion. The abdomen was distended with fluid and in the hypogastrium was 
a hard and irregular tumor the size of a fetal head. The uterus was felt normal 
in size but lying behind the tumor. The diagnosis was a solid tumor of the ovary 
with ascites — fibroma or carcinoma. The pleural effusion was considered to be 
an aftermath of the attack of pleurisy during the previous -whiter. 

Conservative treatment was advised by the internist. Repeated aspirations of 
fluid from the pleural ca-vity were followed by reversal to the old fluid level. In 
-view of the persistence of effusion^ marked dyspnea and orthopnea, a laparotomy 
was performed. Prior to operation 2750 cc. of fluid were aspirated from the 
pleural cavity. At operation an ovarian tumor and 2 litres of blood-stained fluid 
were removed. 

Pathological diagnosis was fibroma of the ovary. The postoperative course 
was uneventful and at 8 months after operation, a radiograph showed the pleural 
cavity free of fluid and the level of the diaphragm normal. 

The theory is supported that the pleural effusion results from back-pressure 
in the azygos system. 4 figures. 

(The explanation of the hydrothorax in these cases is not yet clarified. A good discus- 
sion of this subject is to be found in the article by Rubin, Novak and Squire in Am. J. 
Obst. & Gynec., 48: 601, (Nov.) 1944. While the syndrome was originally linked up char- 
acteristically with fibroma, it has been reported also -with other types of ovarian tumor, 
such as Brenner tumor, thecoma and carcinoma (without pleural metastasis). — ^Ed.) 


NEOPLASMS IN APPARENTLY NORMAL OVARIES 

Theodore Cianfrani 
Am. J. Obst. & Gynec., 51: 246-52, 1946 

The object of this paper is to emphasize the possible occurrence of neoplasms 
m apparently normal ovaries and to show that some of them can be detected at 
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operation. Of approximately 1500 normal-appearing ovaries, the followine 
tumors were found: 3 dermoids, one Brenner tumor, one fibroma, onepapillan- 
cyst adenocarcmoma, and one ^anulosa-cell tumor. Two of these were dis- 
covered through routine pathologic examination of ovaries removed at operation 
Md the other 6 were found by examination of the’ ovary during operation, 
■aese small neoplasms ranged in size from a few millimeters to 1.5 cm.; none of 
the ovaries that harbored them was more than average size. Though they were 
mere infant growths when discovered, such tumors eventually would have en- 
arged, but their early discovery and removal averted serious consequences. 

Brief case histories and microphotographs of the 7 tumors are presented. 

The author suggests that if the many clinics lin this country in which ab- 
dominal operations are done made a special effort to examine, ivith extreme care, 
all normal-sized ovaries, the percentage of positive findings of pathology in 
normal-sized ovaries would be equalled if not exceeed. Careful examination 
should include inspection, careful palpation for areas of abnormal consistency, 
and if necessary aspiration with a needle. Even incision may be done with no 
harm in suspicious cases. The routine puncturing of small follicle cysts for the 
purpose of diagnosis is recommended. Special attention should be given to the 
normal ovary in patients operated upon for unilateral ovarian growths. 7 
figures. 

(The author is to be comuiendccl for urging the inoUculouB c.vamination of ovaries at 
operation as well as in the operating room, evenAhough the yield of unsuspected early 
neoplasms in normal-appearing ovaries may not bo as large as his paper implies. The 
surgeon who knows something of pathology is apt to e.vhibit an operating room technique 
quite different from that of his colleague who is interested chiefly in the merely mechanical 
procedures of the operation. The former, will be likely to note even such physiological 
, features as corpora lutca or atretic follicles and try to correlate the ovarian picture with 
the menstrual phase of the patient; he will note even small nodules or outgrowths on any 
of the pelvic organs, for they may be of great pathological interest; ho will usually, even 
though it may spoil the gross beauty of the specimen, wdsh to see the inside of ovarian cysts 
as soon as they are removed, as this may give him information as to possible malignancy 
which may not be evident by external examination; he is likely to cut into even normal 
looking ovaries if they have boon removed, for their physiological as well as pos.9ible patho- 
logical interest; he is apt himself to cut out blocks showing endometrial “implants," since 
he knows that these may lose their conspicuonsness when the tissue is fixed, and may thu.' 
be missed in routine laboratory e.xaminations; ho will want to see the inside of the uterus 
before the abdomen is closed, and thus avoid the occasional postoperative regrets at an 
overlooked malignancy'; and above all, he will not consider that his study and management 
of any case is complete until he has followed the sections through the laboratory. Does this 
sound utopian? I do not think so, for a larger and larger proportion of our gynocologists, 
especially the younger generation, arc doing just this, and getting a lot more fun out of their 
work than they would otherwise. It is just this interest in pathology which, more than any 
other one thing, is likely to spell the difference between a real gynecologist and a mere 
lynecological surgeon. — Ed.) 
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A CASE OF OVARIAN SEMINOMA IN A CHILD OF TEN 
AND A HALF YEARS 

Robert Dupont 

Mem. Acad, de chir., Paris, 71: 100-02, 1945 

The patient "whose case is reported in this paper was admitted to the hospital 
at the age of IO 5 years because of sudden, acute abdominal pain accompanied by 
vomiting and constipation. She was about to be treated for peritoneal tubercu- 
losis when these symptoms began. 

The abdomen was distended asj'mmetrically and a very hard, fasciculate, 
painful immovable mass was felt on the right side. At operation an enormous 
pedunculated tumor of the left ovary was found. It had fallen toward the right 
side without torsion of the pedicle; the pedicle was bound by a triple ligature. 
The histolo^cal diagnosis was atypical seminoma with large cells. Radiotherapy 
was prescribed but was not carried out. 

Ten years later the patient reported that her menstrual periods had begun at 
the age of 14 but had ceased 2 years later. Amenorrhea did not respond to 
hormonal therapy. An operation was performed which revealed the right ovary 
• reduced to the size of a bean and the tube elongated and very slender. An in- 
fantile uterus was formd on the left side, fixed between the vesical and the sa- 
croiliac peritoneum. It was easily freed and at the last report the patient was in 
perfect health. 

(The tumor here reported as a seminoma is the one which is commonly called a dysgermi- 
noma, at least in the literature of this country, Germany and England. It is identical in 
its derivation and microscopic appearance with the seminoma of the testis. In the French 
literature the ovarian form of this tumor is still most frequently spoken of as seminoma, 
following the lead of Chevassu. It is often seen in young girls (carcinoma puellarum). As 
illustrated in this case, it is not infrequently encountered in patients showing some degree 
of sexual Bubnormality, as in pseudohermaphrodites. However, the majority of cases have 
occurred in patients with ostensibly normal sex development. — ^Ed.) 
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CARCINOMA OF THE FEMALE URETHRA (REVIEW OF THE 
LITERATURE AND REPORT OF THREE CASES) 

S. G. Clayton 

J. Obst. & Gynae,c. Brit. Emp., 62 : 508-12, 1945 

Urethral carcinoma appears to be more common in the female than in the male, 
haying been reported in 149 cases in males and in 262 cases in females. The true 
incidence is diflicult to establish; it has been found, by one source, to account for 
0.16 per cent of gynecological carcinoma, but was found only once in 43,000 
gynecological cases by another writer. 

Urethral carcinoma is usually a disease of postmenopausal women but it is seen 
in yoimger women. In the female the predisposing factors are less definite than 
in the male. The disease is seen mostly in parous women and most authors have 
mentioned trauma or chronic inflammatory processes as etiologic factors. 
Urethral caruncle is sometimes suspected to be a predisposing lesion, but the 
frequency of occurrence of caruncle makes it hard to be sure that the relation is 
not one of chance. The author finds no clinical or histological suggestion in the 
literature of any relation between caruncle and carcinoma. 

The cases may be divided into 2 groups. One group respresents urethral 
carcinoma, usually appearing as a malignant ulcer in the urethral floor and less 
commonly in the form of periurethral induration, extending for some length along 
the urethra. The 2nd group represents vulvo-urethral carcinoma which presents 
itself in 3 forms: (1) a vascular papillomatous nodule at the posterior margin of 
the urethral orifice; (2) a nodule that breaks down to an ulcer in the vestibule; 
and (3) a scirrhous induration around the urethral orifice. On microscopic 
examination the neoplasms are found to be of varjdng types. Squamous cell 
carcinoma, columnar cell carcinoma (both simple and adenocarcinoma), mucoid 
carcinoma and undifferentiated types all occur. In most series squamous 
cell carcinoma predominates. It is suggested that the well differentiated adeno- 
carcinomata may arise from the paraurethral glands, but this is conjectural 
rather than proven. The squamous cell neoplasms appear to be radiosensitive; 
evidence is incomplete about the other types. 

Urethral carcinoma produces little discomfort in the early stages and even 
after severe symptoms appear, patients often delay seeking advice so that e-v- 
tension to the bladder, vagina or lymph nodes may have occurred when the pa- 
tient is seen. Perhaps the commonest early symptom is painful micturition. 
Bleeding is a common symptom, more especially with micturition. Local ten- 
derness and dyspareunia occur with more superficial growths. Swelling of uret - 
ral or groin areas may be present when inguinal metastasis has occurred.^ ° 
papillomatous vulvo-urethral type chiefly causes hemorrhage and pain, ^ 

ulcerating type presents pain as the chief symptom. On examination the gro 
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may be seen projecting from the urethral orifice or felt per vaginam as a line of 
induration along the urethra. Enlarged inguinal glands are found in about 20 
per cent of cases. Biopsy is the final and essential step in diagnosis, sometimes 
udth the aid of urethroscopy. 

In regard to treatment of the primary tumor, the choice between surgical ex- 
cision and irradiation is obviously affected by the position and extent of the 
growth. If the posterior urethra is involved, excision results in incontinence 
unless suprapubic drainage or ureteric transplantation is employed. Irradiation 
has less operative risk although there is the possibility of both fistula-formation 
and stenosis. Radium needles can be inserted from above through the bladder 
as well as from below. It would seem reasonable to excise a small tumor com- 
plete at biopsjL In regard to the inguinal glands, there is the. same choice be- 
tween surgical excision and irradiation, there being fairly general agreement that 
surgery offers the best results. 

The authoi- presents 3 cases which are not of particular note except that the 
condition is a rare one. ■ 

(The rich and inaccessible lymphatic drainage of the urethral area makes carcinoma of 
this region as wicked as carcinoma of the vulva. Except in the comparativelj' rarely seen 
early stages, the surgical pnjblom is a much more difficult one than with vulvar carcinoma 
because of the risks of incontinence unless the operation is combined with some such heroic 
procedure as transplantation of the ureters. In many cases, therefore, the gynecologist 
resorts rather unenthusiastically to radiotherapy, the ultimate results of which are u.sually 
disappointing, though there mav be considerable temporary palliation and retardation. 
-Ed.) 


I'RIXARY IX(’0XT1XEX('E; WITH WPKCIAB REFEHEXC’E TO 
CERTAIX FACTORS WHICH ARE XECICSSARY IX THE 
CT REOF THIS (’OXl)ITIOX 

Inglls F. Frost 
Am. .1. Sufg., 71: 172-80, l!)4(i 

rite iuitbor (liseu.s.sc.s the numoroiis operations which have been devised over 
a ])eriod of years foi- the cure of ineontinenee in the female. Some of the.se htive 
given temporary relief, others permanent relief, but until there is a better under- 
standing of the anatomy of the urethra and the mechanism of its eontriil, all 
oiierative procedures will remain in the .stage of experimental surgery. 

While this paper is not an attempt to offer anything radically new in the way 
of an o])eration for incontinence in the female, it is an effort to evaluate imiiortant 
steps in the operation and to descrilie a new technic for the supjiort of the urethi'a 
and bladder, especially where the incontinence has been accorniianied by a ureth- 
rocele and cy.stocele. 'I'his technic is most clearly illustrated by figures I to 7, 
inclusive. 

1 he important factors underlying .sticee.ssful cure in urinaiy incontinence are 
set forth. Free mobilization of the urethra and bladder is important in the cure 









Fig. 2 

Ti’rr’ 9 1 A/T.. 1 h ^''s^hra; 2, urethrocele; 3, cystocele 

urethral • 3 ’tin nf mn='i' size No. 12; 2, vesical neck of the bladder (note shortened 

Dort on of bIfldd/rT,i^^r at site of urethrocele; -4, cystocele-note thinned out 

of dissec/ion urier thi’^ubi^Tamr'’^" ® '™"’ 
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Fig. 3 Fig. 4 

Fig. 3. I, Incision carried to within 1.5 cm. of e.^ternal urethral meatus; 2, first suture 
placed high in the urethra; 3, second suture placed in region of the vesical neck; 4, remaining 
matti'ess sutures placed in region of cystocele; 5, anterior vagirfal wall. 

Fig. 4. 1, Space under the pubic rami with free mobilization of the urethra; 2, first row' 
of sutures tied; 3, second row of sutures in the bladder; 4, anterior vaginal wall; 5, smootli 
capsule of bladder wall. 
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Fig. 5. 1, Strip of tissue from the anterior vaginal wall (entire thickness); 2, second row 
of sutures in the bladder; 3, denuding the mucous membrane from the strip of the anterior 
vaginal wall. 

Fig. 6. 1, Strip of tissue from the right side of the anterior vaginal wall sutured under the 
pubic rami of the left side; 2, excess portion of tissue sutured to that of the opposite side in 
the region of the vesical neck; 3, anterior vaginal wall. 


Closure of .anterior vaginal wall with interrupted sutures 
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Fig. 3 Fig. 4 

Fig. 3. I, Incision carried to within 1.5 cm. of e.vternal iiretliral meatus; 2, first sulurf 
placed high in the urethra; 3, second suture placed in region of the vesical neck; 4, remaining 
mattress sutures placed in region of C 3 ’stoceIe; 5, anterior vaginfal wall. 

Fig. 4. 1, Space under the pubic rami with free mobilization of the urethra; 2, first ron' 
of sutures tied; 3, second row of sutures in the bladder; 4, anterior v-aginal wall; 5, smootn 
capsule of bladder wall. 
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THE SURGICAL CORRECTION OF CONGENITAL APLASIA 
OF THE VAGINA 

N. F. MlIiLER, J. R. WlIiLSON AND J. COLLINS 
Am. J. Obst. & Gynec., 60: 735-47, 1945 

Surgical correction of congenital absence of the vagina began only a little over 
a century ago, although the condition has been recognized since earliest antiquity. 
Today there is no reason why girls so afficted should not benefit by modem sur- 
gical techniques and at an early age in order to minimize psychological trauma. 
The incidence of vaginal aplasia, although not definitely knovm, has been con- 
sidered by Engstadt to be about one in 5000 births. 

The condition represents an embiyonal or developmental defect and may re- 
veal itself as a partial or complete absence of the vagina. An important point 
to remember is that since the genital and urinaiy organs have a close embryonic 
origin, developmental anomalies of the urinary system may be associated with 
vaginal aplasia. 

In 1904, Baldwin described a contemplated operation whereby he hoped to use 
a loop of ter mina l ileiun or sigmoid- colon, carrying it do-wn through a newly 
dissected channel between the bladder and rectum. By 1910, he and others 
had successfully treated 6 cases in this manner -without mortality. Schubert 
de^iBed an operation wherein the rectum, except for the anal orifice and sphincter, 
was moved forward to form the vagina. The lower cut end of the sigmoid w^as 
attached to the anal orifice to retain continuity of the alimentary canal. Com- 
petition developed between the proponents of Baldwin’s and Schubert’s tech- 
niques, but the mortality and morbidity associated with both prevented an 
iucrease in their popularity and also sensed to stimulate the development of less 
hazardous forms of treatment. Frank and Geist devised one operation which 
called for dissection of a channel between bladder and rectum plus the lining of 
this channel with skin derived from the thigh. 

The authors’ interest in vaginal aplasia has been twofold: to discover the most 
satisfactory and simplest form of correction; and to study the behavior of the 
transplanted epithelium in those cases where a skin graft was used in lining the 
dissected channel. Their omi experience has indicated that one of two surgical 
procedures is preferable. One is the formation of a channel between bladder and 
bowel and the continued use of an obturator until epithelization has taken place 
by ingrowth from the vestibular epithelium. The other method is dissection and 
the use of a split-thickness skin graft-covered obturator with subsequent take of 
the graft. 

^ A brief outline is presented of the steps followed by the authors in the correc- 
tion of their cases. Associated anomalies of the genito-urinary tract are carefuUy 
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of this condition. Plication of the urethra and the base of the bladder should be 
done without tension. Plication should include the urethra from a point just 
below and lateral to the external urinary meatus and should be continued pos- 
teriorly to a point which includes the vesical sphincter, thus lengthening the 
urethra and repairing the damaged voluntary muscle and relaxed vesical sphinc- 
ter Added support is ^ven to the urethra and bladder by means of tissue strips 
excised from the anterior vaginal Avail, and sutured to the undersurface of the 
symphysis and vesical neck, respectively. 

Incontinence of urine in the female should be considered as the result of a 
damaged bladder and not as a separate entity. Its treatment should be directed 
toAvard restoring the urethra, vesical sphincter and the base of the bladder to 
their normal anatomical relationships. If these facts are kept in mind, Ave shall 
have gone far in arriving at a solution of this troublesome problem. 


NOTES ON THE TREATMENT OF VESICOVAGINAL FISTULA 


W. R. Mackenzie 


J. Obst. & Gynaec. Brit. Emp., 62: 589-91, 1945 


At least 3 months should have elapsed from the date of onset before operatiag 
upon the vesicovaginal fistula. Infection of the bladder should then be elimi- 
nated. To this end, the author employs a method of corking the fistula and 
Avashing out the bladder daily AA-ith sterile Avater. Also, by this means the vagina 
is kept dry and AA-ith daily douches soon regains a more normal condition. 

Prolapse of the mucous membrane of the bladder into the fistula AA'hile it is 
being stitched may prevent the perfect coaptation of the muscular layer of the 
bladder. To preA-ent this, the author inserts a purse-string suture as near the 
refreshed edge of the fistula as possible, passes a sound through urethra and hlafl- 
der and out at the fistula, and ties the free suture ends to the end of the soiini • 
When the sound is AA'ithdraAvn, the suture may be draAvn to infold the cdgc.s o 
the fistula into the bladder. 

Since in A'aginal repair operations, the presence of even a small clot mtcifeie.'^ 
Avith perfect union and since SAA-abbing consumes time and is bound to injure p 
tissues, the author Avorks entirely under a continuous irrigation of sterile AAidci. 

It is not necessary to subject the patient to the discomfort of self retaining 
catheters or to vaginal packing. A soft rubber catheter may lie used caco 
hours for the first 48 hours and every 6 hours for the folloAving 4 days. ’p” 
micturition normally AA'ill not harm the neAA’ly healed tissues. 5 figures. 


(The procedure recommended by the author of inverting the prolapsed mucosa '”^“1 
bladder is quite similar to that devised by Young and David for the repair of ret 
fistulas of small size. It should be helpful in the smaller fistulas, but Avould ■ 

be easily applicable to those of larger size aa-HH rigid surrounding tissues, as in 1 • 
string suture could scarcely be used.— Ed.) 
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TUBAL STERILIZATION 

Richard van Dyck Knight 
Am. J. Obst. & Gynec., 61; 201-09, 1946 

A series of 233 tubal sterilizations during a 10-year period bas been reviewed 
by the author in an effort to determine which of the many tubal operations offers 
a simple, safe, sure and rapid method of permanently occluding the lumen of 
the tubes. 

Since the first recorded attempt at tubal sterilization in 1880, many methods 
have been advocated and found not to be absolutely foolproof. In 1919, Mad- 
lener introduced a method in which a small knuckle of tube is crushed and a 
ligature of nonabsorbable suture material is placed across the devitalized area. 
In 1938, Von Graff reviewed the subject and collected 4279 Madlener sterilizations 
with 19 knmvn failures. In 1930, Bishop and Nelms described a simple method 
which had been serving Pomeroy well for many years. In this technique, the 
tube is grasped at its mobile middle third, thus forming a loop. This, with a 
small portion of mesosalpinx, is ligated without preliminaiy crushing with fine 
absorbable catgut. The segment of tube above the hgature is then excised. A 
perusal of the literature indicates that this operation has not met with full recog- 
nition. 

Of the 233 tubal sterilizations in this series, 174 or 75 per cent were Pomeroy 
resections with one failure. Other procedures used included 42 cornual resec- 
tions, comprising 18 per cent, with no failures, and 14 or 7 per cent segmental re- 
sections with or without burial of stump, with one failure. All sterilizations were 
performed at the time of cesarean section, in conjunction with hysterotomy or as 
puerperal procedures. 

During this 10-year period, the percentage of cesarean sections accompanied by 
tubal sterilizations was 16.6 per cent. Indications for sterilization at primary 
cesarean section were primarily medical. 

In each of the 2 failures resulting in this entire series, the cause was faulty surgi- 
cal technique. In the Pomeroy operation, it is important that a segment about 
1| to 2 inches be excised after ligation from the most mobile portion of the 
tube. The tiny fragments of tube, distal to the ligature following excision, 
become necrotic and absorbed. Just beneath the ligature each end of the tube 
becomes sealed off by peritoneum, inasmuch as the muscular wall slightly re- 
tracts. Following absorption of the ligature, the 2 ends of the tube retract for a 
distance of 2 to 3 inches; thus, the continuity of the tube is completely in- 
terrupted. 

The author concludes that the Pomeroy sterilization is a safe, simple, sure and 
rapid procedure. The reported failures of this operation are 50 per cent fewer 
than for the Madlener sterilization. The Pomeroy sterilization avoids mechani- 
cal and biologic hazards to success, inherent in other types of tubal sterilization. 
5 figures. 
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ruled out at the beginning. Customary preoperative preparation and general 
anesthesia are given. If a skin graft is to be employed, it is obtained at this 
time from the abdomen or thigh and the graft site is dressed. With the patient 
in the lithotomy position, a transverse incision is made in the vestibular mucosa 
about midway between the external urinary meatus and the posterior vaginal 
fourchette. The dissection is carried up the cervix, if present, or to the peri- 
toneum. A pack is left in while the obturator is covered with the skin graft. 
This pack is removed and the graft-covered obturator inserted into the dissected 
channel where it is held in position by a perineal pad and T binder. An in- 
dwelling catheter is used until the 7th to 10th postoperative day when the ob- 
turator is gently removed. The newly formed epithelium-lined vaginal channel 
is inspected at this time and irrigated with warm saline. The obturator, cleaned 
and lubricated, is reinserted. It should be worn as long as necessary and be 
removed before defecating and before voiding. In patients with underdevloped 
secondary sex characteristics, estrogen therapy may be helpful as a means of 
stimulating epithelial growth. 

In order to compare the two procedures, the skin graft was omitted in 6 of the 
authors’ series of 17 cases. Two of the 6 were unsatisfactory. Two of the re- 
mainder of cases wherein skin grafts were employed were unsatisfactory. The 
authors prefer the method of operation employing the skin graft unless it is con- 
traindicated, as in cases where there is only partial absence of the vagina. 

The authors observed the behavior of the epithelium in a new-formed vagina 
of one of their grafted patients one year after operation, throughout a complete 
menstrual cycle. The cycle of events was identical to that which occurs in the 
vagina of normal menstruating women. 11 figures. 


(Norman Miller, from his own rich experience in the whole field of plastic surgery , n 
certainly well qualified to evaluate authoritatively the many procedures which have been 
devised from time to time to construct artificial vaginal canals. The earlier operations of 
the Baldwin and Schubert types were formidable procedures and associated with definite 
hazard. The results from the Baldwin operation, which I had occasion to perform in 
patients, were excellent in every way, but there is no justification for operations ® 
magnitude at the present day, when we have available simpler and safer techniques whic 
also give highly satisfactory results. Nor does there seem to be any reason for such difficu 
plastic procedures as the Frank-Geist tube-graft operation, calling for a high degree o 
plastic surgical skill with much chance for failure. , 

Like most gynecologists, Miller advocates the formation of a channel between bla e 
and rectum with the use of an obturator, but he feels that the additional use of skin gra 
has given him the best results. Certainly even without the grafts the results are ordmari y 
very satisfactory, if I may judge from my own experience, which has been entirely 
technique. Miller and his associates also describe the acquisition of physiological eye i 
changes in the mucosa of the new canal, confirming the two , A 

point by Whitacre and Wang (Surg., Gyn. & Obst., 79: 192, 1944) and Ayre (Am. J. 
Gyn.,48;690. 1944).— Ed.) 
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not prepared the vagina, provided the above-described technique is followed. 
2 figures. 

(It is difficult to follow the reasoning of the authors in pointedly avoiding any effort at 
vaginal sterilization before panhysterectomy, in spite of the fact that no peritoneal infec- 
tions were encountered in their series. Certainly the vaginal canal cannot be completely 
sterilized, nor can the abdominal skin, nor the hands of the surgeon. And yet, if one has 
any faith at all in the principles of antisepsis, he will wish to approach the ideal as nearly 
as be can. My own practice and that, I believe, of most gi^necologista, is to scrub the 
vaginal canal thoroughly with green soap and water, and then paint it heavily with one of 
the recognized disinfecting solutions. This does not mean that the abdominal procedure 
can then be carried out with complete disregard of the still present possibilities of infection 
from the vaginal canal. Most surgeons would still take every possible means of avoiding 
this, by measures quite similar to those which the authors describe. The combination of 
these with the preliminary vaginal preparation is the proper plan. Do them both. I re- 
member hearing Dr. Charles Mayo tell the story of the man who got the following telegram 
from an undertaker in another city; Mother-in-law just died. Shall I bury her, embalm 
her or cremate her? He promptly wired back: Take no chances. Do all three. — Ed.) 


THE SUBPERITONEAL BALDY-WEBSTER UTERINE SUSPENSION 

M. L. McCall and E. A. Schumann 
Am. J. Obst. & Gynec., 61: 125-29, 1946 

The authors point out several weaknesses in the Baldy-Webster type of uter- 
ine suspension. The first disadvantage is the necessity of perforating the broad 
ligament in order to draw a loop of the round ligament through it. This has 
resulted in intestinal obstruction by the incarceration of a bowel knuckle into 
the opening in the broad ligament which had become enlarged by the traction 
of the uterus during several years. The 2nd disadvantage lies in the presence 
of the joined and imcovered loops of round ligament on the posterior surface 
of the uterus. This area offers a congenial site for the development of 
intestinal adhesions. Another disadvantage is in the possibility of failure of the 
suspension because of the lack of union between the serosa of the round ligament 
and the uterine serosa at the small area of suture contact between the two. 

The subperitoneal approach is described which avoids the weaknesses of the 
old Baldy-Webster technique. In the subperitoneal approach, a vertical in- 
cision (I to 1 inch long) is made on the posterior uterine wall, its upper end cor- 
responding to the intertubal line. This incision divides only the peritoneal 
covering of the uterus. With a slender pair of Mayo scissors, a subperitoneal 
.tunnel is made in the posterior uterine wall, extending on either side to the in- 
sertion of the hroad ligament. A slender, long-nosed curved hemostat is then 
introduced into the tunnels on either side, the anterior leaflet of the broad liga- 
ment is pierced, the round ligament is grasped at its most mobile point, and the 
loop of ligament is drawTi back through the tunnel until it appears at the uterine 
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(This paper reviews very satisfactorily and fairly the various techniques of tubsl steri- 
lization, a number of the more popular methods being nicely illustrated with line drawings. 
The figures collected by the author appear to indicate a definitely lower incidence of failures 
after the Pomeroy procedure, as compared with the Madlener technique so widely em- 
ployed. — Ed.) 


PANHYSTERECTOJMY WITHOUT VAGINAL CLEANSING 


T. ClANFRANI AND J. H. ZeIGERMAN 
Am. J. Obst. & Gynec.,,61: 109-13, 1946 

Since tlie autliors consider the vagina to be a septic focus, they believe it wiser 
to adopt measures of isolation of the said focus rather than trust to a necessaiily 
imperfect sterilization of the vagina in the performance of abdominal pan- 
hysterectomies. A series of 130 cases of panhysterectomy is reported in this 
paper without preoperative sterilization of the vagina. There ivas no peritonitis 
or other complication which could be attributed to this technique. 

No attempt whatsoever is made preoperatively to cleanse or sterilize t ie 
vagina. The folloiving technique is applied during the operative procedure o 
isolate the infected vagina. Two sponges are placed in the cul-de-sac. A sma 
incision is then made in the anterior fornix just above the palpated en o pe 
cervix. An allis forceps is immediately placed on the cut anterior vagina a 
and the latter is held vertically in order to prevent it from coming in contact ^ > 
the surrounding tissues and to prevent any drip. The vagina is then cu c o 
around the cervix. An open sponge is then introduced into the vagina ni i o 
forceps. Additional Allis forceps are placed on the cut vagina anteriorly, 
and posteriorly in order to maintain the vaginal cuff vertically an 
The vagina is then closed and the sponges are removed from the cu - e ■ 
All instruments are discarded. The operation is then resumed an comp 

A thorough study was made of the charts of the 130 cases operate LjHve 
manner. Fifty-three of the cases had appendectomies done and 2 ^ 

Wassermanns. The cases included in this report were generally . 

nature since most of the wmrd work is done on neglected r Jons, 

tions encountered were: severe wound infections, 6; moderate w 
3; indurated broad ligaments, 3; thrombophlebiLs of the leg, , py > ’ 
cystitis, 1. There were 2 deaths, both from pulmonary j gterili- 

in this series approximate other studies of panhysterectomies wi g 

'Tecause they believe the use of soap and water and J 

septics vaginally prior to or at the time f ^ 

the vagina, the authors have emphasized the technique win P /therefore 

rntlminarion rather than — ,ns 
proceed with impunity in an unforeseen panliystereciomy, 
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result of the perineorraphy, 2 cases of hematoma with healing by second in- 
tention, 3 cases of vagino-perineal fistula and one of recto-perineal fistula. 

In all of the 70 cases followed up, not a single recurrence had occurred. Some 
of them were observed during subsequent pregnancy with subsequent good re- 
sults. 

(An incidence of 3 cases of vagino-perineal fistula and one recto-perineal fistula among 
the 70 cases followed up seems rather high, since such sequelae are ordinarily readily avoid- 
able by proper technique. Certainly it is advisable to amputate the cervix as a part of such 
operations in women beyond the reproductive age unless it is short and atrophic . In doubt- 
ful cases one may be inclined to leave it, but this is often regretted later, as it has an un- 
happy faculty of becoming elongated and pushing its snout down toward the orifice, so 
that the patient may find it difficult to believe that she is cured of her prolapse. Secondary 
amputation of the hypertrophied cervix is often necessary in such cases. 

During the past few years an increasing niunber of South American visitors are being 
welcomed in our American clinics, and as a group they are most intelligent and appreciative, 
in addition to their traditional Latin charm and culture. I have been interested in the 
fact that they seem to love eponymic designations of operations even more than we Ameri- 
cans. Moreover, many of the proper names attached to operations by our good neighbors 
to the south mean very little to us Americans, since many of them have been imported from 
the European clinics. It is difficult to avoid eponymics in the designation of operations, 
but it is probable that the increasing intercommunication between North and South Ameri- 
can clinicians will make it easier for us to understand one another in this as in other re- 
spects.— Ed.) 


PRESACRAL SYMPATHECTOMY FOR INTRACTABLE FUNCTIONAL 

UTERINE PAIN 

Edward G. Waters 

Am. J. Obst. & Gynec., 61: 235-40, 1946 

Of the various disturbances associated with menstruation, ds^smenorrhea is 
patently the most common and most important of the functional disorders. The 
investigation of the cause of dysmenorrhea clearly involves a thorough gyneco- 
logical examination as an initial procedure. Functional uterine pain commonly 
represents a psychosomatic disorder aflBced to the predominant emblem of fem- 
inmity. Psychotherapy offers more promise than correction of coexistent but 
completely innocuous findings of minor pelvic pathology. 

When other treatment is inadequate, the pain may effectively be relieved by 
presacral sympathectomy. In patients vdth apparent emotional instability a 
preliminary low dorsal sympathetic block given at the onset of menstruation may 
be used as a diagnostic measure for pain-relief prognosis. Presacral sympathec- 
tomy will give the most notable results in cases with functional uterine pain 
similar to the cases quoted in this paper. It is also recommended as a surgical 
adjuvant where dysmenorrhea is an outstanding symptom-accompaniment to 
conditions such as impacted adherent retroversion and pelvic endometriosis with 
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incision. The loops from-both sides are approximated with one or 2 sutures and 
the vertical incision in the uterine peritoneum is then meticulously closed with 
very fine catgut. Thus, the mechanical principles involved in the original 
Baldy-Webster technique have not been modified, but certain disadvantages 
have been corrected. 

The authors discuss retrodisplacement of the uterus as to symptomatology, 
cause and treatment. 3 figures. 

(Far be it from me to enter into any extended discussion of operations to correct retro- 
displacements in the cases where operation is indicated, on such criteria as the authors 
indicate. It is probable that the most popular technique is still the modified Gilliam, espe- 
cially the Simpson method. However, in many excellent clinics there is preference for 
the Baldy-Webster, the Ohlhausen, the Coffey or still other methods. As for the Lagerson- 
Schumaim technique described in this paper, one who has never tried it might wonder if 
there would be any difficulty, or any annoying bleeding, in creating the long subperitoneal 
tunnels on the posterior surface of the uterus, where the peritoneum is so tightly fixed to 
the underlying muscularis.— Ed.) 


IMMEDIATE AND LATE RESULTS OF THE SURGICAL 
TREATMENT OF GENITAL PROLAPSE 

Manuel Luis Perez, Normando Arenas e Isidro Bolla 
An. d. Instt. matem. y asist. social, Buenos Aires, 6: 9-19, 1944 

From a total of 200 cases of genital prolapse operated on during the period 
of 1935-1943, 70 could be submitted to ulterior control, the results of which are 
reported in this paper. 

As a rule, the Halban procedure was used in all degrees and varieties of pro- 
lapse observed in women within the sexual period of life, with the exception of 3 
cases in which the Fothergill operation was done and 1 in which the Mayo 
technique was followed. In prolapses of old women, the Neugebauer-Le Fort 
colpocleisis was done in 8 cases and the Kahr operation in one. 

When there was partial incontinence of urine associated with the cys^®^ 
as a complement of the Halban operation the authors practiced the twisting o 
the urethra in 2 cases and its narrowing by Marion’s technique in 6 cases, wi ^ 
satisfactory results. For repair of the cystocele, the authors followed Halbims 
procedure and whenever there was a retroversion of the uterus associated, e 
latter was fixed to the highest portion of the bladder peritoneum. Preference 
was given to low spinal anesthesia. _ 

Amputation of the cervix was done whenever it exceeded 8 cm. in lengt > 
was perineorraphy, with’ suture of the puborectal fibers of the levator, when ere 

was a low rectocele or perineal laceration present. 

Of all the cases operated on, only one death occurred as a result of pu 
embolism. As complications, there was one case of bilateral pblebi is, an 
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result of the perineorraphj’-, 2 cases of hematoma with healing by second in- 
tention, 3 cases of vagino-perineal fistula and one of recto-perineal fistula. 

In all of the 70 cases followed up, not a single recurrence had occurred. Some 
of them were observed during subsequent pregnancy with subsequent good re- 
sults. 

(An incidence of 3 cases of vagino-perineal fistula and one recto-perineal fistula among 
the 70 cases followed up seems rather high, since such sequelae are ordinarily readily avoid- 
able by proper technique. Certainly it is advisable to amputate the cervix as a part of such 
operations in women beyond the reproductive age unless it is short and atrophic. In doubt- 
ful cases one may be inclined to leave it, but this is often regretted later, as it has an un- 
happy faculty of becoming elongated and pushing its snout down toward the orifice, so 
that the patient may find it difficult to believe that she is cured of her prolapse. Secondary 
amputation of the hypertrophied cervix is often necessary in such cases. 

During the past few years an increasing number of South American visitors are being 
welcomed in our American clinics, and as a group they are most intelligent and appreciative, 
in addition to their traditional Latin charm and culture. I have been interested in the 
fact that they seem to love epon}Tnio designations of operations even more than we Ameri- 
cans. Moreover, many of the proper names attached to operations by our good neighbors 
to the south mean very little to us Americans, since many of them have been imported from 
the European clinics. It is difficult to avoid eponymics in the designation of operations, 
but it is probable that the increasing intercommunication between North and South Ameri- 
can clinicians will make it easier for us to understand one another in this as in other re- 
jects. — Ed.) 


PEESACRAL SYMPATHECTOMY FOR INTRACTABLE FUNCTIONAL 

UTERINE PAIN 

Edward G. Waters 

Am. J. Obst. & Gynec., 61: 235-40, 1946 

Of the various disturbances associated with menstruation, dysmenorrhea is 
patently the most common and most important of the functional disorders. The 
investigation of the cause of dysmenorrhea clearly involves a thorough gyneco- 
logical examination as an initial procedure. Functional uterine pain commonly 
represents a psychosomatic disorder affixed to the predominant emblem of fem- 
ininity. Psychotherapy offers more promise than correction of coexistent but 
completely innocuous findings of minor pelvic pathology. 

When other treatment is inadequate, the pain may effectively be relieved by 
presacral sympathectomy. In patients with apparent emotional instability a 
prehminary low dorsal sympathetic block given at the onset of menstruation may 
be used as a diagnostic measure for pain-relief prognosis. Presacral sympathec- 
toniy will give the most notable results in cases with fimctional uterine pain 
amilar to the cases quoted in this paper. It is also recommended as a surgical 
adjuvant where dysmenorrhea is an outstanding symptom-accompaniment to 
conditions such as impacted adherent retroversion and pehnc endometriosis with 
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probable adenomyosis uteri in young women. It should be strictly limited in its 
application to patients who first have been competently treated by nonoperative 
methods, and should be performed by surgeons capable of removing the plexus in 
its entirety. The pain tracts in the special visceral afferent fibers must be com- 
pletely severed to effect complete relief. 

The author describes 3 cases selected from a larger group because they illus- 
trate in their case histories innocuous associated pathology, constitutional in- 
adequacy, symptom transfer, and previous useless operations and hormone 
therapy. 

The first case is that of a 19-year-old single patient with a history of an appen- 
dectomy and removal of 2 ovarian cysts 1 ^ years previously. Her complaint was 
severe dysmenorrhea since onset of flow, extremely severe for past 6 months and 
unrelieved by the past operation. Also she had had enuresis for years. Nothing 
was found in this patient except an innocuous lime-sized cyst of the right para- 
oophoron. The cyst was removed and a presacral sympathectomy was per- 
formed. The patient has had no pain with her periods since the operation. 
However, she believes her enuresis is worse; this may well be a symptom transfer. 
Psychoanalysis was reconunended. 

The second case is that of a married woman, 25 years of age, whose chief com- 
plaint was severe dysmenorrhea for 9 years, becoming progressively worse. 
Previous treatment included douches, dilatation and curettage, cervical dilata- 
tion, hormone therapy and all forms of emperic oral treatment. No pathology 
was found. Psychotherapy and hormone therapy brought no improvement. 
A presacral sympathectomy was carried out and except for one spell of pain 
with left sacroiliac strain and sciatica, the patient has since been well and free 
of all menstrual pain. 

The third case is that of a 33-year-old woman, married and having a history 
of 2 dilatation and curettage operations and one cervical dilatation. Her com- 
plaint was severe dysmenorrhea since the start of menstruation, becoming worse 
in the past 2 years. This was unrelieved any of the previous operations. 
Various medications and hormone therapy were ineffective. No pelvic pa- 
thology ivas found. A presacral sympathectomy was performed with complete 
rehef of pain since operation. 

(The author’s discussion of functional pain appears rather ethereal, but the fact remains 
that presacral sympathectomy, involving excision of the sensory sympathetic nerve n res 
of the uterus, is an accepted and often valuable procedure in otherwise intractable an 
severe cases of primary dysmenorrhea. However, it is an abdominal procedure, ® ^ 
gether without hazard, not infallibly effective, and it needs to be done properly and or 
oughly. It should certainly not be done unless non-surgical measures have failed to ma e 
the patient’s lot at least tolerable, which means that no gynecologist should be able to 
as large numbers of cases as have been reported by some. The operation serves a use 
purpose when severe dysmenorrhea is found in association with such conditions ® 

displacement or rather moderate endometriosis, in which it is often a matter of . 
to whether such lesions can cause the severe dysmenorrhea of which the patient 
The addition of presacral synnpathectomy to any other indicated procedure in sue 
will enhance the patient’s chances for relief from her menstrual pain. Ed.) 
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STUDIES OF SURGICAL MORBIDITY. II. EFFECT OF 
PROSTIGMINE IN THE URINARY TRACT IN 
GYNECOLOGICAL SURGERY 

H. 0. Jones and L. W. Doyle 
Am. J. Obst. & Gynec., 61: 184-91, 1946 

Urinary tract infections are the most common complications following gyne- 
cological surgery. The purpose of this study is to compare the effect of prostig- 
mine methylsulfate on the urinary tract of patients undergoing gynecological 
surgery with a similar group undergoing the same type of surgery who did not 
receive the drug. The effect of prostigmine methylsulfate on postoperative 
abdominal “gas pains” was also studied. Prostigmine methylsulfate may be 
described chemically as the dimethylcarbamic ester of 3-hydroxy-phenyl-tri- 
methyl-ammonium methylsulfate. It is referred to hereafter in this study as 
prostigmine. 

Of the 170 patients in this series, 75 received prostigmine and 75 did not. One 
ampule (1 cc. of the 1:2000) of prostigmine was given with the preoperative 
medication and one ampule was given immediately on return from surgery. 

The incidence of postoperative urinary distress was the same in the treated as 
in the untreated group. The postoperative urinary laboratory findings were the 
same for both groups. The incidence of postoperative spontaneous voiding was 
the same in both groups. 

“Gas pains” were somewhat lessened in the patienti receiving prostigmine, but 
where obstruction existed, the discomfort ■was increased by prostigmine. 

The amount of “residual urine” vfa.s found to be the same in the patients who 
voided spontaneously as in those who had to be catheterized for urinary distress 
or distention. 

The authors conclude that prostigmine, as it was used in this study, was in- 
effective in preventing postoperative urinary infections. 


A CLINICAL STUDY OF EARLY POSTOPERATIVE 
AMBULATION IN GYNECOLOGY 

Pa-ul F. Steinhakt 
Surg., Gynec. & Obst., 82: 348-55, 1946 

The author reports 54 consecutive cases of gj-necological operations; the first 
17 cases were maintained on the conservative regimen of late ambulation and the 
following 37 cases in the group received early postoperative ambulation. It is 
concluded that early postoperative ambulation, per se, should in no way increase 
the incidence of wound disruption, postoperatRe incisional hernia, recurrent 



440 


OBSTJGTKICAL AND GYNECOIipGICAL SDBVET 


temperature and pulse rates showed relatively little significant 
nW«l early ambidation. Postoperative invalidism, both psycSand 
physical, was markedly reduced in those patients ambulated early. 4e nursing 
care requmements were markedly reduced. 

No signmcaDt difference was noted in the requirements of postoperative cathe- 
tenzation m abdommal cases. In plastic operations and vaginal hysterectomies, 
owever, an ear er return of bladder tonicity was suggestive in those patients 

^ fi- • Those patients ambulated early were relatively more able to 

move their bowels without the aid of an enema. 

^dation was rarely required after patients were ambulated early, 

Dumber of hospital days required by the patients ambulated early 
was . 8Dd by those ambulated late 13.94 days, thus saving an average of 
5.22 hospital days per patient for those ambulated early. The average conva-' 
lescent penod at home required by the patients ambulated early was 3.87 weeks 
and by those ambulated late 6.5 weeks. The average total convalescent period 
required by those who were ambulated early was 3.3 weeks less than that re- 
quired by those ambulated late. 

A study of the etiology and pathology of postoperative pneumonia, atelectasis, 
phlebothrombosis, embolism and infarcts indicates that' early postoperative 
ambulation also offers advantages in prophylaxis. 

Pain and discomfort as a result of early postoperative ambulation were not in 
evidence in this series. In fact, the patients who were ambulated early had less 
pain and discomfort than those who were ambulated late. 

Early postoperative ambulation in plastic operations and vaginal hysterec- 
tomies should result in no greater incidence of recurrent cystoceles or prolapse of 
the vaginal vaults following vaginal hysterectomies. Anatomically, there is no 
evidence of added significant stress on the fascial and ligamentous supports from 
early ambulation. 

A study of wound disruption and incisional hernia suggests that early post- 
operative ambulation should not in itself result in a greater incidence of wound 
disruption and incisional hernia providing, of course, the patient has received 
good preoperative care and the usual good operative technique. Follow-up in 
this series revealed no wound disruptions, no incisional hernias, no recurrent 
cystorectoceles and no prolapse of the vaginal vaults following vaginal hysterec- 
tomies. 

The author concludes that early postoperative ambulation in gynecology re- 
duces the usual postoperative invalidism, both psychically and physically, and 
results in a more rapid convalescence. Gastrointestinal and bladder tonicity 
may be increased. Very little, if any, sedation is required after early ambulation 
has been instituted. Nursing care is markedly reduced. There is an increased 
economy for the patient. 

There is a definite advantage in early ambulation as prophylaxis ^against post- 
operative pneiunonia, atelectasis, phlebothrombosis, embolism and infarcts. 
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(The policy of early postoperative ambulation has been urged from time to time for a 
great many years, but the present trend in that direction has gained far greater momentum 
than ever before. It has been encouraged by the necessity of rapid turnover in the over- 
crowded hospitals of today. I suppose that most surgeons are getting their patients up 
considerably earlier than formerly, and some have gone all-out along this line, allowing 
patients to get up the day after even very major operations. It is probably too early to 
make any worthwhile evaluations of the two general plans from the standpoint of the inci- 
dence of such postoperative complications as pulmonary embolism and incisional hernias, 
but this should be possible within a few years. I suspect that many patients will think it 
rather cruel to be forced to sit up a day or two after a big operation. Some years ago I 
underwent a cholecystectomy, and I can assure you that I had not the slightest desire to get 
up for the first few days afterward. — ^Ed.) 


THE EFFECT OF POSTOPERATIVE EXERCISES AND MASSAGE 
ON THE INCIDENCE OF PULMONARY EM- 
BOLISM AT CHELSEA HOSPITAL FOR WOMEN 

J. P. Erskine and I, C. Shires 
J. Obst. & Gynaec. Brit. Emp., 62: 480-85, 1945 

Postoperative exercises and massa,ge were introduced at Chelsea Hospital for 
Women in 1937 in an attempt to reduce the incidence of pulmonary embolism. 
The incidence of fatal.embolism following abdominal operations fell by more than 
50 per cent in the subsequent 7-year period. 

There were 2 deaths from pulmonary embolism following operations for the 
repmr of prolapse in the 7-year period preceding 1937 and the same number in the 
subsequent 7-year period. Although postoperative exercises and massage have 
imt reduced the number of fatal emboli following these operations, the authors 
•-'have been impressed with the marked improvement of muscle tone and posture 
in these patients. 

It was found that postoperative fatal embolism becomes progressively more 
common in the higher age groups; the average age of the patients w'as 50.5 years. 
The incidence of fatal embolism after subtotal hysterectomy was 0.449 per cent, 
after total hysterectomy, 0.401 per cent, and after Wertheim’s hysterectomy, 
1.46 per cent. There was one death from embolism in every 1088 non-abdominal 
operations. The embolisms following abdominal operations occmred as follow's: 
10 in the first week, 7 in the 2nd, 9 in the 3rd and one in the 4th week. 

The chief aims of treatment writh exercises and massage are as follows: (1) 
mcreased respiratory excursion resulting in improved venous return to the heart; 

(2) improvement of circulation and maintenance of muscle tone in the limbs; and 

(3) strengthening of abdominal and perineal muscles and later the development 
of correct posture. Some details of the exercises and massage employed are 
pven. 
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(It is of interest to note that the incidence of postoperative pulmonary embolism follow- 
ing prolapse operations has not decreased since the institution of postoperative exercises 
in the group of patients studied by the authors. Others have reported definite decrease 
and the chief incentive for this plan of early postoperative activity has been the belief or 
the hope that there would be less hazard of this most distressing of postoperative complica- 
tions. An increasing number of surgeons have adopted the plan of getting their patients 
out of bed very early after operation, but it is doubtful that this is the complete answer 
to the problem of pulmonary embolism. — Ed.) 



STERILITY 


OBSERVATIONS ON CERTAIN RHEOLOGICAL PROPERTIES OF 
HUMAN CERVICAL SECRETION 

A. F. Clift 

Proc. Roy. Soc. Med., 39: 1-9, 1945 

Rheology is “the study of flow and deformation of matter”. The object of this 
paper is to demonstrate 2 rheological properties of cervical secretion, namely, 
flow-elasticity and Spinnbarkeit (the capacity of liquids to be drawn into threads). 
The author also demonstrates the menstroscope, an instrument for the accurate 
objective measurement of flow-elasticity. 

There is experimental evidence which suggests that the rheological properties 
of human servical mucus undergo a cyclic variation in the menstrual cycle, and 
bear direct relation to ovulation, to penetrability of cervical mucus by sperma- 
tozoa, and to pregnancy. At mid-cycle the secretion appears translucent and 
fluid; at other times of the cycle the samples appear rnore viscid; in pregnancy the 
mucus is characteristically thick, sticky and gelatinous. 

Cervical mucus is not truly a viscous fluid and cannot be said to have o vis- 
cosity. Secretions such as cervical mucus are complex rheological systems and 
are characterized by properties such as: anomalous viscosity; elasticity; flow- 
elasticity; Spiimbarkeit; thixotropy; tack; stickiness; adhesiveness, etc. The 
changing viscosity of cervical mucus can be measured in a Scott Blair empt 3 ring- 
tube viscometer, but the apparatus is too delicate and comphcated to be of 
practical everyday use as a test for ovulation or pregnancy. 

Flow-elasticity and Spinnbarkeit, hitherto unrecognized rheological properties 
in human cer\acal secretion, both occur to a marked degree only in mid-cycle 
samples, and therefore form the basis for a rheological test for ovulation in 
woman. These properties are maximum only in “thin and translucent” samples, 
when penetrability and longevity of spermatozoa are greatest. These phenom- 
ena are absent in pregnancy samples. 

The menstroscope is an instrument designed by G. W. Scott Blair for the 
measurement of flow-elasticity. VTien a material showing flow-elasticity is 
caused to flow along a tube, and the pressure is suddenly released, the material 
coils back toward its original position. The menstroscope consists essentially of 
a graduated glass capillary tube of about 0.75 mm. bore with the glass draivn 
down to 3 mm. bore. One end fits on to a 2 cc. Record syringe and a small side- 
tube 3 mm. bore is interposed between the tube and the s 3 Tringe. With the side- 
tube closed, the cervical mucus is drawn into the capillary tube imtil the meniscus 
reaches the 7 cm. mark. The column of mucus is then slowly forced out of the 
capillary imtil the meniscus reaches the 4 cm. mark. At this point the side-tube 
is quickly opened, releasing the pressure on the mucus, the flow-elasticity of which 
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causes the meniscus to reeoil along the capillaiy. The amount of recoil in mm. 
is noted. In performing the test, the following points should be strictly observed: 

(1) The cervix must be healthy. 

( 2 ) Contamination with blood should be reduced to a minimum. 

(3) The specimen must be collected from the cervical conoZ. 

(4) Neither douching nor coitus must have taken place during the 24 hours 
preceding collection. 

(5) No antiseptics must be used in collecting the sample, only dry sterile 
instruments. 

(6) The elastic recoil test must be performed vithin 20 minutes of collection 
of the sample. 

The test for Spnmbarkeit, the capacity of liquids to be drawn into threads, is 
carried out by drawing away a coverslip placed on a blob of mucus; the mucus is 
drawn into a long thread and the length of the thread which can be produced 
before rupture occurs is measured. 

A rheological test for ovulation in woman is described, namely, the sample of 
cervical mucus is “nmny”; homogeneously translucent; elastic recoil and Spinn- 
barkeit are maximum; tough bubbles which are difEcult to break up readily form 
on homogenizing the sample; cellular content is minim al, and these few cells 
show moverdent typical of mid-cycle samples. 

Considering the molecular construction of cervical mucus, it is suggested that 
the addition of donated cervical mucus (characterized by max-imum elastic recoil 
and Spinnbarkeit) to semen, might be used with advantage in artificial insemina- 
tion of cases of cervical hostility (absence of suitable cervical secretion). 

Tack, a form of stickiness, is another independent property of cervical mucus 
but is only seen to a marked degree in pregnant samples. Tack is measured by 
' quickly drawing a coverslip away from a blob of mucus placed on a glass slide. 
The whole surface of the blob adheres to the coverslip and can be drawn only a 
slight distance away from the slide. 

A rheological test for pregnancy in woman is described, namely, the sample of 
mucus is thick; homogeneously opaque; the mucus is difficult to draw into the 
menstroscope; there is more or less absence of elastic recoil and Spmnbarkeit; 
tough bubbles do not form on homogenizing the sample; and tack is character- 
istically present. This description applies to samples as early as the 7th week of 


pregnancy. 

It is believed that the described rheological phenomena and tests should prove 
of practical value in the recognition of ovulation and anovulatory cycles; in the 
investigation and treatment of cases of cervical hostility; as a useful tool m 
endocrinology of ovarian dysfimction; and as accessory tests for pregnancy. 
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CYCLIC VARIATIONS IN THE VISCOSITY OF CERVICAL . 

MUCUS AND ITS CORRELATION WITH AMOUNT OF 
SECRETION AND BASAL TEMPERATURE 

i EliLENMAE ViERGIVER AND W. T. POMMERENKE 

Am. J. Obst. & Gynec., 61: 192-200, 1946 

The authors made daily observations on 4 yoimg healthy women, following one 
subject through 2 cycles £iiid the other 3 through 4 cycles each. The quantity of 
cervical mucus present was determined by objective methods. . These data were 
correlated with the basal body temperature curves and it was noted that the 
period of the cycle when the amoimt of mucus is greatest corresponds to the time 
of the temperature shift from a lower to a higher level, i.e., the presumptive time 
of ovulation. 

On the basis of previous work, it would appear that the viscosity of the cervical 
mucus is an important factor in determining its penetrability by spermatozoa. 
No satisfactory method has been available for measuring this physical character- 
istic. The method presented by the authors in this paper has circumvented at 
least some of the dif&culties encountered in the past and has proved useful in 
determining the cyclic variations in the viscosity of cervical mucus in normal 
women. 

The material is collected by inserting an unlubricated speculum into the vagina 
to expose the cervix and then aspirating the cervical mucus into a weighed glass 
cannula. The amoimt is determined by difference, the total quantity present 
including mucus from the canal and the external os. Only that mucus obtained 
from the canal is used in the viscosity studies. 

As used here, the term viscosity is deSned as the time in seconds required to 
draw a column of mucus through a capillary tube a given distance at a given 
pressure as measured on a mercury manometer. In order to compare the daily 
determinations, all observations are corrected to conform with arbitrarily chosen 
standards. Duplicate observations are made whenever possible. The apparatus 
and exact procedure are illustrated and described. 

In order to determine penetrability, a small amount of mucus is drawn into a 
capillary tube. A column of fresh semen is then drawn in, leaving a small bubble 
of air between mucus and semen. The capillary tube is placed on a slide and 
penetration of the sperm into the mucus is observed through the microscope. 
By using a stop watch and a calibrated mechanical stage, the rate of penetrability 
can be measured. 

Results in this series showed that the viscosity is decreased during the period 
of increased secretion, both occurring at approximately mid-cycle. At this time 
a shift in the basal temperature occurs, this shift being useful in fixing the ap- 
proximate time of ovulation. The penetration of cervical mucus by spermatozoa 
IS correlated with viscosity. Maximum penetrability occurs when the viscosity 
is lowest. 
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^ The use of the. methods outlined in this paper might give information concern- 
ing the likely time of conception and might prove helpful in the study of sterility. 

(These observations are of great interest, and confirm those made in the obstetrical 
department of Johns Hopkins Hospital in 1940 by Lamar, Shettles and Delfs (Amer. J. 
Physiol., 129: 234, 1940) . For the present, it seems to me that their chief practical bearing 
would be in the interpretation of the viability of sperm recovered from the cervical canal in 
the well known Htthner test. They would suggest that the beat time for the performance of 
this test would be at about the ovulation phase. Another article on this same general sub- 
ject, by the same authors, appears in the January issue of the Journal of Clinical Endocri- 
nology (6: 99, 1946). In the latter paper, the authors present evidence to indicate that the 
quantity of cervical mucus is more or less proportional to the amount of estrogen to which 
the patient is subjected, and that progesterone has no effect on the amount. — Ed.) 


BODY TEMPERATURE— A DIAGNOSTIC AID IN MENSTRUAL 
DISORDERS AND STERILITY 

H. E. Nieburgs 

J. Obst. & Gynaec. Brit. Emp., 62; 435-62, 1945 

The author has investigated the vaginal and oral, or, both temperatures taken . 
simultaneously, in 41 women over 150 cycles. The 41 women included normal 
cases, postmenopausal patients, and patients suffering from various forms of 
primary and secondary amenorrhea, menorrhagia, intermenstrual bleeding and 
dysmenorrhea. The effects of estrogen, progestogen, androgen and vitamin B 
administration on the temperature curve were investigated. 

Normal women exhibit a fail of temperature about one or 2 days before menses. 
During the menstrual period the temperature may reach a level as low as 97 
degrees F. followed by a slight rise. The follicular phase is characterized by a 
low fluctuating temperature. Usually on the 14th day before the onset of the 
menses there is a sudden fall of temperature, perhaps as low as 97 degrees F., 
followed by a sudden rise. During the luteal phase there is a sustained elevation 
of temperature, reaching 100 ddgrees F. or higher, continuing until about one or 
2 days before the menses. A slight decrease of temperature takes place in the 
mid-luteal phase, corresponding with the estrogenic peak. The author suggests 
that the decrease of temperature is an expression of estrogenic activity whereas 
the temperature rise is caused by the corpus luteum hormone. 

In amenorrhea, oligomenorrhea, menorrhagia, dysmenorrhea and intermen- 
strual bleeding, the temperature curves are of great diagnostic value. The 
temperature in cases of secondary amenorrhea shows a persistently low curve, 
either fluctuating or constant. In oligomenorrhea the follicular phase is pro- 
longed and menstruation occurs 14 or more days after ovulation. In meno^ 
rhagia there is constantly a prolonged follicular phase with delayed ovulation an 
short luteal phase. The temperature does not fall in the premenstiual phase but 
remains on a high level until the end of the menstrual phase. In dysmenorrhea 
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the temperature does not fall before the onset of menses but rises and does not 
decrease until the end.of or after menstruation. Special significance is attributed 
to the changing relation of oral and vaginal temperature in dysmenorrhea. The 
oral increases at a greater rate than the vaginal so that it approaches or reaches 
the vaginal curve before or during menses. An exacerbation of pain was noted in 
those cycles in which approximation or union of the curves occiurred. Patients 
■with intermenstrual bleeding show a relatively high temperature curve with only- 
minor fluctuations. The temperature during the menopause may be either high 
or low and shows a constant pattern or with very slight fluctuations. 

In the therhpy of menstrual disorders the temperature curve aids in deciding on 
the hormone and dosage to be administered, and indicates its degree of 
effectiveness. 

The unmistakable sign of o-vulation is of importance in cases of subfertility as 
. well as for birth control owing to the easily recognizable safe and unsafe periods. 
No objections were encountered in this group of women to taking their vaginal 
or oral temperature, or both, for many cycles. 

(It is to be doubted whether the temperature records in the various menstrual disorders 
studied by the author have as much practical significance as the author suggests. For 
example, it seems incredible that menorrhagia can show any sort of characteristic tempera- 
ture curve, since its causation is so varied and since the endocrine mechanism in the func- 
tional group is so different in different cases. And the same thing applies to other men- 
strual disorders. — Ed.) 


CHARACTERISTICS AND VAHIATIONS IN SEMEN SPECIMENS 
IN 100 NORMAL YOUNG MEN 

John MacLeod and Louise M. Heim 
J. Urol., 64: 474-82, 1945 

In comparing the results obtained from the present study with those presented 
elsewhere, it is clear that the average semen quality of a group of young, im- 
married men does not differ to any appreciable degree from that found in married 
men of known fertility. It also seems clear, as already indicated by Hotchkiss, 
that over an extended period in normal yoimg men, the semen quality will not 
show any striking variation. There is no con-vincing evidence of seasonal varia- 
tion in spermatogenesis. 

In the present study, semen specimens were obtained at regular intervals over 
a period of years from 100 normal young men, most of whom were medical stu- 
dents, averaging 22 years of age. 

The semen analyses from these 100 young men are compared -with those pre- 
sented in a study by Hotchkiss wherein most of the men were married and the 
average age was 31.5 years. The. younger age group had a slightly higher 
average volume and higher spermatozoa counts, but the morphologic averages 
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were identical. It seems, reasonable to assume that the spermatozoa count is 
likely to remain relatively constant over a period of years in the 20-40 year range, 
in spite of the sexual actmty involved in marital relations. 

In an attempt to substantiate the possibility of seasonal variations in tempera- 
ture having some effect on semen characteristics, twice weekly specimens were 
studied for 11 months. Considerable fluctuations in sperm count were noted in 
individuals from week to week but the authors found no significant variation in 
the counts in relation to season. In one individual who acquired a severe cold 
with elevated temperature lasting for 2 weeks, the sperm count dropped from 
about 130 million/co. to 28 million/cc. and the semen specimen did not regain its 
former quality for several weeks. 

The authors were interested in determining after a period of sexual rest (7-10 
days) the effect upon the quality of the semen specimen of ejaculation of 3 suc- 
cessive days. The ap^wer is of obvious interest to the gynecologist, since in many 
cases the “fertile period” can be delimited to a period of 3 days. Of 18 indi- 
viduals with good original specimens, only 2 showed enough decrease in count in 
the specimen of the 3rd day to warrant casting doubt of fertility on the specimen. 
Of 2 whose original specimens were only fair, the specimens on the 3rd day 
showed no serious depreciation in quality. Therefore, it is clear that if the origi- 
nal specimen is of good quality, 3 successive emissions at 24 hour intervals after a 
period of sexual rest ■will not result in a serious depreciation in the quality of the 
3rd emission. 

(Two important points emerge from this instructive study. First, the authors show 
that, contrary to the view held by a good many, the semen quality does not show any note- 
worthy variation over an extended period of observation in normal young men and that 
there is no evidence of seasonal variation, though it may show striking temporary dete- 
rioration with acute illness, if the one observation on this point may be considered in any 
way representative. , 

Even more interesting is the authors' conclusion that frequent coitus, for short periods 
at least, is not associated with decreased counts. Since frequent coitus during the wife s 
comparatively short optimum ovulation span is so commonly advised in the managemen 
of sterility problems, this observation is rather reassuring. — Ed.) 


THE VALUE OF PHYSIOLOGIC SUBSTRATES IN SPERM 
MIGRATION IN SELECTED CASES OF HUMAN 
INFERTILITY 


Samuel L. Siegler 
Am. J. Obst. & Gynec., Bl: 13-21, 1946 

In this paper the author presents his experience -with 2 of the problems perti- 
nent to the process of human reproduction, namely: (1) a considera ° ^ 

fluid pathways in the female for sperm migration; and (2) their mfluence p 

sperm motility. 
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Evidence is cited from the literature to indicate the importance of phj-siologic 
isotonic substrates to sperm metabolism and motility. It has been observed that 
TnaviTTiiiTn motUity of human sperm suspended in Ringer-glucose solution is 
maintained for over 3 hours under anaerobic conditions but decreases markedly 
in the presence of air or pure oxygen. T\Tiile sperm glycolysis remains relatively 
constant from specimen to specimen, large differences are found among individ- 
uals. The respiratory rate of spermatozoa varies inversely with the age ofrthe 
specimen and directly with the number of cells per unit volume. Excess carbon 
dioxide produces complete immobility within a few minutes. Some have found 
that human sperm utilize glucose aerobically in Ringer-carbonate media, in 
human follicular fluid and in semen. The deprivation of sugar at 38 degrees C. 
causes failure of motility vdthin 2 to 4 hours. Others have- been able to report 
the revdval of hmnan and animal sperm after immersion in liquid nitrogen if they 
were later rapidly warmed to 35 degrees C. by plunging them into a suitable and 
balanced isotonic medium. 

On the basis of these biochemical principles, 106 couples were selected carefullj’ 
and Ringer-glucose isotonic solution was used precoitally as a vaginal irrigation. 
These couples gave a history of from one to 14 barren years and in all instances, 
the sperm studies, endocervical studies, tubal insufflation or hysterosalpingog- 
raphy, and endometrial biopsies had been made. During the relatively fertile 
period, as determined from the individual basal body temperatiue chart, the pa- 
tient preceded intercourse with a vaginal irrigation, using this balanced isotonic 
substrate as the solution. Several cubic centimeters of the solution were retained 
in the vaginal canal. The author is able to report 39 successful conceptions, a 
salvage of 28.3 per cent, from this group of infertile patients. In 19 cases the 
Huhner test was fmmd positive after use of the precoital sugar douche wherein 
previous Huhner tests, without the use of the glucose substrate, were found 
negative. 

This procedure, because of its simplicity in application, is worthy of extended 
clinical trial and is recommended in those cases of infertility exhibiting no ob- 
structive organic pathology. 

(The period of viability of normal sperm, even in the vagina of the normal woman, is 
very short, And this fact does not seem of importance in lessening fertility. Whethei?the 
use of a precoital "physiologic substrate” of the type suggested by Macl«od and Hotchkiss 
m 1943 would enhance the patient’s chances for pregnancy must still be considered uncer- 
tain, since experience with it has been so recent and so limited. While Siegler’s results 
seem encouraging, I assume that in the cases in which he reports good results, this was not 
the sole measure emploj-ed for the relief of the sterility. When one looks back over the 
years and considers the various types of douches and irrigations that have been recom- 
mended for this indication, and recalls the sensational newspaper reports that a Vienna 

professor” could influence sex determination by the character of vaginal douche given the 
patient, one can be forgiven for restraining one’s enthusiasm for the clinical value of such 
adjuvants in sterility treatment as suggested by MacLeod and Hotchkiss, until more definite 
evidence is in hand. And this is said with full recognition of the high scientific standing 
of both these investigators. — ^Ed.) 
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LIPIODOL INTRAVASATION DURING UTEROSALPINGOGRAPHY 
WITH PULMONARY COMPLICATIONS 

David Eisen and Jacob Goldstein 
Radiology, 46: 603-07, 1945 

One of the complications due to accidents in the course of uterosalpingography 
is intravasation of the iodized oil into the venous system of the uterus. Among 
the various factors likely to contribute to this accident are : (1) direct trauma to 
to the endometrium by the uterine cannula; (2) excessive pressure during the 
course of injection; (3) recent operation on the uterus, particularly dilatation and 
curettage; and (4) injection too soon after a menstrual period. 

The authors present the case of a 28 year old patient on whom lipiodol injection 
was done, employing'the usual technic except that the amount injected was 15 cc. 
more than ordinarily used. Ordinary pressure was used but mthout manometric 
control. No difficulty was encountered. The film presented a bizarre picture. 
Not only was the uterus filled but its outer surface was visualized by contrast 
material ■within the venous plexus within and surrounding its walls. The uterine 
and ovarian veins and their tributaries were filled on both sides. The ovarian 
veins were completely filled, on the right side up to the vena cava and on the left 
up to and including the renal vein. 

Later that day the patient developed a cough and elevated temperature of 102 
degrees. Repeated pelvic films for several days showed decreasing amounts of 
lipiodol present. On the 9th day after uterosalpingography a chest roentgeno- 
gram was obtained which showed a dense, patchy opacity invol'ving both lungs 
below the second ribs. The clinical condition of the patient was surprisingly 
good, out of all proportion to the appearance of the chest film. One month later 
the chest was re-examined and, aside from a slightly increased prominence of the 
peribronchial markings on the right side, the lungs were clear. The authors 
deduce that the unusual pulmonary densities in this case were attributable to 
residual phagocytosed lipiodol, perifocal pneumonitis about the emboli and actual 
infarction. 3 figures. 

• 

(The hazard of intravasation as a result of uterosalpingography is a real one, and reports 
of such cases are apparently increasing. One such report, that of Flew, was abstracted in 
the February issue (p. 149). A good review of the subject is that of M. A. Roblee and . 
Moore, in the South. M. J., 38: 89, (Feb.) 1946.— Ed.) 
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PSYCHOSOMATIC ASPECTS OF GYNECOLOGY AND OBSTETRICS 

George W. Kosmak 

New York State J. Med., 46: 2298-2304, 1945 

The important role which the sexual characteristics of a woman play in her life 
suggests a close connection between the psychic and physical phases. Disturb- 
ances in either field can be handled more effectively if this fact is recognized and 
adequate attention given it by her attending physician. It is essential to in- 
vestigate extensively her various complaints and not to ascribe them to purely 
psychic distobances rmtil a pathological basis can be ruled out. 

The author discusses those topics in which it may be possible to develop a 
definite relationship between the somatic and psychic phases of a disturbance or 
illness. These are considered as follows: (1) menstrual disturbances; (2) preg- 
nancy and certain associated conditions, such as hyperemesis, fear, etc.; and (3) 
the menopause. 

Menstruation is a natural fimction, yet most girls begin without adequate 
knowledge as to its meaning. This brings up the problem of early sex education 
and the need for instruction, since the lack of proper knowledge is often produc- 
tive of trouble later on. Among the complaints accompanying menstrual func- 
tion is pain of varying degree. Experimental evidence has shovTi that there is 
little basis for the assumptions that such pain is attributable to a variety of ana- 
tomic causes. Operative procedures intended for relief are generally imsatis- 
factory and imnecessary. The pains are essentially uterine contractions initiated 
by the passage of accumulating blood and some women are naturally more 
sensitive than others. The therapeutic use of suppression of ovulation by estro- 
gens, instrumental dilatation of a rigid cendcal canal, cer\ucal incisions and stem 
pessaries is questionable. The direct action of radium and x-rays on the ovaries, 
putting a temporary end to menstruation involves the risk of permanent amenor- 
rhea and is an imdesirable procedure. The resection of the presacral group of 
nerves, although good results are claimed, cannot be accepted vdthout reser- 
vations. 

After the exclusion of intrinsic organic factors, the patient should be assured 
that she has nothing to worry about in this connection and that simple remedial 
measures will be effective. This attitude should be supported by proper seda- 
tive measures ; the milder barbiturates and some of the newer synthetic analgesics 
.give good results, as do certain atropine derivatives. Heat and rest may be 
helpful. Most of these women are impressionable and must be made to believe 
that something can be done for them. The use of hypnosis has yielded favorable 
results but obmously must be carried out by an experienced practitioner. 

Experimental eiddence has been presented recently which showed that the 
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average pain threshold in 100 dysmenorrheic patients was lower than in equal 
control groups of nondysmenorrheics, postmenopausal women, and men. This 
evidence must be considered in the handling of these patients and places certain 
limitations on their psychiatric treatment. 

The majority of women suffering from dysmenorrhea are otherwise well both 
mentally and physically and are quite contented if they can be relieved by seda- 
tive measures. The author advises attacldng the situation by direct medical 
and other physical therapeutic measures before resorting to the more involved 
and time-consuming method of psychic analysis. 

The author divides pregnancy abnormalities, as concerned with psychic dis- 
turbances, into 3 groups. 

(a) The Fear of Pregnancy . — ^In order to evaluate the basis of this fear, one 
must consider both the real and the groundless causes. Fear of pregnancy 

be very real in those women afilicted with previous crippling diseases, with 
former difficult labors, with families of small children or when the 3rd dec^e 
of life has been passed. With better knowledge of what can be done with 
adequate prenatal care and proper methods of delivery and aftertreatment, 
much of this uncertainty can be eliminated. It is important that a satis ac- 
tory relationship between the individual patient and doctor be establishe 
There is statistical evidence that cardiac, nephritic, tubercular and other cases 
can be guided safely to a successful termination with skill and patience on e 

physician’s part. _ _ .. 

The fear of pregnancy is also sometimes associated with a distrust of the re 

bility of contraceptives which may result in a neurosis. The author fee a 

many cases of neurosis in women are dependent upon this factor and may e 
related directly to the production of certain pelvic disorders. ^ 

(b) Hyperemesis . — Successful management of “morning sickness ^ _ 

often eliminates this symptom in subsequent pregnancies. Therefore, i is i® 
portant to achieve success in treatment the first time. One must consi er 
each case the possible presence of a neurosis, a vitamin or food 
endocrine imbalance or some definite organic disturbance; one or » » , - 

tors may be at fault. In severe cases of hyperemesis the resultant deby^ 
must be treated by rectal fluids and hypodennoclysis. A combmation o p y 
and medical therapy will accomplish results in many cases of ordm ry 

cause of frigidity may be difficult to eliminate by the physician and since y 

« n.I.ata a 4ly happy exiatence witout 

error to make such individuals feel infenor by too iuBBtent efforts on the p 

S pWto to help thorn. However, when dyepareunm » ™ “ 

tocS to a definite pathologic cause, this ehonld be ^ 

So “ae, a lack of rteponee to psychotherapy may brmg about a great. 

mental disturbance than previoi^ly existed the term “cfimacteric” 

The author suggests that, in referring o e .. gL idea of a critical 

be dropped from ordinary medical parlance, for it conveys the 
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period and thus magnifies a phenomenon fairly normal in most cases. The 
occurrence of a psychosis in connection with the menopause is without the 
province of the gynecologist and its handling should not be attempted through 
the medium of mere estrogen medication. The fear of cancer or pregnancy often 
develops and this calls for a more intimate cooperation between gynecologist and 
psychiatrist. 

Psychotherapy, honestly employed, requires special training and often does not 
lie in the ability of the gynecologist to employ. He is accustomed to deal with 
anatomic abnormalities and his concepts of the nervous and emotional factors 
which may be involved have not been matured by previous education and train- 
ing. The author feels that progress will not develop until the possible values of 
psychotherapy are more widely recognized and until its principles are more 
definitely presented and taught to medical students. 

(No more timely subject for a presidential address before the American Gynecological 
Society could have been chosen than that of psychosomatics as applied to gynecology and 
obstetrics. It is of interest to note that in the same year the president of the other national 
organization, the American Association of Obstetricians and Gynecologists, Dr. Willard J. 
Cooke, chose a somewhat similar subject for his address. This is indeed the psychosomatic 
stage in medical practice. It represents an increasing recognition of the old dictum that a 
wise doctor treats the patient and not merely the disease. 

The present paper abounds in good advice based on just this method of approaching 
problems of therapy in gynecology and obstetrics. For example, the author’s attitude as 
to the treatment of dysmenorrhea is based on common sense and a probably disappointing 
experience with the countless waves of therapeutic fashion which have so ineffectively 
washed over this still unmoved rock of dysmenorrhea. Thoje who consider dysmenorrhea 
a purely endocrine problem and who place their dependence on endocrine therapy alone are 
just not good doctors. I myself employ endocrine therapy in only an occasional case. 
The younger generation of gynecologists especially will be benefitted by a reading of 
this paper. — ^Ed.) 
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average pain threshold in 100 dysmenorrheic patients was lower than in equal 
control groups of nondysmenorrheics, postmenopausal women, and men. This 
evidence must be considered in the handling of these patients and places certain 
limitations on their psychiatric treatment. 

The majority of women suffering from dysmenorrhea are otherwise well both 
mentally and physically and are quite contented if they can be relieved by s^a- 
tive measures. The author advises attacldng the situation by direct medical 
and other physical therapeutic measures before resorting to the more involved 
and time-consurmng method of psychic analysis. 

The author divides pregnancy abnormalities, as concerned with psychic dis- 
turbances, into 3 groups. 

(a) The Fear of Pregnancy. — In order to evaluate the basis of this fear, one 
must consider both the real and the groimdless causes. Fear of pregnancy ^y 
be very real in those women afflicted with previous crippling diseases, wi 
former difficult labors, with families of small children or when the 3rd decade 
of life has been passed. With better knowledge of what can be done with 
adequate prenatal care and proper methods of delivery and aftertreatmCT , 
much of this tmcertainty can be eliminated. It is important that a 
tory relationship between the individual patient and doctor be esta is e . 
There is statistical evidence that cardiac, nephritic, tubercular and^ ot er cases 
can be guided safely to a successful termination with skill and patience on 


physician’s part. 

The fear of pregnancy is also sometimes associated with a distrust of 
bility of contraceptives which may result in a neurosis. The ® , 

many cases of neurosis in women are dependent upon this factor an 
related directly to the production of certain pelvic disorders. „ • „ 
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often eliminates this symptom in subsequent pregnancies. jn 

portant to achieve success in treatment the first time. One m 
each case the possible presence of a neurosis, a vitamm or pj^esefac- 
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must be treated by rectal fluids and hypodennodysis. ^ even 
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PHYSIOLOGY OF PREGNANCY, LABOR AND PDERPERIUM 
CARBOHYDRATE METABOLISM IN NORMAL PREGNANCY 

David Hurwitz and Dorothy Jensen 
New England J. Med., 234: 327-329, 1946 

In view of the fact that true diabetes often begins during pregnancy and may be 
overlooked and the fact that pre-existing diabetes is often made worse by 
pregnancy, the authors have studied the effect of normal pregnancy on carbo- 
hydrate metabolism. 

Serial glucose-tolerance tests were done on 25 normal pregnant women — at each, 
trimester, immediately after delivery and several months post partum. The 
capillary blood-sugar level was determined fasting and f hour, one hour, 2 
hoius and 3 hours after the ingestion of 1 gm. of glucose per kilogram of body 
weight. At the same time urine sugar tests were made. All patients were kept 
on full normal diets to avoid the distorting effect of low-carbohydrate diets on 
glucose-tolerance curves. 

The fasting blood-sugar levels during pregnancy were well within normal limits 
and over half were under 90 mg. per 100 cc. The post-partum group showed 
somewhat higher fasting blood sugars, only one patient having one under 90 mg. 
per 100 cc. 

"With rare exceptions, the peaks also were -within normal limits. However, 
the 2-hour levels during pregnancy were abnormally high in 81 per cent of the 
cases. The Hghest percentage of abnormal 2-hour levels occmred in the second 
and third trimesters and after delivery, occasional values being as high as 164 
mg. per 100 cc. The incidence of high 2-hour values persisted immediately after 
delivery but dropped sharply after the puerperium. All the S-hoim levels were 
normal throughout pregnancy and the post-partum period with one exception. 

These data indicate that normal pregnancj’- exerts a deleterious effect on 
carbohydrate metabolism. It is during the second trimester that diabetes often 
appears and pre-existing diabetes is made worse. Ob-viously, a high 2-hour 
blood-sugar level cannot be considered diagnostic of diabetes dming pregnancy, 
flnce it was present in 81 per cent of this series of normal pregnant patients, 
n the other hand, the 3-hour level was normal during pregnancy with one excep- 
lon and may thus be used more properly as a criterion. Diabetes should not be 
gnosed during pregnancy except bj" stringent criteria — a high fastmg blood 
^gar (over 120 mg. per 100 cc., but preferably over 130 mg.) or a high 3-hour 
level (over 120 mg.). 
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PHYSIOLOGY OF PREGNANCY, LABOR AND PUERPERIUM 
CARBOHYDRATE METABOLISM IN NORMAL PREGNANCY 

David Hurwitz and Dorothy Jensen 
New England J. Med., 234: 327-329, 1946 

In view of the fact that true diabetes often begins during pregnancy and may be 
overlooked and the fact that pre-existing diabetes is often made worse by 
pregnancy, the authors have studied the effect of normal pregnancy on carbo- 
hydrate metabolism. 

Serial glucose-tolerance tests were done on 25 normal pregnant women — at each 
trimester, immediately after delivery and several months post partum. The 
capillary blood-sugar level was determined fasting and §■ hour, one hour, 2 
hours and 3 hours after the ingestion of 1 gm. of glucose per kilogram of body 
weight. At the same time imine sugar tests were made. Ml patients were kept 
on full normal diets to avoid the distorting effect of low-carbohydrate diets on 
glucose-tolerance curves. 

The fasting blood-sugar levels during pregnancy were well vithin normal limits 
and over half were under 90 mg. per 100 cc. The post-partum group showed 
somewhat higher fasting blood sugars, only one patient having one under 90 mg. 
per 100 cc. 

With rare exceptions, the peaks also were within normal limits. However, 
the 2-ho\u‘ levels during pregnancy were abnormally high in 81 per cent of the 
cases. The highest percentage of abnormal 2-hour levels occurred in the second 
and third trimesters and after delivery, occasional values being as high as 164 
mg. per 100 cc. The incidence of high 2-hour Values persisted immediately after 
delivery but dropped sharply after the puerperium. AI the 3-hour levels were 
normal throughout pregnancy and the post-partum period with one exception. 

These data indicate that normal pregnancy exerts a deleterious effect on 
carbohydrate metabolism. It is during the second trimester that diabetes often 
appears and pre-existing diabetes is made worse. Obviously, a high 2-hour 
blood-sugar level cannot be considered diagnostic of diabetes duiing pregnancy, 
Emce it was present in 81 per cent of this series of normal pregnant patients. 
On the other hand, the 3-hour level was normal during pregnancy with one excep- 
tion and may thus be used more properly as a criterion. Diabetes should not be 
diagnosed during pregnancy except by stringent criteria — a high fasting blood 
^gar (over 120 mg. per 100 cc., but preferably over 130 mg.) or a high 3-hour 
level (over 120 mg.). 
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In regard to the question of glycosuria during pregnancy, it is of interest that 
of the 4 patients who showed large amounts of sugar in the urine during the 
glucose-tolerance test, all but one had blood sugars over 180 mg. at the time of 
the glycosuria. Glycosuria during pregnancy usually is attributed to lowering of 
the renal tlireshold. Since, in these cases, significant glycosuria occurred in 
association with a marked elevation in blood sugar and thereafter dropped to 
normal, it is concluded that pregnancy glycosuria is probably due to a high 
alimentary hyperglycemia rather than to a lowering of the renal threshold. 
2 figures. 

(The statement of Hurvv'itz and Jensen that normal pregnancy exerts a deleterious effect 
on carbohydrate metabolism is in keeping with reports of other authors as reviewed in the 
February issue of the Survey, pages 8-9. But their finding that glycosuria in normal 
pregnancy is the result of alimentary glycosuria rather than a lowered renal threshold is at 
variance with most previous workers, many of whom have reported glycosuria with blood 
sugars of only 0.140 and 0.150 per cent and in some instances w'ith maximal blood sugars of 
only 0.120 per cent. The present study, however, is a most careful one and Hurwitz’ long 
interest and work in this field render the conclusions all the more authoritative. In view 
of these two explanations of pregnancy glycosuria now before us it is to be hoped that the 
above paper will stimulate further study of this important problem in other clinics. — Ed.) 


VITAMIN E DEFICIENCY IN THE MONICEY 

K. E. Mason and I. R. Telford 
Anat. Rec., 94: 522, 1946 

Four sexually immature monkeys, two males and two females, reared for 2 
to 2^ years on a vitamin E deficient diet (500 gm. cooked rice of low germ content, 
300 gm. skimmed milk powder, 180 gm, dry brewer’s yeast, and 300 gm. of an 
E deficient diet used for rats), showed a progressive muscle weakness for several 
weeks prior to death or sacrifices. Histologically, the skeletal muscles showed 
considerable dystrophic change resembling that characterizing vitamin B 
deficiency in other animals. That a state of vitamin E deficiency had been 
induced was further supported by the presence of considerable amount o 
fuchsinophilous pigment in the smooth muscle cells of the walls in almost ao 
organs of the digestive, respiratory and genitourinary tracts and, especially, m 
those forming the media of both arteries and veins throughout the tissues exam- 
ined. Similar pigment was also abundant in coimective tissue macrophages 
and cells of the reticuloendothelial system generally, and present in small amounts 
in certain epithelial cells (uterus, fallopian tube and kidney), but occurred on y 
as traces in skeletal and cardiac muscle cells. Except for differences in pig 
mentation of muscle cells in certain locations, the histological picture close y 
resembled that observed after E deficiency in the rat and other laboratory am 
mals. Four control monkeys of approximately the same age, reared on an 
adequate stock diet, showed no alterations of this type. 
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(It would be extremely interesting and of great practical importance to know how vita- 
min E deficient monkeys would behave in pregnancy. It will be recalled that in 1922 Evans 
and Burr showed that rats on a vitamin E deficient diet underwent estrus, ovulation and 
implantation satisfactorily but were unable to carry pregnancies to term because of retro- 
placental hematoma formation and fetal absorption about the 12th day. As a eonsequence 
this food essential came to be known as the "anti-sterility vitamin”; and on the basis of 
this rat work of Evans and Burr a huge superstructure was built, namely, the hypothesis 
that vitamin E deficiency is responsible for most ills that women are heir to, including 
sterility, abortion, premature labor, toxemia of pregnancy and particularly premature 
separation of the placenta. As every obstetrician knows, carloads of wheat germ oil have 
been sold for the treatment of these disorders. 

Actually, the basis for vitamin E therapy in these conditions is rather weak. In the 
first place, nutritionists state that even the poorest human diets contain adequate vitamin 
E. Secondly, other species such as the rabbit do not respond to this deficiency by reproduc- 
tive disturbances and there is no very good reason for believing that humans would do so. 
Thirdly, the few studies which have been carried out on vitamin E blood levels in normal 
and abnormal pregnancy do not indicate as yet that the complications mentioned above 
are associated with low blood levels of this vitamin. In our own laboratory we have now 
analyzed the sera of some 400 normal and abnormal pregnant women for vitamin E and feel 
certain that premature separation of the placenta and eclampsia are not caused by this 
deficiency and are very skeptical about its role in the other complications mentioned. — Ed.) 


PREGNANEDIOL EXCRETION AT THE ONSET OF LABOR 

Robert Lyon 

Am. J. Obst. & Gynec., 61: 403-410, 1946 

It has been established that hormonal factors are responsible for the main- 
tenance of pregnancy, the steroids imdoubtedly playing a significant role. The 
salient steroid hormone during pregnancy is progesterone. Pregnanediol,the 
inactive alcohol isolated from the tirine of pregnant women by Marrian in 1929, 
appears to be the end-product of a series of intermediate steps in the metabolism 
of progesterone. The purpose of this study is to measure the excretion of 
pregnanediol in the urine during the days immediately preceding labor, during 
labor and during the first few days of the puerperium. 

The contention that labor occurs because of progesterone deficiency is sup- 
portable from observations on animals in which the ovaries are essential for the 
maintenance of pregnancy. Moreover, pregnancy has been prolonged by giving 
progesterone to rabbits just before term. 

The author found that the onset of labor is preceded for several days by a 
marked decline in the excretion of urinary sodium pregnanediol glycuronidate. 
The composite of 68 spontaneous delivery assays shows a steady decline from an 
output of about 30 mg. of sodiiun pregnanediol glycuronidate 4 days before 
delivery took place to an average output of 19.5 mg. 48 hours preceding labor 
and 14.8 mg. one day prior to the onset of labor. The day of delivery shows an 
average excretion of 12.5 mg. On the first postpartum day the values dropped 
to 8.8 mg. and on the 2nd postpartum day to 4.6 mg. These declines are greater 
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than any previously recorded and the difference is attributed to the method mi 
number of observations. 

From the rapid decline of NaPG preceding normal labor, it is probable that 
very little progesterone is available at the onset of labor. It is implied that the 
concentration of progesterone available at the onset of labor is insufficient to 
maintain and continue pregnancy. 


THE CHANGES IN THE ELASTIC TISSUE OF THE UTERINE WALL 
DURING PREGNANCY AND AFTER PARTURITION 

T. E. Hunt and P. L. Evans 
Anat. Rec., 94: 472-473, 1946 

Only a few line networks of elastic libers are present in the perimetrium and 
circular myometrium of nuUiparous rats. Between the sixth and twelfth day 
of pregnancy these networks become more abundant especially in the circular 
myometrium. After the twelfth day, in implantation sites, the total amount of 
elastica may increase further, but due to rapid uterine expansion it appears rather 
to decrease. Just before parturition elastic fibers are stretched extremely thin 
and are difficult to see but do not disappear entirely. In the interimplantation 
sites where expansion is slight the increase is quite apparent and there is no 
relative decrease in the latter half of pregnancy. 

After parturition the elastic tissue in the circular myometrium of former pla- 
cental sites appears much more abundant than it did before pregnancy. It JS 
somewhat increased in the perimetrium but the longitudinal layer remams 
practically devoid of elastic fibers. In the circular layer it is not distributed 
uniformly as stretched networks but rather as isolated, tangled and split threads 
arranged in spiremes of variable size. The tangling and clumping increases as 
the uterus reverts to its normal size and persists in some locations for at least 9 
months. There is some indication, however, that the spireme arrangement of 
the elastic fibers gradually changes to or is replaced by new networks 4 or 6 
months after parturition. 
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CORRELATION OF PHYSICAL AND EMOTIONAL PHENOMENA OF 

NATURAL LABOR 

Grantlt Dick Read 

J. Obst. & Gynaec. Brit. Emp., 63: 55—61, 1946 

It is not generally recognized that in childbirth there is an “emotional labor” 
which is as definite and important as its physical counterpart. The present 
investigation has extended over a period of 15-20 yeirs and observations have 
been made upon 600-700 cases which the author has attended personally, and 
other records of cases in which the mothers have been conscious at the birth of 
their children. Anesthesia, and little or no analgesia, was used in the 2nd stage 
of labor, although the women were offered it and knew it to be immediately 
available should they have discomfort which they considered unbearable or 
unjustifiable. It is suggested that the act of reproducing a species is unnatural: 

(a) If it is an unbearably painful or alarming experience, and 

(b) If drugs or anesthetics have masked the significance of either physical 

or emotional events. 

Originally the author, from a scrutiny of cases, arrived at the hypothesis that — 
“Fear is in some way the chief pain-producing agent in otherwise normal labor.” 
Today this is widely accepted as an established theory. In labor, fear produces 
tension in circular fibers of the uterus by stimulating the sympathetic nerve 
supply. Tension in these fibers opposes the action of the longitudinal muscle 
fibers supplied by the pelvic autononuc. Increased tension in the lower uterine 
segment and cervix causes pain, and pain intensifies fear. This Pain-Fear- 
Tension syndrome of labor may be controlled or avoided by correct interpreta- 
tion of the stimulus. 

Three important precepts should be kept in nund when considering childbirth 
as a natural phenomenon: 

(1) Physiological labor exhibits certain emotional states. If and when emo- 
tional manifestations are abnormal, parturition becomes pathological and 
requires treatment by scientific means. 

(2) “BTien a child is born there are 3 labors: (a) of the mother, physical; 
(b) of the mother, emotional; (c) of the attendant.” 

(3) “The art of physiological childbirth is the art of control,” having 3 impli- 
cations: (a) the woman’s control of herself; (b) the obstetrician’s control of the 
Woman; (c) the obstetrician’s self-control. 

The phenomena of labor should be taught during pregnancy and recalled as 
the woman presents herself in labor. Such, prenatal classes arouse enthusiasm 
and interest in childbirth and help establish a personal relation with the teacher 
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who may and should attend the womau during labor. When a woman’s mind 
and body are in a happy, fearless condition there is usually a phase during the 
last 2 to 3 weeks of pregnancy when she becomes anxious for the birth other 
child. If an attitude of fearless expectancy is carefully fostered, the early signs 
of the beginning of the first stage of labor are heralded with animation and 
exhilaration. 


As the cervix dilates and uterine contractions become stronger, the woman be- 
comes quieter . She realizes her helplessness but remains cheerful. From 2/5 to 
3/5 dilatation of the cervix, her animation gives place to a more serious demeanor. 
She requires companionship, understanding and S3anpathetic encouragement, 
When the cervix is 3/5 'dilated, the strengthening contractions not only invite 
conflict in her mind but are frequently coincident with physical tiredness. At 
this point soporifics are advised, not for pain, but for an hour or 2 of peaceful 
mental and physical relaxation which help maintain control and counteract the 
real test between 4/5 and full dilatation of the cervix. 

The conduct of the transition from first to 2nd stage is the key to the success 
of the whole process. The woman needs kindly and firm S 3 unpathy; the induc- 
tion of confidence is often of greater assistance to her than the early induction 
of anesthesia. The sacral region should be rubbed and she should be told that 
the pain in her back will diminish when the expulsive reflex is established. After 
full dilatation, with adequate instruction, she will hold her breath and gently 
bear down with the contractions. Her sensitiveness will decrease and she will 
relax between contractions. As the head descends, the onset of a dulling of her 
consciousness between contractions may be observed. She will become im- 
patient, careless of her appearance and manner. When the presenting part 
reaches the pelvic floor, both woman and attendant may need to exhibit con- 
siderable patience. A feeling of mental and physical exhaustion will call for 
encouragement, explanation and confidence. Consciousness of the stretching 
vulva with the threat of increased discomfort may alarm her. At this point every 
woman should know that anesthesia or at least analgesia is within her grasp. 
The urge to escape is more frequently the result of fear than of pain. The woman 
should be warned of the rupturing of the membranes and the downward thrust 
and retreat of the head in order that she may not be frightened or disappointed 


by these things. 

With the birth of the head there is gratifying relief. With the birth of the 
shoulders, the amnesic state disappears and she becomes alert. The author 
rotates the shoulders on delivery so that she may look down and see her bal^. 
There is no thought of discomfort; the woman usually urges that the body^ e 
delivered to reveal the sex. Her physical appearance, mentality and behavior 
are completely changed and she becomes, in her happiness, a transfigured woman. 
She should be handed her baby as soon as the cord is divided. The influence o 
this state of physiological emotional ecstacy upon the uterus is immediate con- 
traction. The 3rd stage of a happy mother is rarely longer than 20 ^utes an 
Wood loss is practicaUy negligible. The author has observed that the placentae 
of girls bearing illegitimate babies are not infrequently retamed. 
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This series of cases has demonstrated that suffering in physiological childbirth 
can be prevented by understanding and maintaining the controlled rectitude of 
the emotions, not for their elimination, but for their perfecting influence upon 
the physical phenomena of a ph 3 'siological function. Certain benefits of this 
control include: 

(1) The natural amnesic state of the 2nd stage produces the equivalent of 
complete anoci-association, excluding shock and postpartum nemosis. 

(2) The desirable stage of transformation, which is obliterated by anesthesia, 
increases uterine contractions and expedites placental separation and expulsion. 

(3) Interference is less frequently necessary. 

(4) The uninjured birth canal, with appropriate exercises, rapidly regains its 
tone. 

The m 3 ^teries of childbirth and the problems of reproduction will not be solved 
by innovations and interventions. From natimal labors can be learned the sig- 
nificance of the physiological phenomena of parturition. 

(Although moat of ua would probably not want to go all the way with Grantly Dick Read 
and relinquiah analgeaia and anesthesia in labor entirely, his works will well repay study 
by every practitioner of obstetrics. Indeed, no physician can read his “Revelation of 
Childbirth” — published in this country, I believe, under the title “Childbirth Without 
Fear”, Harpers — without becoming a better, safer and more understanding obstetrician, 
nor without his patients assuming a happier and more wholesome attitude toward child- 
birth; and if I am not mistaken, moreover, they will have easier labors and want to have 
more of them. 

Read’s main theme in succinct form is that a tense woman means a tense cervix, — and 
what obstetrician of experience can gainsay that general'observation? He reminds us 
that effective uterine contractions demand a nice co-ordination between the outer longi- 
tudinal muscle fibers of the uterus and the inner more or less circular muscle coat. When 
the former muscle layer contracts it produces a shortening of the organ and to some extent 
a compression about the fundus, both of which actions are designed to expel the uterine 
contents. This longitudinal muscle coat is innervated, according to authoritative ana- 
tomcal opinion, by the pelvic nerve arising from the lumbosacral autonomic system. Now, 
the more or less circular oblique fibers of the inner laj'er are relatively sparse in the upper 
uterine segment, but increase both in size and number toward the cervix, in which disposi- 
tion they differ from the longitudinal fibers which are more numerous and larger in the 
fundus and upper uterine segment, gradually decreasing in power through the lower uterine 
segment. These circular fibers form a distinct sphincter at the internal os. It is ap- 
parently their function to maintain the regularity of the form of the uterus but they also 
act as inhibitors to the expulsion of the uterine contents. As is well known, the external 
os in some cases appears to be almost closed at the onset of labor, whereas in others it is 
dilated to one or more finger-breadths. The dilatation of the cervix depends to a large 
extent upon the absence of tension in the circular muscle fibers of the lower uterine segment. 
These circular fibers. Read goes on, are innervated by the sympathetic nervous system. 

From the above description — if correct — it must be clear that uterine contractions, to be 
effective, call for a correctly adjusted balance between the autonomic impulses to the 
longitudinal muscle coat and the sympathetic impulses to the circular muscle layer, and 
that any disturbance in either, w’hether in the direction of augmentation or diminution, will 
interfere with the normal course of parturition. 

It is the core of Read’s theory that fear, acting through the thalamus, which is believed 
to be responsible for emotional expression, brings the sympathetic nervous system into 
play and causes a tightening of the sphincter-like lower segment and that the resultant 
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tension; through ischemia, causes the pain of labor. The greatest difference, he believes, 
between normal visceral activity (emptying of the bladder and bowel) and uterine evacua- 
tion lies in the fact that labor is subjected to emotional influences, which by producing 
unnatural thalamic interpretation, subject the uterine musculature to efferent sympa- 
thetic responses which disrupt the neuro-muscular harmony of evacuation. The greatestof 
these emotional influences is fear, “the arch enemy of motherhood.” If fear can be elimi- 
nated. Read insists, pain will cease. In support of this contention he points to a long series 
of cases over the past ten years in which means have been devised to eliminate fear and finds 
that, in varying degree, pain has been conspicuous by its absence. 

Not a few neuro-physiologists may take issue with Head’s explanation of the neuro- 
muscular physiology of uterine contraction on the grounds that it represents over-simpli- 
fleation and goes beyond the actual state of our knowledge at the present time; and some 
might even disagree altogether. However, Read cites an array of studies to support the 
above hypothesis including the work of Whitehouse and Featherstone (J. Obst. & Gynaec, 
Brit. Emp., 30: 566, 1923 ; also Brit. Med. J., 1923) and further investigation may very pos- 
sibly demonstrate the general validity of this theory. 

But even if the underlying basis for his contentions are not subject to proof at the present 
time, the clinical experience of a host of obstetricians will confirm his belief that fear and 
tension do make for difficult parturition. It is my own feeling that the wide-spread success 
of the barbiturates as analgesic agents in labor has been due in no small measure to their 
effect in allaying tension and in promoting rela.xation. In this connection, it is instructive 
to note the behavior in labor of Oriental women, whose background, rearing and attitude 
toward childbirth are quite different from ours. It is the fondest hope of every Chinese 
girl to have children and many of them; and conversely, there e.xists no more abject and 
pitiful creature than the Chinese wife who is childless. Milleniums of a culture which has 
emphasized the family as its unit of civilization have placed childbearing on a pedestal and 
surrounded it with love and veneration, — the acme of happiness for every wife. As a conse- 
quence, Chinese women go through pregnancy with an exuberance and open pride quite 
rare in the Occident. 

And how do these women behave in labor? This may best be described perhaps by saying 
that when I went to China a number of years ago, I was much interested in studying anal- 
gesia in labor because it was a subject much to the fore in American literature. But I 
quickly found, to ray consternation, that these Chinese patients offered no material whatso- 
ever for my proposed investigations because they had virtually painless labors; and looking 
back upon my experience there, which comprised several thousand labors in Chinese women, 

I can recall only two small groups of cases in which some form of pain-relief seemed called 
for: the patients with some mechanical obstruction to labor such as the osteomalacia group, 
and the hyper-sophisticated women of the upper classes, mostly graduates of American co - 
leges, whose general background and attitudes were more Occidental than Chinese. 

In strange contrast to these Chinese mothers w^as a group of Russian patients who a so 
came under our care in childbirth. This was in the years following the Russian revolution 
and these pitiable Russian women, after experiencing unspeakable hardships in escape 
from Red Russia, had somehow made their way across the frozen tundras of Siberia o 
Peking. Nervous wrecks, often without friends or relatives, they found themselves in a 
strange land amid alien tongues, confronting a pregnancy, which from the very na 
things was unwanted. I shall never forget the screams of these poor creatures m 
interminably long labors. Our Chinese house-staff scarcely knew what “ 

picture. In the course of their experience with Chinese patients it just hadn t been g 

home to them that labor could be so painful! even ridi- 

Like all pioneers, Read has met and will continue to meet much skepticism 
cule but I am confident that he has a valuable message for every °tstetric.an particularly 
in these busy days w'hen assembly-line methods of practicing obstetrics have ... ,tj. 
S^rn Not just the above abstract or article should bo read, but h.s book cited m the 
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first paragraph of this note. If obstetricians will but do so, I have a notion that many who 
come to BcoS may remain to pray. — ^Ed.) 


EXPERIENCES WITH THE LABOR PROCEDURE OF GRANTLY 

DICK READ 

Blackwell Sawte® 

Am. J. Obst. & Gynec., 61: 852-858, 1946 

The present paper is a report of 168 unselected, consecutive vaginal deliveries 
conducted by the method of Grantly Dick Read of London. These women were 
delivered in a small general hospital by the author personally, without the as- 
sistance of a resident. 

The psychological processes in the female in preparation for her physiological 
functions are universally recognized. Read’s theory is a deliberate attempt to 
harness, direct and control these feelings in a woman so that when she goes into 
labor, they may be turned into beneficial channels, and the woman is thus aided 
to have her baby. 

The basis of the theory is that the pains of labor are caused by fear. At the 
beginning of labor, the cervix is pulled on by the muscle contractions from the 
fundus. The thalamus becomes aware of this through its coimections with the 
sympathetic and autonomic systems, and an awareness of a new sensation is 
aroused. The thalamus informs the gray matter, usually by means of a misin- 
terpreted impulse, that the woman is in pain. A reflex is set up through the sym- 
pathetic which overrides the relajdng efforts of the autonomic, causing not only 
an absence of relaxation but actually a spasm of the cer^^x. Thus real pain is 
produced which increases as labor proceeds. 

The author outlines briefly the method of teaching a woman to have no fear, 
the art of relaxation and the nature of the process of labor. The technique is 
applied at the first prenatal visit. The result of such preparation throughout 
pregnancy is that labor becomes in the woman’s mind a great and memorable 
occasion. Many of the women, whose records are discussed in this paper, speak 
of their labor as one of the happiest and most pleasant moments of their entire 
lives. 

Of the 168 women delivered, 62 were primiparas and 106 were multiparas. 
Two multiparas vdth occipitoposterior positions and one multipara who had a 
face presentation suffered intensely and were not helped by relaxation. Of the 
rest, 12 multiparas were not helped and one refused to be bothered with it. 
The remaining 90 multiparas stated that they were greatly helped. They found 
the pain no greater than they were willing to bear and felt no need for other pain 
relief. Most of the women said that the method was marvelous and that they 
bad actual discomfort only at the end of the second stage. 
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Two primiparas with deep transverse arrests required demerol, and rotation 
and forceps deliveries were carried out under anesthesia. Five others had very 
large fetal heads requiring low forceps. Two cases were breeches. Of the 
remaining 53 cases, the method appeared to succeed in 48. Ten of the 48 re- 
quired small amounts of demerol to help them relax. In all primiparas a small 
episiotomy was done 'with the perineum infiltrated with novocain. The conduct 
of these patients was that of great calmness and cheerfulness. They stated 
that they enjoyed their labor because it was such a great event and the pains 
were not bothersome. 

The author concludes that the method of Grantly Dick Read, when carefully 
applied, is valuable in relieving the pain of normal childbirth in about 9 out of 
10 women. The method is a valuable contribution to obstetrics and deserves 
more research and application. The only drawback is that it is very time con- 
suming. The study of the present series of patients and their labors seems to 
substantiate Read’s view that any pain in excess of that which the woman is 
willing to bear is caused by fear. 


AN INVESTIGATION OF SOME OF THE CAUSES OF DELAY 

IN LABOUR 

Elizabeth A. Nettell 
P’ractitioner, 166: 203-205, 1946 

It is the purpose of this paper to show that, in normal healthy 
contractions during labor are directly affected by the attitude of the pra 
or mid^vife, and by the environment in which the patient finds • 

A series of 75 cases has been classified into 7 groups of those derive 
ous nursing homes, institutions and private houses. In this series there 

these varioee groups 

length of labor depends to a large degree upon the state of nund P 

Patients who were disappointed because delivery inust Place^k® 
the place they had planned and in an atmosphere Women 

to relax between pains, became tmed and uterine inertia ^p^vousness 

who appeared to have a definite fear of ^ infrequent 

was communicated by another person present at delivery . . tiyough- 

rntracrns and long labors. Illegitimacy and a great deal of anxiety throng 

out pregnancy were also associated with delay m labor. ^j^ey 

On the other hand, those of competent midwives 
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THE MEASUREMENT OF THE DIAMETERS OF THE PELVIC OUTLET 

W. R. Nicholson and R. Tauber 
Am. J. Obst. & Gynec., 61; 538-543, 1946 

The importance of a knowledge of the outlet measurements of the j^lvis in the 
conduct of labor is illustrated by the fact that when the outlet is the area of 
contraction, dystocia may not be evident until labor is of many hours’ duration, 
too late for cesarean section and too late except for a difficult forceps or even a 
destructive fetal operation. 

The measurements of the outlet of the pelvis which should be taken routinely 
are: (1) the transverse diameter between the inner surfaces of the tubera ischii; 
(2) the anterior sagittal diameter; (3) the posterior sagittal diameter; and (4) 
the pubic angle formed by the junction of the rami of the pubis. 

The authors’ technique for the measurement of the postsagittal diameter is as 
follows: The instrument (which is illustrated in this paper) is placed between the 
most prominent points on the inner surfaces of the ischian tuberosities, said 
points having been marked with ink. This measurement haveing been obtained, 
the index finger is passed into the rectum, and without difficulty the little depres- 
sion at the junction of the lower end of the sacrum and the first coccygeal verte- 
bra is located. The hand is raised slightly until the rectal finger is bisected by 
the imaginary line between the ink marks on the tuberosities. The nail of the 
other hand marks this point and the pelvimeter gives the number of centimeters. 
To measure the anterior sagittal, the same method is used as for the postsagittal, 
namely, a finger in the rectum which easily reaches the junction of the pubic 
rami, then the imaginary line between the ink marks on the tuberosities is noted 
and a nail mark is made where said line bisects the finger in the rectum, the 
number of centimeters being shown by the pelvimeter. Having obtained this 
measurement, the estimation of the pubic angle, whether it is 90 degrees, or 
. greater, or less, is simple. If the anterior sagittal is less than half the inter- 
tuberous diameter, the subpubic angle wDl be more than 90 degrees, while if the 
anterior sagittal be more than half the intertuberous diameter, thesubpubic 
angle will be less than 90 degrees. 

These measurements give a very definite pictme of the capacity of the outlet 
and are of great value both in prognosis of labor and in the choice of treatment. 
1 figure. 


UTERINE PAINS IN LABOUR 
W. I. Hates 

M. J. Australia, 1: 196, 1946 

The author names 2 criteria by which the normality of a labor may be judged : 
(1) the progress of the child, and (2) the pattern of uterine activity. Of the 2, 
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the latter is the more delicate, becomes, evident earlier and is therefore the more 
important. 

Except in the rare instance of true uterine inertia, the character of the con- 
traction always reflects the progress of the child against the resistance offered 
to it by the pelvis and birth canal. Uterine contractions during labor vary in 
rhythm, duration, intensity and character, according to the stage of labor at 
which they occur. During the stage of shortening of the cervix the pains last 
3 to 5 seconds, recur at regular intervals of 15 minutes to one hour and are usually 
felt solely in the abdomen. During the stage of cervical dilatation the pains 
last 20 to 25 seconds, recur every 3 to 5 minutes and, beginning in the back, pass 
around to the front. In the stage of descent or expulsion the contractions last 
40 to 50 seconds, recur every 5 to 7 minutes, are typically “bearing down” in 
character and are assisted by voluntary contractions of the abdominal muscula- 
ture. In every case the labor pains should be studied from time to time to see 
whether they conform to the normal pattern. 

True uterine inertia is attended by infrequent, short, weak and ineffective 
contractions which are present throughout labor. Primary uterine inertia is 
due either to a reflex spasm of the circular muscle of the cervix or to lack of pres- 
sure by the presenting part on the internal os, as in disproportion, full bladder, 
placenta previa, etc. Secondary uterine inertia is initially due to obstruction of 
the child’s progress. Hyperactivity of the uterine action, which is likely to 
lead to a state of impending uterine rupture, is also the result of obstruction, but 
in this case the child is attempting to pass through a partly dilated cervix, and 
this provides the stimulus which intensifies the forces of labor. For many years 
the mechanical factors of labor have been unduly stressed and it is hoped that in 
the future more attention will be paid to the physiological factors. 


THE PROGRESS OF LABOUR AND PALPATION 

J. W. Johnstone 
M. J. Australia, 1: 196-197, 1946 

Except in cases of gross cephalo-pelvic disproportion, it is not possible to 
predict the outcome of labor until the process is well established. The pe yis is 
moderately fixed but by no means circular. The all-important plane of t e in e 
is inclined at 55 degrees, with the forward-projecting promontory not muc 
below the navel, so that the head passes down and back into the ^e • 
symphysis pubis is the outstanding landmark on palpation of the pe -wc n • 
The fetal head is compressible and ovoid in shape. The main art lu o s i 
is to estimate the disposition of this ovoid body with respect to the sloping uppe 

^^The ^Shor draws attention to that relationship between mother and fetus 
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described as the level of the presenting part, its degree of engagement, how far 
it has descended on the curve of Cams, or its relationship to the symphysis. 
When present in a primigravida at the onset of labor, floating head is a warning 
sign of possible disproportion, since lightening and fixity usually occur some 
weeks before. 

Referring to palpation, the author states that the anterior shoulder is the 
only point sufficiently defined on the fetal body to be used as a landmark. WTien 
the head is completely above the brim the shoulder is 4 or 5 inches over the 
pubis, and when the head is fully engaged it is about 2 inches above the pubis. 
The fetal head, however, provides the main estimate of descent and dispropor- 
tion and the methods used are the first and second pelvic grips and their modifica- 
tions, which the author describes. The first pelvic grip of Pawlic can be used 
to determine fixity and to estimate overhang over the pubis. The second pelvic 
grip enables one to determine disproportion and overlap. Post-anal palpation 
during a contraction reveals that the end of labor is in sight if the firm resistance 
of the fetal head can be felt against the tissues behind the anus and in front of 
the coccyx. 

By losing these methods of external palpation, which can often be repeated and 
carry no risk, it is possible to determine the chnical progress of labor and, in 
most labors, to dispense with internal examination. 


THE MAJNAGEMENT OF LABOUR 
R. M. Rome 

M. J. Australia, 1: 199, 1946 

The author stresses the importance of full instruction to the patient as to what 
to expect when labor begins and as to when she should proceed to the hospital. A 
primipara should go to the hospital when pains occur regularly at intervals of 
about 15 or 20 minutes. Multiparous patients should be admitted to the hos- 
pital if the membranes are mpturcd, or at the first sign of abdominal discomfort 
associated with uterine contractions. 

Several points are mentioned, concerning the delivery of the baby, which are 
useful if remembered by the practitioner. There is little chance of finding the 
chin until the anterior fontanelle is clear of the perineum. If difEcultj' is ex- 
perienced, the Ritgen maneuver may be helpful. An attempt to deliver the 
head between pains is always associated with less damage to the soft parts of 
the mother. In delivering the anterior shoulder, it is often advantageous to 
^PPly pressure above the pubis in a caudal and backward direction. It is im- 
portant that the mother be insured an adequate intake of food and fluid during 
labor to maintain strength, to forestall acidosis and to aid in the prevention of 
obstetric shock. 
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VINBABBITAL SODIUM FOR OBSTETRIC AMNESIA, ANALGESIA, 

AND ANESTHESIA 

Milton Smith Lewis 
Am. J. Obst. &. Gynec., 61: 395-402, 1946 

The results are presented of the administration of vinbarbital sodium to 622 
patients for induction of amnesia, analgesia and anesthesia during labor. Of 
these, 469 received vinbarbital sodium orally in combination with scopolamine 
and, in addition, vinbarbital sodium intravenously for the completion of labor. 
The average dose was 9 grains orally and 10 grains intravenously. The remain- 
ing 153 patients received no other medication than vinbarbital sodium intra- 
venously for induction of analgesia and anesthesia. The average dose was 15 
grains. 

Four hundred and fifty-nine (57.7 per cent) were primiparas and 263 (42.2 
per cent) were multiparas. Spontaneous delivery occurred in 266 (42.5 per 
cent). Operative delivery occurred in 361 (57.5 per cent). Of the operative 
deliveries, 324 (89.7 per cent) were elective or outlet forceps, 30 (8.3 per cent) 
were breech extractions and 7 (1.9 per cent) were midf creeps deliveries. 

Of the 618 infants born alive, 530 (85.7 per cent) breathed and cried spontane- 
ously. Seventy-two (11.6 per cent) were slightly asphyxiated but required no 
resuscitation. Fifteen (2.4 per cent) were moderately asphyxiated and required 
carbon dioxide and oxygen for resuscitation. The time elapsing between the 
administration of the drug and delivery or the size of the dose of vinbarbital 
sodium played insignificant roles in the incidence of asphyxia in this series. 

The uncorrected fetal mortality was 3.3 per cent. Of the 19 infants that were 
lost, 9 died before the onset of labor and there were 6 nonviable infants. The 
corrected fetal mortality was 4, or 0.63 per cent. 

Vinbarbital sodium appeared to have no effect on the duration of labor. Two 
hundred and fifty-five patients (40.9 per cent) were in labor less than 6 hours, 
203 patients (32.6 per cent) from 6 to 12 hours, 140 patients (22.5 per cent) from 
12 to 24 hours and 24 patients (3.8 per cent) from 24 to 48 hours. After the 
intravenous administration of vinbarbital sodium the uterine contractions were 
accelerated and dilatation progressed rapidly in the majority of cases. It was 
equally effective in both spontaneous and operative deliveries.' 

The “screaming” parturient who is nearing the end of her labor can be rapidly 
and effectively calmed with intravenous vinbarbital sodium. Slight to moderate 
degrees of restlessness ocemred in 181 patients (29 per cent). Seventy-one 
patients who were slightly restless at the time of delivery w'ere effectively con- 
trolled mth local anesthesia. One hundred and ten patients who were 
during labor were promptly controlled by additional administration of vinbarbita 

Complete amnesia w'as obtained in 61.6 per cent of all patients who 
vinbarbital sodium orally with scopolamine. Complete amnesia was ob me 
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in 620 (99 per cent) following the intravenous administration of vinbarbftal 
sodium. 

No patients w'ere encountered in whom this method of analgesia and anesthesia 
was contraindicated. No inhalation anesthesia was required in any instance. 
The incidence of postpartum hemorrhage was not increased. It occurred in 5 
patients (0.8 per cent). There was no maternal mortality in the entire series. 
There was only one complication. This resulted from the accidental injection 
of vinbarbital sodium into the subcutaneous tissue. 

The majority of patients slept soundly for from one to 8 hours following de- 
livery. All expressed a desire for the same method of analgesia and anesthesia 
in their future deliveries. The results obtained in this series of 622 unselected 
private patients indicate that vinbarbital sodium is a most satisfaetory agent 
for the induction of obstetric amnesia, analgesia and anesthesia. 


CAUDAL ANALGESIA WITH THE AID OF A NEW APPLIANCE; 

REPORT ON 250 CASES 

Mark Hornstein 
West. J. Surg., 64: 56-58, 1946 

The appliance, called the Accouchaise, is a couch assembly which, when 
mounted on a labor bed, supports the parturient in the prone position with the 
abdomen suspended through a central opening. It was designed on the basis of 
the observation that if a patient in active labor is placed in the knee-elbow posi- 
tion, the uterine contractions become more powerful, though less painful, and 
cervical dilatation is hastened. The author proposes the application of this 
device to the procedure of administering caudal analgesia. He has found that 
this appliance accelerates labor and, therefore, shortens the period requiring 
caudal analgesia, that it simplifies the technique of the procedure and that it 
enhances the safety of caudal analgesia. 

With the patient resting prone on the appliance it is easier to locate the sacral 
hiatus and to enter the sacral canal because the overl 3 dng tissues are relaxed and 
the direction of the needle is straight rather than tilted sidewise as in the lateral 
posture. The flow of the solution is more even to the 2 sides and, when neces- 
sary, the patient can easily be tilted. 

The safety of caudal analgesia is enhanced because it becomes a less protracted 
procedure with an accelerated labor and because the level reached by the solu- 
tion can be controlled. This is because the sacrum slopes downward toward the 
waist while the spine slopes upward above the waistline when the patient is in 
position on the Accouchaise. 

Caudal analgesia is started rvhen there are strong uterine contractions at 5 
imnute intervals, if the cervix is thin and the patient in need of relief. A solu- 
tion of metycaine, one and one-fomth per cent, is used. The results of the ad- 
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ministration of caudal analgesia to 250 private patients out of ^a total of 380 
deliveries, with the use of the appliance described above, show that in 79.6 per 
cent, analgesia was complete and no other medication or anesthesia was em- 
ployed. In 12.4 per cent there was total failure and in 8 per cent there was 
partial failure. No unfavorable sequelae were noted except backache persisting 
for a number of days, found mostly among the cases listed as failures. In 78 
per cent of the cases only one to 3 hours were required and only one or 2 injec- 
tions were given. There were 145 nulliparae in the series and in all but 5 of these 
analgesia was carried on for periods ranging between one and 4 hours. 


ANALGESIA IN LABOUR 


W. M. Lemmon 
M. J. Australia, 1: 197-198, 1946 


The author discusses the relief of pain in labor with reference to the 6 teic 
methods found by Kotz and Kaufman to be in current use in American dimes. 
These are: (1) paraldehyde; (2) rectal use of an ether and oil mixture; (3) rec 
administration of pentothal sodium; (4) morphine and scopolamine; (5) bw i 
turates; and (6) continuous caudal anesthesia. The danger of using morp ne 
and scopolamine in multiparae is pointed out. This is because if the c 
should be born within 4 hours of the initial injection, the depression of the leia 
respiratory center by the morphine may cause concern in the resusci ion 


the child. •p’orlv in 

The author describes what he considers the most useful routine. y 

labor, chloral hydrate and potassium bromide, 30 gi-ains of each, are ' 

When the cervix has been taken up and the os is beginning to dilate, y 
compound A or B is given. Two hours later one two-hundredth of a gram o 
scopolamine is given and this dose is repeated every 2 
cording to the patient’s requirements. The room is darkened a 

of the patient minimized. It 

The most generally useful of the barbiturates appears 
has been used alone and in combination with other drugs, no y 
Ind paraldehyde. Lundgren and Bruce have found the combination of nembu 

and scopolamine the most effective.^ _ fallows- Early in labor 

The most useful method for primiparae is outlined When the 

chloral hydrate and potassium grains of nembutal 

cer^dx has been taken up and the os is beginmng to d > 6 

are given, followed in § to f of an hour by — rrir gram of scop • 

"aTS nembutal dosage should be less, perhaps grams as an imtial 

followed in half an hour by another "^t^^J^tetes that although 

Referring to continuous caudal anesthesia 
analgesia is perfect in the majority of cases, the risks 
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danger is the injection of the solution into the subarachnoid space. Other 
dangers are infection and intravenous injection of the drug. The necessity for 
the constant attendance of a specially trained anesthetist proves yet another dis- 
advantage. The author quotes Greenbill’s suggestion that "continuous caudal 
anaesthesia vill not become a part of our general obstetric armamentarium.” 


ANAESTHESIA IN CHILDBIRTH 
G. Simpson 

M. J. Australia, 1— 198-199, 1946 

The ideal anesthetic agent and method of administration answering all re- 
quirements has not yet been found, but by various surgical anesthetics and other 
means, satisfactory relief can be given in all but e.xceptional cases. 

The advantages and disadvantages of chloroform are set forth. The author 
believes that the falling off of the use of chloroform is a mistake, but its reintro- 
duction would require careful training of those who are now accustomed to pour- 
ing on ether without fear of consequence. 

At present ether is the most used anesthetic. It is considered safe and fool- 
proof, but although there is little risk of overdose, there are real dangers of post- 
anesthetic pulmonary complications. While nitrous o.\ide and air are suitable 
for analgesia and anesthesia in most normal cases, the concentration of nitrous 
oxide given does not allow deep anesthesia and is insufficient for forceps deliveries 
and in some cases of normal delivery. The advantages of this method are that 
it does not harm mother or baby and quickens labor. The author urges a greater 
use of gas. 

No survey of anesthesia would be complete without reference to training in 
relaxation before confinement, wffiich it is held allows painless childbirth, or 
hypnotism. There is thus a wide range of tried and tested anesthetics from 
w'hich to choose. Whatever the method used, the aim is a healthy baby and an 
undamaged mother, and further, a mother w'hose conament would be “How 
marvelous it is to have a baby” — not, as is often heard, “Never again.” 


management of THE THIRD STAGE OF LABOUR 
W, D. Saltau 

M. J. Australia, 1: 199-200, 1946 

The sudden diminution in the size of the uterus following delivery predisposes 
to separation of the placenta from its attachment, and the oozing of blood from 
the placental site leads to the formation of the retroplacental clot. If the control 
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of the fundus is limited tp light pressure, no harm is likely to result, but there is 
always the temptation to do more. Unnatural interference in the early third 
stage may be a menace to the formation of the retroplacental clot. Credo’s 
original method of expressing the placenta with the first uterine contraction in 
4 to 8 minutes was rightly condemned as being unphysiological. Theauthor 
believes that expression by the Dublin method is advisable, usually within half 
an hour. In the majority of cases the third stage can be terminated in this 
manner after good contraction provided that some, if not all, of the signs of 
separation are present.. Without the recognized signs of placental separation, 
and in the absence of undue hemorrhage, at the end of a half hour it is permissible 
to massage the fundus to see whether the placenta will separate. If not, at the 
end of an hour, Cred^ expression may be resorted to. If this is unsuccessful, 
one is probably dealing with a case of retained placenta. 

After expulsion of the placenta one must be sure that the uterus is firm by 
suitable massage, but continuous massage on a uterus which is already firm does 
mpre barm than good. The routine administration of pituitrin and occasionally 
of ergometrine is considered wise. 


OXYTOCIC ACTION OF METHERGINE; A SYNTHETIC ERGONOVINE 

E. W. Cartwright and W. C. Rogers 
West. J. Surg., 64: 59-60, 1946 

It has previously been found that Methergine, 0.2 mg., injected intravenously 
in parturient women at the time of the birth of the anterior shoulder of the baby, 
shortened the third stage of labor, reduced blood loss and produced no toxic or 
adverse collateral systemic effects. The detailed history and chemicopharma- 
cologic studies of Methergine have been comprehensively discussed by I&chhof, 
et al. (West. J. Surg., 62: 197, 1944). 

The authors administered the standard dosage of Methergine to 252 patients 
after the birth of the anterior shoulder, allowang one minute to elapse before the 
birth of the rest of the body. In several cases the drug was given during t e 
placental stage of labor. An ergonovine preparation was given to 223 coirtro 
patients. The results show that Methergine was as speedy in action, fully effec- 
tive and equally as safe as the ergonovine preparations. The average time from 
the moment of administration until the birth of the placenta ivas 3.4 minutes or ^ 
both the group given Methergine and the control group. ^ 

Less blood loss occurred ■with the use of Methergine than in^the controls, pro 
ably due to the greater intensity and duration of effect of the synthetic 6* 

No toxic or adverse collateral systemic effects were observed. 
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EPISIOTOMY AND PERINEAL REPAIR 
G. Bearham 

M. J. Australia, 1: 200-201, 1946 

The woman’s perineum and vagina should, after childbirth, be as near as 
possible anatomically to what it was immediately before conception. Conse- 
quently, the head should not be allowed to stretch the perineum for longer than 
an hour in a primigravida or half an hour in a multigravida. The author per- 
forms an epiosiotomy at the equivalent on the perineum of 5 or 7 o’clock; as a 
rule he carries the incision down to the muscle but not through the muscle. 

The various types of lacerations found at the completion of the third stage of 
labor are discussed. If a laceration of the cervix is accompanied by severe bruis- 
ing of the cervical tissue, unless hemorrhage occurs in this area, it is best not 
sutured but repaired some months later, as the bruised area generahy sloughs. 
Tears involving the labia minora should be sutured wth Number 2 plain gut 
interrupted sutures. Tears involving the posterior vaginal wall should be 
sutured nith interrupted Number 2 chromicized gut sutures. 

First degree tears of the perineum should be sutured as well as second and 
third degree tears. The torn tissues must be brought together accurately in 
layers, using Number 2 chromicized gut for interrupted sutures. In a third 
degree tear, the rectal mucosa should be sutured with interrupted sutures of 
Number 2 plain gut. The sphincter should be sutured with a figure-8 suture 
in 2 layers of Number 2 chromicized gut. In suturing an episiotomy incision, 
the author uses interrupted sutvues ndth Number 2 chromicized gut. In the 
presence of a third degree tear, the bowels are confined for 6 days following repair. 
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THE TOXAEMIAS OF PREGNANCY 


G. W. Theobald 

J. Obst. & Gynaec. Brit. Emp., 63: 17-41, 1946 

It is the purpose of this paper, in an effort to explain the eclamptic syndrome, 
to make certain observations on the mechanical factors which operate during 
pregnancy, to examine 2 of the “mechanisms” which have been suggested, (a) 
hyperfunction of the post-pituitary gland, and (b) placental infarcts, and 
lastly to evaluate the present position of the dietetic-deficiency hypothesis. 
This hypothesis postulates that the nutritional demands of the fetus on a mother 
suffering from multiple partial deficiencies, both of vitamins and essential nM 
erals, deficiencies which usually antedate the pregnancy, are the underlying 
cause of the toxemias of pregnancy. • ■ \ 

In Siam, with a population of some 11 millions, when antenatal clinics ar y 
existed and public health activities were in their infancy, eclampsia was aU but 
unknown. In Ceylon, during the same period, the incidence of eclampsia almost 
certainly exceeded 28 per 1000 live births. In Hong Kong the incidence ot tne 
toxemias of pregnancy increased by over 100 per cent between the years 
and 1941, and was associated with an evident increase in the numbers sutler g 
from malnutrition. The fact that eclampsia manifests a geographical i“CiQen 
suffices to exclude from further consideration a number of the hypotheses w 
have been advanced to explain its etiology, since by universal consent no mi 

organism is causally involved. , „ • 

Any hypothesis should be considered against the following eclamptic 

postulates: 

(1) Its geographical incidence. 

(2) Hypertension. 

(3) Albuminuria. 

y That one or all of these 3 signs (2, 3, 4) may appear independently of th 

others and that eclampsia may supervene in the eclampsia 

(6) The peculiar and almost pathognomomc lesions associ ^ 

and conversely, that the liver of a patient dying from eclampsi y P 

"pfSe ujte SrroTthe syndrome in ansooiation with prWparity aad 

or eala^psi. in aaaooi^n - a- 

Jlnently give birth to an “PP™ » S ^ntt not^S. 
eclampsia may occur many hours after an apparently 

apart from any prodromal symptonas. 
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(10) That death of the fetus is frequently associated -nlth an amelioration of 
the toxemic symptoms. 

Concerning the operation of mechanical factors in pregnancy, the author has 
arrived at the following conclusions; (a) that the weight and size of theuterus 
may be a factor in the causation of albuminuria, edema and pyelitis, and (b) 
that the liver may, in certain circumstances, be seriously damaged by the 
eclamptic convulsions and possibly by the uterine contractions during labor. 
The simultaneouslj’- recorded rectal and intra-vesical pressures of a woman at 
term, while standing upright, correspond veiy closely, and exceed those similarlj’’ 
recorded in a non-pregnant rvoman by 11.5 mm. Hg. Both the rectal and 
intra-vesical pressures of a woman at term fall to below that of the atmosphere 
when she is placed in the Trendelenberg position. Therefore, it is erddent that 
the difference in rectal pressure between pregnant and non-pregnant women is 
caused by the weight of the uterus. It may also be assumed that the bulk of the 
uterus during the last few weeks of pregnancj’^ causes an elevation and relative 
fixation of the diaphragm, thus impeding the return of blood to the heart, in- 
creasing the general venous pressure, causing some measure of anoxemia, and 
predisposing the woman to albuminuria. The weight of the uterus and pressure 
of the fetal head might be expected to cause dilatation of the pehds and calyces 
of the kidney, thus predisposing to pyelitis. The weight of the gravid uterus, 
when the woman is in the upright or sitting position, causes stagnation of the 
blood in the legs and consequent transference of water from the blood-plasma to 
the tissues. Primiparity, multiple pregnancy and hydramnics enhance the 
operation of all of these mechanical factors. 

From certain of the author’s experiments, it is reasonable to suppose that a 
liver, impaired either by imperfect nutrition or by some chemical agency, such as 
chloroform, may be seriously damaged by the mechanical factors associated with 
eclamptic convulsions and even by the “pains” of a normal labor. This possi- 
bility increases the difficulty of finding a safe anesthetic for use during delivery. 

A clear distinction should be made between mechanisms which are thought to 
cause toxemic symptoms and hypotheses which purport to explain the genesis of 
eclampsia. Of these mechanisms, 2 have won the greatest support. The one 
attributes the toxemic manifestations to hyperactivity of the post-pituitary 
gland and the other to the toxic autolytic products which derive from recent 
infarcts in the placenta. 

The author presents the following reasons to show that hjqreractmty of the 
post-pituitary gland could not cause the manifestations of eclampsia and to 
suggest that post-pituitary extract does not contain a physiological pressor 
substance: 

(1) Cushing’s thesis that the hypertensian and fits associated with eclampsia 
could be attributed to pituitary basophilism, associated with a basophilic 
adenoma of the pars distalis, no longer claims any general acceptance. 

(2) Post-pituitary extract contains but 2 active principles, one which is oxy- 
tocic, and the other both pressor and antidiuretic. This extract causes an in- 
creased output of chlorides and stimulates intestinal peristalsis, whereas the 
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toxemias of pregnancy' are asdociated Tvith a retention of chlorides and with 
coprastasis. 

(3) Post-pituitary extract can cause proteinruia but tends to prevent edema 
formation. 

(4) Post-pituitary extracts cannot pass through the membranes used by 
Anselmino, Ho ffmann and Kennedy in experiments which demonstrated a 
pressor substance in the ultrafiltrates of blood from toxemic patients. 

(5) If post-pituitary extract be added to normal blood, little of the activity 
can be recovered from the ultrafiltrate of the plasma; the extract seems to be 
largely absorbed to the red blood-corpuscles. 

(6) Prom his own experiments, the author has not found evidence of a pressor 
substance in the blood of eclamptic patients. 

(7) The author did find evidence of antidiuretic activity in the ultrafiltrates 

of blood from eclamptic and pre-eclamptic patients, but questions whether this 
may not have been caused by the almost inevitable toxic changes which occur 
in shed blood. . , 

(8) It was found that the intravenous injection of that amount of post-pitm- 
tary antidiuretic substance which could effect a concentration of less than one in 
4 milliards in the blood plasma exerts a measurable effect on water diuresis in a 
healthy man or woman. This raises the issue as to whether the post-pituitoy 
substance can be regarded as a physiological pressor substance. The aut or 
suggests that the antidiuretic substance happens to be pressor when used in non- 

physiological amounts. ... j- 'o 

(9) The author found that amounts of infundin which inhibited water 
when injected intravenously, exerted little or no effect when injected in a 


thecally, . 

Although the autolytic products of the placenta are undoubtedly to , 
available evidence suggests that the toxemias of pregnancy cannot as a ru e 
attributed to placental infarcts. It has been found that there was no signi^ c 
increase in the incidence of infarcts in the placentas removed P 

tients. Furthermore, it is difficult to reconcile this hypothesis with the 
clinical facts; (1) that a woman may recover from antepartum 
subsequently give birth to a hving child; (2) that postpartum J 

occur many hours after delivery ; and (3) that neither placenta previa nor .threa 
ened miscarriage is commonly associated with toxemic s:^ptoms. , 

If it is true that hypertension is as common in single as in 
have borne children, and that o number of women who soSe ''“f ‘‘^'b 
during pregnancy would have developed it whether or not they 

pmSXtiniUlearlyMowsfhatanchwomenshouldno^^^b^^^^^^ 

of the columns of the toxemias of pregnancy. It may well _ 

™Si» ^bt prevent the deveIopm». not -"ly “ fX 

the cardio-vaacular-renal sequence which f”* " with 

present state of our tnowledge the cori«.on of esren 
dassical pre-eclampsia can but obfuscate the issue ana impt: 
elucidate the cause of both conditions. 



t- ■*. V/A* A V/ ^ 


The dietetic deficiency hypothesis alone satisfies all the eclamptic postulates. 
The evidence in favor of this hypothesis may be summarized as follows: 

(1) It is difficult to propound any explanation of the geographical incidence 
of the toxemias of pregnancy other than that which attributes them to mal- 
nutrition, seeing that by universal consent bacteriological agencies can be 
excluded. 

(2) All nnimal experiments prove the necessity for an increased intake of 
certain minerals and vitamins during pregnancy. 

(3) Necrosis of the liver may be caused in dogs by feeding them on a cooked 
lean meat diet and in rats by a diet deficient in protein. 

(4) The mere addition of calcium to the diet of dogs can prevent death from 
carbon tetrachloride poisoning, while the intravenous injection of calcium 
gluconate can stop the convulsions, and prevent death from “milk fever,” both 
in cows and in other domestic animals, 

(5) It is. believed by all authorities that multiple partial vitamin deficiency 
is common in England and throughout the world. Manifestations of vitamin 
and mineral deficiencies should therefore become evident dming the course of 
pregnancy, and if the toxemias of pregnancy do not represent these manifesta- 
tions then the mother invariably escapes at the expense of the fetus. 

(6) This hypothesis alone can satisfy the eclamptic postulates, and it alone 
proiruses any hope of preventing the toxemias of pregnancy. 

(7) It receives support from the success of antenatal clinics in preventing the 
actual onset of eclampsia. 

This evidence, in favor of the dietary deficiency hypothesis, and in particular 
that afforded by the geographical distribution of the toxemias of pregnancy, 
appears to be very strong. Nevertheless, its proof awaits the satisfactory demon- 
stration that they can be prevented. 

Suggestions are made as to why the dietetic experiments so far noade have 
signally failed to establish this hypothesis, the most important of which is that 
the “good” diet must be given before pregnancy begins. 

The saving of maternal life w'hich would result from the elimination of the 
toxemias of pregnancy would be great, but the consequent saving of fetal and 
neonatal life would be of immeasurably greater significance to mankind. 


ANTENATAL PEDIATRICS 
Leonard G. Parsons 

J. Obst. & Gynaec. Brit. Emp., 63: 1-16, 1946 

This paper constitutes the sixth Blair-Bell Memorial Lecture, delivered before 
the Royal College of Obstetricians and G 3 Tiaecologists by the author who is Pro- 
fessor of Children’s Diseases in the University of Birmingham. The paper deals- 
With the influence of antenantal conditions on the fetus, stressing the importance 
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toxemias of pregnancy ‘ are associated vtith a retention of chlorides and with 
coprastasis. 

(3) Post-pituitary extract can cause proteinuria but tends to prevent edema 
formation. 

(4) Post-pituitary extracts cannot pass through the membranes used by 
Anselmino, Hoffmann and Kennedy in experiments which demonstrated a 
pressor substance in the ultrafiltrates of blood from toxemic patients. 

(5) If post-pituitary extract be added to normal blood, little of the activity 
can be recovered from the ultrafiltrate of the plasma; the extract seems to be 
largely absorbed to the red blood-corpuscles. 

(6) From his own experiments, the author has not found evidence of a pressor 
substance in the blood of eclamptic patients. 

(7) The author did find evidence of antidiuretic activity in the ultrafiltrates 
of blood from eclamptic and pre-eclamptic patients, but questions whether this 
may not have been caused by the almost inevitable toxic changes which occur 

in shed blood. t 

(8) It was found that the intravenous injection of that amount of post-pi ■ 
tary antidiuretic substance which could effect a concentration of less than one in 
4 milliards in the blood plasma exerts a measurable effect on water diuresis m a 
healthy man or woman. This raises the issue as to whether the post-pitui y 
substance can be regarded as a physiological pressor substance. The au or 
suggests that the antidiuretic substance happens to be pressor when used in non 


author found that amounts of infundin which inhibited water 
when injected intravenously, exerted little or no effect when injecte m 


Although the autolytic products of the placenta are undoubtedly 
available evidence suggests that the toxemias of pregnancy cannot ^ , 

attributed to placental infarcts. It has been found that there -as - 
increase in the incidence of infarcts in the placentas removed fro 
tients. Furthermore, it is difficult to reconcile this hypothesis with ffie foUo g 
clinical facts: (1) that a woman may recover from antepartum ec a p 
subsequently give birth to a living child; (2) that postpartum ^ - t- 
occS InyLL after delivery; and (3) that neither placenta previa nor .threat- 
ened miscarriage is commonly associated with .vomenwho 

If it is true that hypertension is as common in single as hypertension 

have borne children, and that a number Z become 

during pregnancy would have developed it classified to any 

pregnant, then it clearly follows that ° gu\e that adequate 

of the columns of the toxenuas of pregnancy. hvnertension. but also of 

nutrition might prevent the development ^ ° disease,' but in the 

the cardio-vascular-renal sequence f “.g^^c^tiaF' 

present state of our knowledge the con^^mn Z the efforts to 

Lsical pre-eclampsia can but obfuscate the issue 
elucidate the cause of both conditions. 
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have a much more hopeful outlook. Various ■writers have expressed the vie'WB 
that therapeutic abortion should rarely, if ever, be resorted to in the pregnant 
patient ■with tuberculosis, and that the good or bad influence of pregnancy on 
tuberculous women is determined by whether they would have tolerated preg- 
nancy well or poorly had they not been tuberculous. In 1940 Burke performed 
experiments on rabbits by injecting them with tubercle bacilli and alloiving some 
to produce litters. X-ray and post-mortem findings in the pregnant rabbits 
compared "mth those in males and non-pregnant females revealed nothing to 
suggest that pregnancy had had an influence on the progress of the tuberculous 
infection. The results from studies by Steinbach and IQein suggest that the 
gonadotropic hormone may be a factor in the temporary amelioration of symp- 
toms observed in tuberculous women during pregnancy. Other investigators 
have studied statistics in attempts to assess the influence of pregnancy on tuber- 
culosis. Jameson, in an analysis of pregnant and non-pregnant tuberculous 
women, found no significant difference in the death-rate in the 2 groups. Hill, 
in a similar study, concluded that pregnancy had no appreciable bearing on the 
progress of tuberculosis. 

Other authors believe pregnancy to have a harmful effect, but several of their 
papers are not convincing because of lack of complete and detailed information. 
Cutler considers that pregnancy has an unfavorable influence, but stresses the 
efficient protection afforded by adequate collapse therapy. He concludes that 
patients with advanced disease,, or -with active disease which does not respond to 
collapse therapy, do badly. 

In concluding his review of the literature, the author presents the ■views of 
several writers who believe that abortion is rarely indicated in the tuberculous 
pregnant patient, and that adequate treatment of tuberculosis during pregnancy 
is important. 

The present investigation embodies the results in a series of 177 consecutive 
unselected patients with pulmonary tuberculosis who have been confined in the 
Maternity Unit at Black Notley Hospital. Quiescent cases were admitted 
4 to 6 weeks before confinement and active cases as soon as possible after the 
diagnosis of tuberculosis was made. 

In the management of these cases, quiescent cases were encouraged to live an 
active sanatorium life while progressive cases were managed in accordance with 
the extent and activity of their pulmonary disease. Where necessary, active 
treatment such as collapse therapy was used. During labor, forceps were not 
applied routinely in the 2nd stage, but only when the indication existed; usually 
no woman was allowed to go more than 2 hoius in the 2nd stage ■without their 
use being considered. Minnitt’s gas and air apparatus was used in normal 
labors. It was found that artificial pneumothorax did not cause embarrassment 
to the mother in labor, and neither was it e^ver necessary to give a refill after labor 
to compensate for the alleged fall in intrapleiural pressme, thought to occur as a 
result of the descent of the diaphragm. 

Although true congenital tuberculosis is rare, post-natal infection is a real 
danger, and at Black Notley precautions include: 

1. No mother or ■visitor is allowed to enter the nursery without permission. 
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one child. These findings substantiate the opinion that ectopic pregnancy is 
more frequent in the long-sterile or j-ehtively sterile ivoman. 

Past h^tories of the patients revealed that previous laparotomy, abortion 
and pelvic inflammation contribute to the incidence of ectopic pregnancy. A 
history of amenoiThea is considered a valuable diagnostic aid and was found to 
exist in 70 per cent of the patients. 

The most outstanding symptom in these patients was lower abdominal pain 
which was present in all but one case (proved to be an unruptured interstitial 
pregnancy. In the majority of patients the pain was sharp in character and 
was referred to the affected side in 62 per cent of the cases. Fainting of varying 
severity was present in 35.4 per cent. Menstrual irregularity either following 
or without amenorrhea was present in all patients except 12, with dark chocolate- 
colored vaginal bleeding being noted at some time in 81.8 per cent. This type 
of vaginal discharge has become one of the more valuable symptoms which the 
the authors use in diagnosis. Nausea and vomiting occurred in association 
with the pain in 30 per cent of the patients. Gastrointestinal symptoms and 
bladder s3Tnptoms were noted in a few patients. 

Pallor rvas noticeable in 70 per cent of the group and abdominal tenderness 
was found in almost all. Pelvic findings showed a soft cervix in 35.4 per cent 
of the patients, enlarged uterus in 46.3 per cent, brownish vaginal discharge in 
73.6 per cent and a palpable extrauterine mass in 93.6 per cent. 

Transfusion was given to 57 per cent of the patients and proved to be a most 
important adjunct to surgical treatment. Surgical removal of the affected 
tube and the ovary on the same side was done in 67 per cent of the patients; m 
30 per cent the ovary was left. It is imperative that both adnexal areas be 
examined at operation to exclude the possibility of bilateral ectopic. 

It is the authors’ opinion that surgical intervention should be limited to the 
treatment of the primary condition. Diagnostic curettage is of doubtful value. 
However, a “dry scrape” may be helpful. Diagnostic colpotomy was of limited 
application in this series and increased the postoperative morbidity. 

There were 3 deaths in the series, presenting a mortality of 2.72 per cent. 
These deaths occurred on the 3rd, 5th and 12th postoperative days, 2 being from 
generalized peritonitis and the other from shock and peritonitis. 

The authors describe 2 unusual cases. In the first, ectopic tubal pregnancy oc 
curred following subtotal hysterectomy. The second was the occurrence o 
ectopic pregnancy in a tuberculous Fallopian tube. 3 figures. 


PULMONARY TUBERCULOSIS AND PREGNANCY 


Ray'mond C. Cohen 
Brit. J. Tuberc., 40; 10-48, 1946 


In sDite of the pessimistic attitude of the medical profession as ^ whole on 
he subject of tuberculosis and pregnancy, the majority of papers on e s 
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measure to the effect of pregnancy, labor and the puerperium on pulmonary 
tuberculosis. Rather they would seem to be a measure of the natural processes 
of the disease, perhaps influenced by the associated changes produced by the 
care of the child in the woman’s life. However, the author has been able to 
follow-up 120 patients, from 6 months to 2 years. Out of 87 quiescent, arrested 
or recovered cases followed up, 2 have died and 3 retrogressed. A total of 17 
progressive cases are known to have died out of 58. 

Follow-ups on 70 infants, 11 of whom were in contact with sputum positive 
mothers, showed that 4 of the 70 are known to have been infected with tuber- 
culosis and 2 of these 4 have died. The mothers of 3 of these are known to have 
been infectious. Five other infants died from non-tuberculous conditions. 

In the author’s experience the worst cases have been those in w’hom tuber- 
culosis was unrecognized or neglected during pregnancy. The value of routine 
chest x-rays in antenatal cases is suggested. 

One of the arguments commonly employed by those who believe pregnancy to 
have a harmful effect on pulmonary tuberculosis is the sudden relaxation of 
support produced by the fall in the level of the diaphragm which is said to occur 
immediately after labor. The author presents reasons which contradict a belief 
that a beneficial effect is produced by compression of the lungs from below by 
the enlarging uterus and which show that a harmful effect produced by the 
emptying of the uterus is unlikely. Hence, the induction of pneumoperitoneum 
immediately after labor is a measure of no practical value. 

It is accepted that a tuberculin-negative person exposed to infection has a 
slightly greater chance of developing the disease than a tuberculin-positive, but 
there does not appear to be any evidence other than hypothesis to indicate that 
changes in tuberculin allergy during pregnancy mean lessened resistance to 
tuberculosis. 

It would seem reasonable to advise recently quiescent cases to avoid pregnancy 
for one or 2 years because- of the strain imposed by the care of the infant. Pa- 
tients treated by collapse therapy seem to have a slightly better prognosis than 
those in whom quiescence was secured by conservative measures. 

When the pulmonary disease is quiescent or arrested and the woman is ade- 
quately supervised and placed under favorable conditions, therapeutic abortion 
is not justified. 

(See editorial note after next abatract. — ^Ed.) 

PREGNANCY AND TUBERCULOSIS 
David A. Coopeh 

M. Clin. North America, 29: 1454^-1462, 1945 

The tuberculosis mortality curve in the 2 sexes runs paraellel tmtil the age of 
15, when there is a sharp rise in the female mortality curve, with a high plateau, 
until the age of 35, when there is a rather abrupt drop, whereas in the male, 
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^ actually or po- 

Sluirf I T f it, but the nurse showflit to her fromL 

e trance to her cubicle. Both mother and nurse are masked. 

casPs^fTr! f “ recovered cases or possibly in quiescent 

cases of simple tuberculous pleurisy. 

a approach her o\vn or any other infant unless wearing 


The present series of cases has been divided into 3 groups: (1) Arrested or 
recovered cases: those in ivhich there has been no clinical or radiologic evidence 
o ac ive |®®ase for over 2 years ; (2) Quiescent cases : those in which the disease, 
on all available evidence, showed no ewdence of activity; and (3) Progressive 
cMes. t ose in which there was clinical or radiological evidence of activity. 
Ihe immediate results (within 3 months of labor) are shown in Table I. 


TABLE I 


CLASS OF CASE 

KO. OF CASES 

KO. SHOmKC KETSOCUS* 
SIOH 

Arrested and recovered 

69 

50 

58 

3 

6 

15 

Quiescent 

PrOEressive 


Total 

177 




Of the 3 arrested and recovered cases which retrogressed, 2 improved before 
discharge; of the 5 quiescent cases one improved ;and of the 15progressive cases 
2 improved. Of the 15 progressive cases who retrogressed, 10 were suffering 
from advanced bilateral pulmonary tuberculosis in whom the prognosis would 
have been regarded as almost hopeless in the absence of pregnancy. Of the 23 
cases in all groups who retrogressed, only 3 had difficult or complicated labors. 
On the other hand, 28 patients who had difficult or complicated labors did not 
suffer as a result. Of 58 cases with active disease on admission, 32 showed 
improvement after labor and 12 were quiescent by the time they were discharged. 
Of the 23 cases who retrogressed, 18 were primiparae and 5 were multiparhe. 
Twelve were under 30 and 11 were over 30 years of age. In the entire series, of 
the 119 quiescent, an-ested or recovered cases, 67 had been treated by collapse 
therapy and 3 (4.7 per cent) showed evidence of retrogression after labor. 
Fifty-two had been treated conservatively and 5 (9.6 per cent) of these retro- 
gressed. 

Except for a possible tendency to premature labor in cases with active disease, 
pulmonary tuberculosis appeared to have little effect on pregnancy and labor. 
On the basis of this study, it appears that tuberculous primiparae do not tolerate 
pregnancy as well as multiparae. The former have not had as many pregnancies 
to threaten their general health, but they are usually in an age group which has a 
worse prognosis, in regard to pulmonary tuberculosis, than that of the average 
multipara. . 

The late effects (after the first 3 months succeeding labor) are not a van 
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(During the past century the pendulum has smmg back and forth from conservatism to 
radicalism in the management of the tuberculous gravida, but over the last decade it seems 
to have settled, as attested by the above articles, on a conservative policy in most cases. 
Prior to 1850 pregnancy mas thought to exert a beneficial effect on tuberculosis, — so much 
BO that physicians were in the habit of advising marriage for tuberculous momen in the 
hope that future pregnancies mould benefit the disease. In 1850 Grisalles reported 27 
cases and pointed out the deleterious effect of pregnancy on tuberculosis. Folloming this 
publication the management of these patients veered sharply to interruption, even in ar- 
rested cases, until 1906 mhen Rosthom emphasized the fact that pregnancy may be rela- 
tively harmless in tuberculous momen in mhom the condition is quiescent and mho have 
been mithout fever and hemoptysis for one year. 

In 1929 Klemperer made an extensive reviem of the statistics bearing on the subject, par- 
ticularly the very gratifying ones from sanatoria, and reported his omn experience (Zeit. f. 
Geburt. u. Gyn., 96; 1-16, 1929). On the basis of this survey, he reached the folloming con- 
clusions, mhich represent in succinct form the policy mhich most obstetricians perhaps 
follom today; Inlcrruplion 6/ pregnancy on account of tuberculosis is never justified unless 
there is positive sputum or hemoptysis. If hemoptysis is persistent the pregnancy, if early, 
should be ended. In the presence of positive sputum, the course depends on the social and eco- 
nomic condition of Die patient. If she is able to avail herself of institutional treatment, inter- 
ference is not necessary. 

Certainly, a host of statistics from various tuberculosis sanatoria attest the fact that 
pulmonary tuberculosis is not affected by pregnancy per se. Thus, in one of the largest 
series reported, Marshall and his associates compared a group of 309 non-pregnant with 303 
pregnant momen in various stages of tuberculosis (Brit. M. J., 1931, 1, 140; Lancet, 1931, 1, 
186). In the group of “dormant'' or “healed” cases, 2 per cent of the non-pregnant and 1 
per cent of the pregnant cases died the first year. In the advanced stages of the disease 46 
per cent of the non-pregnant momen died, compared rvith 37 per cent of the pregnant group. 
Similarly, Foresner found no difference in the mortality of, 341 pregnant women and 396 
non-pregnant momen who came to the out-patient department with tuberculosis. One of 
the most carefully studied series is that reported by Ornstein and Ko vnat (.Am. Rev. Tuber- 
culosis, 31: 224, 1935), It comprised 85 pregnant momen with tuberculosis, mostly ad- 
vanced, observ'ed at the Sea View Hospital, Staten Island, New York. The average dura- 
tion of stay before confinement mas 2.1 months and the average after delivery mas 3 months. 
Of these 85 cases, 31, or 36 per cent, died ; 15, or 18 per cent, mere unimproved and progressed; 
and 39, or 46 per cent, improved. Therefore 54 per cent died or did poorly. Comparing 
these with a large group of momen with tuberculosis uncomplicated by pregnancy at the 
Sea View Hospital, among 5470 cases, 1805, or 33 per cent, died; 1696, or 31 per cent, mere 
ummproved and 1969, or 36 per cent, improved. In this group then, 64 per cent died or did 
poorly. Among the 85 pregnant momen in the Sea View Series, 51 had a cavity formation. 
Of these 51, or 69 per cent, died within one year. This experience mas almost identical with 
<00 caseous-pneumonia tuberculosis cases studied at the Metropolitan Hospital; in these 
the death rate mas 68 per cent in the first year. 

_ From a practical viewpoint it is important to recall that collapse therapy is frequently 
helpful in pregnant momen as in non-pregnant, and that pregnancy is in no wise a contra- 
indication to this procedure. In a noteworthy clinical study of this question, Seeley, Sid- 
dall and Baker reviewed in detail the results obtained in 54 tuberculous pregnant momen 
mho were given collapse therapy (Am, J. Obst. & Gjmec., 37: 741, 1939), Collapse therapy 
caused no serious ill effects regardless of the type and extent of the lesions; a majority even 
of their worst cases did well. Results were especially good when this type of treatment had 
been instituted before pregnancy or not later than the first trimester. Bilateral collapse 
mas well tolerated in four very ill patients. However, although results for the series mere 
generally good, there mere at least 5 patients who would probably have fared better, in the 
opinion of the authors, if early therapeutic abortion had been done. 
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there is a gradual rise which continues well past this age. In Philadelphia, 20 
per cent of deaths among women in the child-bearing age are due to tuber- 
culosis. These statistics indicate that more than an accidental relationship 
exists between pregnancy and tuberculosis. 

A high percentage of tuberculous women associate the onset of their tuber- 
culosis with a pregnancy. The prenatal clinic is a better than average agent for 
tuberculosis case finding. 

Two groups of factors associated with childbearing may influence the course 
of tuberculosis. First, experimental studies have shown that estrogen has a 
favorable influence and progesterone an unfavorable influence on resistance to 
tuberculosis in animals. Also it is clear that the presence of corpora lutea in the 
ovary is associated with an enhancement of the tuberculous process and accelera- 
tion of dissemination of the disease. If these hormones exercise similar effects 
in the human being, then it could be expected that in the first month of preg- 
nancy, when the corpora lutea are more active, the disease would tend to sprea . 
Second, pregnancy, in itself, induces physical and mental stress and stain an , 
if our present concept of the treatment of tuberculosis is correct, these a i 
tional factors of stress and strain predispose to the activation or reactivation o a 
latent or healed tuberculosis. Lack ofirest, food and sleep may result from preg 
nancy and its complications and exert an unfavorable influence on tubwcu osis. 
That the rising diaphragm, during the latter months of pregnancy , has a bene cia 
influence on the course of the tuberculosis is borne out by clinical expenence, 
as is the claim that its sudden descent, following delivery, has a deleterious e e • 

In view of these factors that might influence tuberculosis in the 
woman, it is surprising to find that adequately treated tuberculosis wi n 
pregnancy well. Ornsteen and Covnat conclude that pregnancy has no 
on the course of pulmonary tuberculosis, and that the prognosis depen up 
the character and control of the pulmonary tuberculosis, not upon tne co p 


^ The Liportance of unrecognized tuberculosis should be stressed, as 
this group that so many of the pathetic cases fall, in which ^ n 

S b/a rapidly prog«s,iv, and faW tubercuiosla 
of the chest of the pregnant woman is just as important as the ro 


°^he general trend is away from abortion. If the disease “ her 

in pregnancy, it is reasonable to put the patient on treatment f Jre 
;X4?^ 6 weeks before a decision is reached. If the 
month of pregnancy when tuberculosis is discovered, mterrup 

is rarely, if ever, justified. hv the various collapse pro- 

Bed rest with adequate nutrition, supplemented by t thoracoplasty 

aedures, auch a, ppeumothorax 
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and (4) Ulcerative lesions of the oral cavity and other mucous membranes, in 
most instances due to granulocytopenia. 

In respect to the physiologic anemia of normal pregnancy, the authors believe 
that the changes in the peripheral blood, noted in normal pregnancy are merely 
due to the hydremia, and possess no relation to an anemic state. The bone 
marrow, howeVer, is stable, and the findings in normal pregnancy are constant. 
The finding of normoblastic bone marrow readily denotes the presence of a true 
anemia and determines the type of treatment needed. Megaloblastic anemia 
(pernicious anemia of pregnancy) can readily be diagnosed by the finding of a 
typical megaloblastic marrow. In cases of aplastic anemia the bone marrow 
reveals a marked hypoplasia of all the cellular elements. Sternal marrow biopsy 
is diagnostic and vdll rule out suspected purpura or agranulocytosis. In hemoly- 
tic anemia the bone marrow shows a normoblastic hyperplasia. Sternal marrow 
biopsy is only of a “negative” value in these anemias in that it rules out other 
types of blood disorders. 

Acute and chronic infections of the head and neck are common causes of 
localized lymphadenopathy. Here sternal marrow biopsy wiU merely eliminate 
the possibility of a blood dyscrasia. Infectious mononucleosis may occur during 
pregnancy and in this event the bone marrow is h 3 ^erplastic with granulopoietic 
immaturity. The leucemias may usually be diagnosed from symptoms and 
peripheral blood findings and sternal marrow biopsy is merely confirmatory. 
However, in the subleucemic type, sternal aspiration is diagnostic if peripheral 
blood findings are obscure. Other disorders in this group in which sternal 
marrow biopsy may be helpful are Banti’s disease, Hodgkin’s disease and lympho- 
sarcoma. 

The sternal bone marrow findings in hemorrhagic disorders tend to denote the 
presence or rule out the existence of a true blood dyscrasia, and in true primary 
idiopathic thrombocytopenic purpura, offer a guide to treatment. 

Ulcerative lesions of the oral cavity and other mucous membranes are found 
in a group of conditions called granulocytopenia. In these cases the bone marrow 
shows aplasia or a hyperplasia with a maturation arrest of the myeloid series. 

Bone marrow biopsy is not the sole answer to hematologic diagnosis. The 
standard peripheral blood studies are still of major importance, and in many 
cases sternal marrow findings may be only confirmatory. Yet peripheral blood 
studies, esi}ecially in pregnancy because of the hydremia factor, often are inade- 
quate or misleading. Sternal marrow biopsy then becomes mandatory. The 
characteristic marrow pattern noted in the various blood dyscrasias is of diag- 
nostic, prognostic and therapeutic importance in the management of both the 
hematologic and obstetric problems. One of the greatest values of sternal mar- 
row biopsy is its “negative value.” The only exception is in cases of aleucemic 
lymphadenosis, when l 5 mph node biopsy will be needed. 

Sternal puncture with the concentration method of analysis is the preferred 
technique during pregnancy. 
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In a subsequent paper the sime authors have reported observations on 34 pregnsnciesia 
31 women subsequent to thoracoplasty (Am. J. Obat. & Gyneo., 39; 51, 1940). Their find- 
ings indicate in general that the majority of women go through pregnancy safely after 
thoracoplasty . In only 3 instances was mention made of dyspnea during pregnancy or labor 
but in one of these the dyspnea reached a serious degree during labor. One mother died and 
S others had serious exacerbations of the tuberculosis during pregnancy or within one year 
after delivery. It is noteworthy that thoracoplasty has been done successfully during 
pregnancy in at least 4 instances. 

An important practical point brought out in the first Seeley paper cited above is that their 
tuberculous gravidae who had neither collapse nor hospital treatment during pregnancy, 
suffered a very high mortality, — ^namely, 36.4 per cent, as contrasted with 11.1 per cent in 
the group subjected to collapse therapy and 10 per cent in their hospitalized non-collapse 
cases. 

This brings us to the important role played by social and economic factors in the manage- 
ment of tuberculosis complicated by pregnancy. It may be true that pregnancy itself has 
little or no effect on tuberculosis, but the things which pregnancy normally brings with it, 
unless controlled, do exert a most deleterious effect. Chief of these is increased work, both 
before and after delivery, and everyone agrees that this is harmful to tuberculous women. 
If this additional work can be completely circumvented by prolonged hospitalization both 
prior and subsequent to birth, tuberculous gravidae seem to do about as well as the non- 
pregnant. However, social and economic conditions sometimes make it virtually impos- 
sible to provide the institutional care which these women need; and hence, therapeulw 
abortion may still be desirable in some of these cases as indicated in Klemperer's dictum 
italicized above. — Ed.) 


BLOOD DISORDERS ASSOCIATED WITH PREGNANCY; THE VALUE- 
OF STERNAL MARROW BIOPSY 


J. R. Wolff and L. R. Limarzi 
Am. J. Obst. & Gynec., 61: 447-466, 1946 

In the past, the obstetrician’s main interest in the blood findings associated 
with pregnancy has been in the clinical interpretation of the commonly note 
lowered hemoglobin level and erythrocyte count seen in healthy indivi ua 
during pregnancy. In more recent years, the association of pregnancy an ^ 
various blood disorders has gained his attention, but unfortunately he has no 
made use of the sternal man-ow findings. The hematologist, likewise, 
yet considered the problems of pregnancy in the light of the information o tame 
from bone marrow studies. It is only through cooperation of the hemato ogis 
and the obstetrician that such a relatively new procedure can reach its prop 

place in clinical investigation. _ can 

Clinically, all the blood disorders that may be associated^ with pregna j 
be classified in 4 general groups: (1) Anemia; (2) Conditions 
enlargement of the lymph nodes, and splenomegaly; (3) Hemorrhagic 
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SUBACUTE BACTERIAL ENDOCARDITIS COMPLICATED BY 

PREGNANCY, SUCCESSFULLY TREATED WITH PENICILLIN 

Catherine Dobson 

Am. J. Obst. & Gynec., 61: 427-428, 1946 

In this paper the author reports the 16th case in a series of patients with 
subacute bacterial endocarditis treated with penicillin by Dr. Louis Katz at 
Michael Reese Hospital. 

The patient, a 24 year old gravida ii, para O, entered the hospital in January, 
1945 at the 10th week of gestation for a therapeutic abortion, the indication being 
rheumatic heart disease present since the age of 8 years and complicated by 
congestive failure at 13 years. In May, 1943, a therapeutic abortion had been 
performed when the patient w'as 10 w'eeks pregnant and she had been advised 
against further pregnancies. 

At the present admission the essential physical findings were suggestive of 
subacute bacterial endocarditis and blood for culture was obtained. The 
specimens revealed Sireptococcus viridans. The abortion was, of course, con- 
traindicated and the patient was referred to Dr. Katz for treatment. The 
penicillin sensitivity of the patient's organism was found to be good (0.01 unit 
per cc.) and it was felt that this indicated a good prognosis, judging by past 
experience with this type of organism. PenicDlin was begxm and 2| daj's after 
the first injection the blood culture w'as negative. 

At about the 16th week of pregnancy, the question was raised as to whether or 
not to interrupt pregnancy. The obstetric staff voted to allow’ the pregnancy to 
go on to term. However, after 5 weeks of penicillin treatment. Dr. Katz was not 
satisfied with the patient’s progress. Although the blood cultures remained 
negative, she continued to have new petechiae and comparison of the response 
in this patient with others who had had a similarly sensitive strain of Strepto- 
coccus viridans was not favorable. This patient was pregnant; the others had not 
been, and it was felt that the pregnancy might be an unfavorable influence on 
the course of the disease. Accordingly, hysterectomy was performed and the 
patient made an uneventful recovery. Penicillin therapy was continued 21 
weeks postoperatively, completing 8 weeks of treatment. 

On March 2, and on March 14, the sedimentation rate w’as found to be 12andll 
mm. per hour, respectively. On admission the sedimentation rate had been 37 
mm. per hour. How much credit for the normal sedimentation rate can be 
assigned to the removal of a possibly harmful pregnancy on the course of the 
septicemia is not clear because of the high sedimentation rates that normally 
occur in pregnancy. The patient was discharged on March 18, 1945, considered 
to have recovered from the subacute bacterial endocarditis. How much influence 
the pregnancy had on the course of the disease cannot be answered. 
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INFECTIOUS MONONUCLEOSIS COMPLICATING PEEGNANCY 

E. Harold Ennis 

Am. J. Obst. & Gynec., 61: 565-568, 1946 

The patient, whose case report comprises this paper, presented herself for 
obstetric care in September, 1944. Her last menstrual period had been June 
27, 1944. General examination was negative. The red blood cell count was 
3,870,000 with 70 per cent hemoglobin and ferrous sulfate was prescribed. As 
pregnancy progressed the red blood cells and hemoglobin remained low, ranging 
from 3,000,000 to 3,600,000 and 56 to 63 per cent, respectively, in spite of con- 
tinued large dosage of ferrous sulfate. In December the iron was discontinued 
because of marked gastric distress and the patient received no further iron for the 
remainder of pregnancy. 

In January, 1945, she complained of marked listlessness and the red blood 
count was found to be 2,890,000 with 53 per cent hemoglobin. A transfusion 
of 500 cc. of titrated blood brought considerable improvement. 

Lightemng occurred in February and on March 10 she complained of marked 
malaise, anorrhexia and mental depression. Examination was negative except 
for a mild temperature elevation. Evening temperature elevation continued, 
with marked night sweats. On March 26, a differential smear revealed a rather 
marked change in the poly-lymph distribution, 54 and 40 per cent, respectively, 
so that infectious mononucleosis was suspected. 

On March 28 labor was initiated by rupture of the membranes and a 4 'pound, 
13-ounce infant was delivered. On April 2 the white cell disproportion was even 
more marked and on April 9 the diagnosis was finally established by positive 
heterophile reaction in a dilution of 1:128. The subsequent course has been a 
general progressive improvement in the patient, as well as a gradual rearrange- 
ment of the white cells to the normal pattern. 

Although the child’s progress was normal, a surprising red count was found on 
May 1, 1945; red blood cells, 1,920,000 with 30 per cent hemoglobin. The 
parents were both RH-positive and the infant was RH-negative. The chil 
was transfused with RH-negative blood, followed by immediate improvement 
in the blood count. However, in 4 days the count had dropped and iron 
was instituted. Under this management the count remained at about 3,000,0 
with 50 to 53 per cent hemoglobin. On June 16, the spleen became palpa e. 
Since no progress was apparent with iron and liver extract, all medication w^ 
discontinued and, strangely enough, the red blood count rose to 3,860,000 wi 
60 per cent hemoglobin within 2 weeks, and splenic enlargement dmppeare . 

Whether or not mononucleosis in the mother was influential in thecnil 
anemia remains to be proved. 
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RUPTURE OF THE SPLEEN AS A COMPLICATION OF PREGNANCY 

Elizabeth Confohth and John Cahangelo 
Am. J. Obst. & Gynec., 61; 429-431, 1946 

A case is reported of thrombosis of the splenic vessels with rupture of the 
spleen occurring during late pregnancy. Only 22 other cases of splenic rupture 
occurring as a complication of pregnancy have been recorded. 

The patient, a 30 year old Negro woman, w’as admitted to the hospital in her 
36th week of pregnancy complaining of severe frontal headache. For the past 
2 months she had had edema of the lower extremities, chronic headache, fainting 
spells and blurring of vision. She had 3 children, all delivered normally, but in 
2 subsequent pregnancies she ivas hospitalized with the same complaint as on 
this admission. Both resulted in premature stillbirth deliveries. Ophthalmo- 
scopic examination revealed marked arteriovenous compression. There were 
fine moist rales in the bases of both lungs. A soft, blowing systolic murmer was 
heard in the mitral area and over the puhnonic region. The urine showed a 
trace of albumin on several occasions, but no casts. The blood pressure was 
230/115. 

Placed on a regime consisting of 20 per cent glucose, and 10 per cent magnesium 
sulfate intravenously, sedation and strict bed rest, the patient improved con- 
siderably; the blood pressure decreased to 140/110. Approximately 17 days 
after admissiomto the hospital she aw’^akened in severe pain. Examination 
revealed moderate tenderness of the epigastrium but«o spasm or rigidity. The 
blood pressure could not be obtained, the pulse was rapid and thready and fetal 
heart tones w'ere inaudible. A diagnosis of internal abdominal hemorrhage was 
made, but before surgery could be performed, death occurred, 7 hours following 
the onset of severe abdominal pain. 

Autopsy revealed an irregular tear 5.0 cm. long on the anterior surface of the 
spleen and about 1500 cc. of fresh blood and clots in the abdominal cavity. A 
thrombus w'as attached to the wall of the splenic artery. The chief pathological 
findings were in the abdominal cavity and heart. 

None of the usual etiological processes associated with splenic thrombosis was 
observed in this case. It is suggested that the reduction of blood pressiue and the 
stasis resulting from barbiturates may have contributed to thrombosis of the 
splenic vein. 


THE MEDICAL MANAGEMENT OF INCOMPLETE ABORTION 

Fred B. Nugent 

Pennsylvama M. J., 49: 523-524, 1946 

The chief dangers of incomplete abortion are hemorrhage and infection. The 
recognized methods of combatting hemorrhage and its sequelae are evacuation 
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SPONTANEOUS RUPTURE OF THE LIVER COMPLICATING 

PREGNANCY 


Harold Links 

Brit. M. J., 1: 275-276, 1946 

Only one case of spontaneous rupture of the liver complicating pregnancy can 
be found in the literature. This was reported by Rademaker in 1943. The 
patient was 8 months pregnant when she suddenly developed signs of toxemia 
with albuminuria and a blood pressure of 240/160. After a bout of vomiting 
she showed signs of hemorrhage and an operation was performed, during which 
lacerations in the liver were found and packed. The patient recovered. In 
Rademaker’s opinion, the high blood pressure and sudden muscular effort caused 
the rupture of hepatic vessels. 

,The author presents the'case of a 42 year old woman who was admitted to the 
hospital with an “acute abdomen”. The history was essentially negative and 
the present pregnancy was of 16 weeks’ duration. Twelve hours before admis- 
sion she experienced sudden violent abdominal pain which was localized to t e 
right hypochondrium and was so severe as to cause collapse. 

On examination there was generalized abdominal tenderness without rigidi y 
but with relative resistance of the right upper rectus muscle. On percussmn, 
shifting dullness was present; the area of hepatic dullness was normal. e 
pulse was of poor volume, the rate 140 per minute; the temperature was • 
degrees, and the blood pressure 110/70. Urinary examination revealed a 
specific gravity of 1020 and no abnormal chemical constituents. A preopera i 
diagnosis of hemoperitoneum, probably due to a gynecological cause, was 
A blood transfusion was begun and an operation was performed. Un op 
the abdomen the peritoneal cavity Avas found to be filled with blood. o c 
for the hemorrhage could be found in the uterus or adnexa. Clots '''^re 
the right hypochondrium and blood was coming through the foramen ^ Y ii^lo . 
The gastro-hepatic omentum was incised and a blood clot found in the W 
s?c A transverse rupture, 5 cm. in length, was located m the caudate obe of 
the liver. The rupture Avas plugged Avith a pieee of the right rectus mu 
tte aMo«.en wa/closed. Transfusion was contiuued and to P" 
ranid recovery. She miscarried 5 days after operation but suffered ittle jU 
effect. She Avas discharged 23 days postoperatively; the Avound av 

healed and she Avas symptom-free. hemorrhage 

The etiology of this case is very obscure. Even ^r the m 

the patient still had a systolic blood procure of 110 ^ ^.e^ding and 

be mde of the apparent discrepan^ betAveen ^lood p ^he 

the rapid feeble pulse 

ruptos «f .. 

organ. 
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macerated fetus, probably ,the result of a syphilitic infection, 4 weeks after 
treatment. A third patient noted Yaginal bleeding about 5 weeks after treatment 
when she was about 34 weeks’ pregnant, but preceded uneventfully to term. A 
fourth patient delivered a child of 36 weeks’ gestation 4 weeks after treatment. 
The fifth patient delivered after 34 weeks’ gestation and at this time showed evi- 
dences of toxemia of pregnancy. She had received penicillin treatment 20 
weeks previously. 

Three patients delivered during the course of penicillin therapy ; 2 of these were 
at term. The third patient delivered during treatment after a 30 weeks’ gesta- 
tion. She subsequentl 3 '- aborted after a 20 weeks’ gestation and later developed 
infectious syphilitic lesions. Only in this case can there be anj’^ question re- 
garding the possible effects of penicillin treatment upon the pregnant uterus, 
and here it is highly doubtful. 

Alteration in menstruation during the course of penicillin therapj' also has 
been reported. The authors have given penicillin to over 1300 women without 
ever noting any menstrual abnormality attributable to such therapy. They 
have accurately studied 100 patients under treatment for early sj^philis with 
penicillin and in only one instance was any alteration from the usual cycle noted. 
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of the uterus, packing, oxytocics, and intravenous infusions of blood, plasma or 
other blood substitutes. For the control of infections the value of the sulfona- 
mides and penicillin is unquestioned. However, the importance of supportive 
measures such as frequent small transfusions, Fowler's position to facilitate down- 
ward drainage, adequate rest and careful attention to nutrition and elimination 
should not be forgotten. 

A series of 300 consecutive cases of incomplete abortion has been divided into 
4 readily recognized groups, with detailed suggestions as to the management of 
each group. This classification may be summarized as follows: 

Group I. — Obviously clean cases with the placenta presenting in the cervix. 

Group II; — Obviously clean cases in which the secundines were not presenting. 

Group III. — ^Patients in whom infection was suspected or present to a mild 
degree. 

Group IV. — Patients with obviously severe infections. 

This classification may assist the busy practitioner of medicine in dividing 
his cases into those which require hospitalization and those which do not. Fifty* 
three per cent of the patients in Groups I and 11 could have been treated as suc- 
cessfully at home as in the hospital. 

(Certainly the patients in whom infection is suspected or obvious are much more safely 
treated in the hospital than in the home, in spite of the fact that these are the ones in whom 
surgical invasion of the uterus is ordinarily contraindicated, except in the presence of 
serious bleeding. In the latter, gentle evacuation of the uterus may be necessary. In the 
clean cases, hemorrhage likewise may necessitate emptying the uterus, by means of the 
ovum forceps, finger or dull curette. — Ed.) 


REGARDING THE UNUSUAL EFFECT OF PENICILLIN THERAPY 

UPON THE UTERUS 


M. D. Speiseh AND E. W. Thomas 
J. Vener. Dis. Inform., 27: 20-21, 1946 


The authors have reviewed the records of 156 prenatal patients treated with 
penicillin in the Rapid -Treatment Center at Bellevue Hospital in order to evalu- 
ate previous reports that penicillin therapy has caused some pregnant u 
experience uterine contractions which in a few cases resulted “ 
patients studied in this paper received penicillin in amounts varying from > 

to 2,400,000 Oxford units. , 

There were 5 patients who showed some aberration from the usua co 

a variable time after penicillin treatment, but in none 
possible relationship between penicillin therapy and the alteration m 
Kepresnaacy be suapected. Oae paticntaborted 2 toS 
at about the eighth week of pregaancy. A second patient dehvere 
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Placenta previa is another stated factor in breech births. Only 8 cases of 
placenta previa vrere recorded in 677 breech births. 

Pelvic tumors, reputed to cause breech presentation, were mentioned in only 
4 of the 677 case histories, accounting for 0.6 per cent of all breeches observed. 

Uterine anomalies, particularly bicomate uterus, are often associated with faulty 
presentation. Four cases were observed in the present series, and there was one 
case of septate vagina which may have been accompanied by a divided uterus. 

An examination was made of 100 records chosen at random of patients who 
had 2 cesarean sections to determine the influence of a uterine scar on breech 
presentations. Only one patient had a breech lie when the second cesarean was 
performed. 

Odell and Mengert report 5.5 per cent breeches (over 1500 grams) among 687 
deliveries of patieilts who weighed 200 or more pounds. If this percentage in- 

TABLE DC 


Shoicing (hat the classical explanations for breech presentation account for only IB per cent of 

breeches observed 



BABIES OVES 2.500 CEAUS 

BABIES tmOEE 2.500 CEAJU 

No. 

% 

No. 

% 

“Contracted pelvis” 

75 

11.1 

24 

10.2 

Gross fetal anomalies 

11 

1.6 

10 

4.3 

Placenta previa 

8 

1.2 

9 

3.9 

Pelvic tumors 

4 

0.6 

1 

0.4 

Uterine anomalies 

4 

0.6 

2 

0.8 

No demonstrable factor 

575 

84.9 

188 

80.3 

Totals 

677 

100.0 

234 

100.0 


eludes twins and babies delivered after internal podalic version, the incidence'of 
breech presentations among obese patients is not remarkably high. 

In fairly examining the question of maternal age as a factor in breeches, the 
effect of multiparity on breeches must be eliminated and data from elderly 
primiparas only considered. The incidence of breeches in primiparas of 35 years 
and over in this clinic is 9 per cent. It seems not improbable that older primi- 
paras have a somewhat greater tendency to breech presentations. 

It would be difficult to determine the role of polyhydraminos in producing 
breeches. The relation of polyhydraminos to breech presentations depends not 
80 much upon the measurable amoimt of fluid but upon the relation between the 
volume of the fluid and the volume of the baby. 

The more commonly accepted etiological influences are listed in Table IX. 
It may be seen that only 15 per cent of breech births of mature single babies has 
been accounted for. Therefore, it is clear that other factors than those classi- 
cally recognized must be involved. 

Fetal activity is seldom mentioned in the etiology of presentation. However, 
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AN INQUIRY INTO THE CAUSES OF BREECH PRESENTATION 

Pendleton Tompkins 
Am. J. Obst. & Gynec., 61: 595-606, 1946 


In this paper, the author considers 2 aspects of the etiology of breech presenta- 
tion. First, he examines the “classical factors” usually alleged to cause breech 
presentation and second, he considers other unrecognized factors. 

At the Philadelphia Lying-In Hospital in the 10 years follomng January 1, 
1933 there were 1184 breeches among 25,170 deliveries Excluding breech deliv- 
eries after internal podalic version and excluding all twins presenting by breech, 
there remain 911 single “primary” breech presentations delivered noimally or 
by cesarean section. Multiple pregnancy is excluded from the study proper. 
It would be expected that twins would lie in utero in a head-to-breech position, 
each facing medially with relation to the mother, and multiple pregnancy un- 
doubtedly disposes to the breech presentation of one baby. 

Prematurity is an important feature in breech presentation, since breeches 
are common until the last month or so of pregnancy and spontaneous version to 
cephalic presentation is the rule as term approaches. Therefore, in order o 
determine the mechanism producing breeches at teim, one must separate e 
premature babies arbitrarily from the mature. Most of this study j® . ® 

concerned with single pregnancies terminating in a breech baby weighing 


or more grams. . . i j thp 

Multiparity is a stated cause of breeches. As a prelumnary study o 
effect of multiparity, the incidence of breeches was determined in ^oups 
primiparas, secundiparas, and so on. The results show that multipari y is n 

of particular importance as a cause of breech presentation. 

It appears that some patients have an individual tendency to 
babies. Also, a report by Cartledge and Hancock suggests a hereditary 

*^Co^Slcted pelvis is an old and not very sound explanation for 
tions. Among mothers bearing 677 mature breech babies, 1 1 per cen 
tracted pelves.” Of all the breech deliveries observed, 89 per cent could 

attributed to contracted pelvis. ^ . -xu u Ldc Dala collected 

Gross fetal abnormalities are often associated . tfshow that 

bv Young and Potter on a series of 1705 malformed fetuses ^ante sbo 
26 ner cent of hydrocephalics and 18 per cent of anencephalics ® j 

“ breec^. 

some way to breech presentation. Honever, breech 

JSin? Ss to we only 7 hydrocepbniies ».d 2 anencepW.cs. 
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few years he will be prepared to report current experiments which deal with the 
effects of gravity and of the contour of the fetal mass upon polarity. 

(See editorial note in the April issue of the Survey, page 193. — Ed.) 


UTERUS DIDELPHYS AND ITS CLINICAL SIGNIFICANCE IN 

PREGNANCY 

Edwtn S. Hoffman 

Am. J. Obst. & Gynec., 61: 692-698, 1946 

The degree of duplicity of the uterus, certdx and vagina depends entirely upon 
the degree of failure of fusion of the Mullerian ducts ; “complete uterus didelpbys” 
is the result of complete lack of fusion of the Mullerian ducts. As a rule, uterus 
didelpbys is of no clinical significance except in pregnancy, and no special treat- 
ment is needed unless the patient complains of dyspareunia or unless the ab- 
normality is associated with pehdc disease or tumor. 

Pregnancy may occur in association with uterus didelpbys. Some cases have 
been reported in which pregnancy occurred simultaneously or at different times 
in both uteri. The author ad%dscs close prenatal supervision with careful pelvic 
measurements including x-ray pelvimetry. 

During pregnancy, abortion, premature labor, abruptio placentae and pre- 
matme separation of the placenta are more common than in the absence of 
uterus didelpbys. Should premature separation of the placenta or premature 
labor occur, one should be prepared, if necessary, to do an abdominal section. 

During labor, maternal exhaustion, fetal embarrassment, prolonged first stage 
of labor, rupture of the uterus, and dystocia caused by the nonpregnant uterus 
may occur. Interference by the nonpregnant uterus may result in oblique and 
other abnormal presentations. Operative deliveries maj'’ result in increased fetal 
morbidity and mortality. Whenever advisable, a test labor should be given, the 
obstetrician being prepared to do a cesarean section if dystocia or fetal embarrass- 
ment should occur. Cesarean section will eliminate maternal exhaustion, pro- 
longed labor, undue complications, and decrease fetal and maternal mortality 
and morbidity. In certain cases elective cesarean section will be the operation 
of choice. The author believes that it is more conservative to do an elective 
cesarean than to submit the patient to unnecessary risks. Uncomplicated de- 
livery will occur in many cases and the milder forms of uterus didelphju will 
probably cause no trouble. 

Following labor, postpartum hemorrhage, retained placenta and subinvolution 
may occur. None of these complications was obseiwed in the present series of 
6 cases. 

(Horfman is entirely correct in stating that cesarean section is sometimes justified in 



496 


OBSTETRICAL AND GYNECOLOGICAL SURVEY 


if one inquires about the ’degree of fetal activity at each antepartum visit, it nill 
be noted that when relative inactivity is reported the baby is often found in a 
breech presentation. It is reasonable to believe that maimed babies who have 
impaired powers of motion, and babies whose movement is limited by e.xtension 
of the legs, would have less chance of extricating themselves from a breech lie by 
their own efforts than vigorous babies with flexed legs. 

Vartan has developed the idea that extension of the legs might be a primary 
cause of breech presentations. When his data are compared with the author’s 
and both are tabulated, some 60 per cent of breeches are explained, whereas the 
“classical factors” account for only 15 per cent. To determine the incidence of 
extended legs in cephalic presentations the writer reviewed a random p'oup of 
x-ray films taken at or near term. Of 123 films examined there were 96 in whic 
the legs were clearly visible. Four of these were breech presentations in 
all had extended legs. The remaining 92 were cephalic presentations and o 
these, 89, or 97 per cent, had both legs flexed at the knee. The remaining 3, or 
3 per cent, had one or both legs extended at the knee. 

Cord complications, such as short cords, or coils of cord around the extrenn ms, 
may account for some breeches by interfering with spontaneous version. o 
lapse of the cord occurred in 15 of the 677 breech deliveries, but not once among 
the frank breeches (wliich constituted two-thirds of all breeches delivere 
it could be shown that the slack length of cord was decreased hy being 
about the body or extremities, we should have a possible explanation bo o 

breech lie and for the absence of prolapse. , wpch 

From these data the author presents a hypothetical explanation 
presentations. As pregnancy progresses the shape of the uterine cavi y c 
from spheroid to void and at the same time the center of gra^^ , 

of buoyancy of the fetus are altered so that it fends to lie head ,. 

bLidownward. If labor occu« when the fete otWos ^ 

factors influencing polarity produce a breech presentation m _a ° 
of the cases deUvered. The typical “fetal attitude” at this ^ 

flexion and any motions must be toward a position de- 

amniotic fluid suddenly escape and the uterus contract, t e 



with fetal movements or tnat tne contour ui .u. 
former case, spontaneous podaUc version n^y b« ™PJ|bl ^ 

coiled about the body or extreimties and the fetus is e ^ ° uterus 

tion or the entangling cord limite leg movement. In 

itself may bafaulty, as in the case of ^ ^ hydrocephalus, menin- 

In stiU other cases the fetus is at fault. As a ^ congenital defect, 

gocele, dysplasia of the hips, cerebral agenesis, or some other g 

its intrauterine tugor be ’ , operate to affect the pre^^^ 

Themechanismbyvvhichexte^ionofttelegsmay^ that witbina 

tation is not fully discussed in this paper. Itisthewrice 
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Once a patient had had a vaginal delivery following cesarean section, the 
greater was the probability of future vaginal deliveries. The converse was also 
true; the greater number of cesarean sections a patient had had, the less the 
chance of vaginal delivery. The greatest number of vaginal deliveries occurring 
in one patient follo^ving previous section was 8, and the greatest number of 
sections performed on one patient was 6. 

In the- majority of sections for disproportion, the indication is relative to the 
powers of labor, position and pelvic configuration. This is demonstrated by 
both clinical and x-ray pelvimetry. For this reason, x-ray pelvimetry can rarely 
provide an absolute indication for section. 

An unusually high incidence of abnormal presentations may be explained on 
the basis of poor pelvic architecture. 

It is important to examine the scar of the previous cesarean section at the 
time of operation or vaginal delivery for better evaluation of succeeding preg- 
nancies. Defects in the uterine scar were noted more frequently following the 
classical type of section. In one-half of the cases where there was a defect in the 
uterine scar, it was suspected prior to operation. However, in only one-third of 
the patients in whom section was performed on the indication of damage to the 
uterine wall, were any defects noted. Rupture of the previous scar occurred in 
1.3 per cent of the patients in this series. There w-ere no maternal deaths among 
these patients; the author believes this to be attributed to close observation and 
prompt action. 

The high morbidity (29 per cent) is explained by the high operative incidence. 

The fetal mortality rate was 6.9 per cent. There were 3 maternal deaths, a 
mortality rate of 0.67 per cent. 


RUPTURE OF THE UTERUS 

GARIPtry, PONTONNIER AND FeRRIER 

Gynec. et obst., 44: 393-94, 1945 

This case report deals with a 39 year old woman with the following obstetric 
history: simple forceps delivery of a normal infant 19 years prior to the present 
report; a spontaneous delivery 5 years later; in 1940 an abortion in the 2nd 
months, followed by curettage. 

In the present instance, the patient was admitted to the hospital in labor at 
3:00 A.M.; the labor appeared to be progressing normally. At 10:30 A.M., 
dilatation being almost complete, an injection of 2^ units of posterior-pituitary 
Was given. At 11:00 A.M,, dilatation was complete and another injection of 2j 
umts of posterior-pituitary was given. At this time the uterine contractions 
ceased and the patient complained of pain in the left side. A small projecting 
mass was felt on the left side which was interpreted as a subserous fibroma. 
There were no signs of hemorrhage or shock. Auscultation was negative. 
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patients with uterus didelphys because of the several complications he mentions. How- 
ever, it is difficult to forecast beforehand just how labor will progress in these patients. 
Some do beautifully with short easy labors, while others go in for intractable uterine inertis 
and occasionally , of course, the non-pregnant horn may block the birth canal. A few years 
ago a patient was referred to us after 48 hours of futile labor who gave a history of having 
lost her last 4 babies because of 3 and 4 day labors. At cesarean section a uterus didelphys 
was.found. Our very next patient with this deformity, on the other hand, had an easy 10 
hour labor. It seems to me, accordingly, that unless the non-pregnant horn blocks the 
birth canal or unless there is a history of infant loss in previous labors, all these patients 
should be given a trial labor of 16 hours or so before deciding about method of deliveiy. 
—Ed.) 


DELIVERY AFTER CESAREAN SECTION 

Florence A. Ddckebing 
Am. J. Obst. & Gynec., 61: 621-634, 1946. 

The present study covers a 12-year period from September 1, 1932, to Decem- 
ber 31, 1943, and consists of 445 viable pregnancies following a previous cesarean 
section. 

The chief indication for previous cesarean section was disproportion. The 
majority (57 per cent) of previous sections were of the classical type. 

Fifty-eight per cent of the patients in this series were delivered by another 
cesarean section. About two-thirds of these were classical sections and one-third 
were low flap. The greatest number of repeat sections occurred in the group 
where disproportion had been the indication for previous cesarean section. 
Among patients in whom the original indication was no longer present in the 
succeeding pregnancy, the number of repeat sections was lowest. Forty-two 
per cent of the patients were delivered vaginally; slightly more than one-half of 
the vaginal deliveries were operative, and the remainder spontaneous. 

Among those patients delivered by repeated section, a large proportion (25.8 
per cent) were indicated because of a defective uterine scar or febrile puerperium. 
There was a high incidence of premature separation of the placenta and placenta 
previa in this group of patients requiring another section. 

In cases of vaginal delivery, a routine low forceps is considered the procedure 
of choice after a previous section. 

The most marked variation in incidence of vaginal deliveries following 
section was found in the group where previous section was performed for e 
indication of disproportion, as compared with that group in w'hich dispropor ion 
did notenter into the original indication. Of 253 previous sections for dispropor 
tion, 31.7 per cent had a vaginal delivery at this time. Among 124 patien w o 
had previous sections for severe pre-eclampsia, abnormal presentation, desu r 
labor, and other abnormalities which are not likely to be present in succee m 
pregnancies, 58.9 per cent delivered vaginally. 

Of 253 repeat sections, 76.3 per cent were elective, and the re^i 
allweTto go into labor: The avernge trial of labor laated 10 houra and 48 

minutes. 
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eralized and symmetrical swelling of the abdomen. Examination of the hernial 
orifices was negative and no abdominal scars were noted. The fetus was located 
by x-ray and lay in a vertical position in the midst of greatly distended intestines. 
Duodenal aspiration was begun immediately but the symptoms did not subside. 
At laparotomy the peritoneum appeared bluish and a large mass of clotted blood 
was found; the fetus was dead. The uterus was e,xteriorized and a rupture was 
found situated horizontally at the site of the previous curettage. It was located 
on the posterior surface of the organ and above a fibroma the size of a hen’s egg. 
Hysterectomy and peritonization were performed and the patient made an un- 
eventful recovery. A noteworthy feature of this case was the almost total ab- 
sence of shock and signs of internal hemorrhage which led to an error in diagnosis. 
On admittance to the hospital her temperature had been 37 degrees C., pulse 80 
and respirations 22. 

(The best guess in this case would be that the uterus was perforated at the previous 
curettage.— Ed.) 


'mo OBSERVATIONS OF SPONTANEOUS RUPTURE OF THE UTERUS 

DURING PREGNANCY 

Dujol, Pellissier, Michelland and Miche 
Gyn4c. et obst., 44: 376-78, 1945 

The first case presented is that of a 29 year old woman who had a spontaneous 
rupture of the uterus in the 6th month of her 2nd pregnancy. Curettage had 
been done 10 years previously and an appendectom 3 ' had been performed during 
the 2nd month of her present pregnancy. After the latter operation the patient 
continued to complain of abdominal pain, nausea and vomiting until during the 
4th month of the pregnancy. In the 6th month she experienced a sudden, 
violent attack of abdominal pain which was diagnosed as hepatic colic by one 
physician and as peritoneal inundation by another. On examination in the 
hospital, the patient presented a severe hemorrhagic syndrome and grave anemia. 
There was no collection of blood in the vagina. On opening the peritoneum, the 
fetus and placenta were located in the abdomen which was filled with blood. 
The uterus was wide open at the base, but no longer bled. A subtotal hysterec- 
tomy was performed but the patient died 3 weeks later from infection. The 
entire base of the uterus consisted of fibrous, extremely fine scar tissue which did 
not exceed a half centimeter in thickness at the level of the rupture. The rup- 
ture itself was 10 to 15 cm. long and extended transverselj’^ between the two 
horns but did not reach them. 

In the 2nd case, the rupture occurred during the 7th month of the 6th preg- 
nancy in a 32 year old woman who had no history of premous obstetrical inter- 
vention. One pr^nancy had terminated in a stillbirth at term and another in a 
spontaneous abortion at 3 months, for which no subsequent treatment was re- 
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Forceps were applied under chloroform and a dead female infant was delivered. 
The death of the child could not be explained. Because of the abnormal char- 
acter of the delivery and because of the bizarre aspect of the uterus with its loiver 
segment enlarged and the palpation of a tumefaction on the left side, laparotomy 
was performed. Blood was found in the peritoneal cavity and on the left lower 
segment of the uterus a rupture was discovered which extended to the body of 
the uterus. As the fetus had already passed this point before the application of 
the forceps, it was concluded that the instrumental delivery was not responsible 
for the rupture. The absence of hemorrhage led the authors to believe that this 
was a rupture of scar tissue, probably dating back to the curettage performed 
in 1940. 

(Although the original article has been carefully scanned, the fact that the uterine rup- 
ture might (!) have been due to the pituitary extract is not so much as mentioned and was 
apparently not even suspected. 

The most convincing evidence in this case that rupture occurred prior to forceps applica- 
tion was the sudden cessation of labor at full dilatation and one hour before the instruments 
were employed. Particularly in a multipara this should always suggest rupture. The 
sudden cessation of labor plus the disappearance of the fetal heart sounds pointed, of 
course, all the more strongly to rupture. 

The observation that shock and hemorrhage were minimal does not necessarily mean 
rupture of soar tissue since rupture of the intact uterus may occasionally be silent. In 17 
spontaneous (non-cesarean) ruptures of the uterus seen at the Johns Hopkins Hospital, 
shock was present in only 9 and vaginal bleeding in 15. This fact that spontaneous rupture 
of the Intact uterus may occasionally occur without shock or hemorrhage needs continual 
re-emphasis because failure to bear this point in mind has resulted so many times in long 
and often fatal delays in making the diagnosis. In our 10 post-cesarean ruptures, shock 
was observed in only 3 cases and external bleeding in only one. — Ed.) 


SPONTANEOUS RUPTURE OF THE UTERUS AT THE EIGHTH MONTH 
WITH MISLEADING SYMPTOMATOLOGY 


E. Levy-Solal, P. Morin and F. Hanon 
Gyn^c. et obst., 44: 323-24, 1945 

The subject of this case report was a 30 year old woman, 3-para. Her first 
pregnancy terminated in spontaneous abortion in the 3rd month, n 

pregnancy likewise terminated in abortion at 2.5 months and necessitate cure 
tage. No abnormal sequelae were noted. The present pregnancy fo owe a 
normal course until the end of the 7th month when the patient began to compia' 
of acute hypogastric pains at about hourly intervals for one day. The nex 
she did not feel pain. The following day, however, the pains returned an w 
accompanied on the 4th day by diarrhea and gas. The pains were m ^ 

for the next 2 days. Active fetal movements were felt until the 6th day. 

„oSton«lL»o„-hage. On the 6th dey the patient^ ^ 

hospital to a state of extreme agitation, intense supcrfleial dyspnea and g 
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catheter inserted since she was unable to urinate. Reposition of the cervix was 
again tried and failed and a line of demarcation appeared at the level of the 
constriction; gangrene was apparent. The gangrenous portion of the cervix 
was removed by a diathermy knife and eventually, after a somewhat stormy 
convalescence, the patient was discharged. Examination prior to discharge 
showed the absence of pus discharge and a slight cystocele with some laxity of 
the posterior vaginal wall. The cervix was flush with the vaginal vault, the 
uterus was well involuted and the parametria were clear. 

It is suggested that this prolapse was caused by a sudden bearing down effort 
of the patient after the birth of the baby with an irreparable damage to the 
uterine ligaments which immediately caused descent. These ligaments are 
attached to the uterus at the level of the internal os in a circular fashion forming 
what is known as the “fixation circle.” During the expulsion of the fetus the 
fixation circle descends to some extent without damage to the ligaments. How- 
ever, while the fixation circle is gradually going up after expulsion of the fetus, 
a sudden bearing down effort on the part of the patient could cause great damage 
to the ligaments. 


A CASE OF CLOSTRIDIUM WELCHII PUERPERAL INFECTION 
TREATED WITH PENICILLIN 

R. B. Goldberg and W. K. Komigsberg 
Am. J. Obst. & Gynec., 61: 527-532, 1946 


Since the first report of puerperal infection due to Clostriditum welchii by 
Dobbin in 1897, naany cases have been described. The importance of the early 
diagnosis of severe gas bacillus infections with their rapidly fatal outcome in 
most untreated cases is obvious. Once the diagnosis is established, supportative 
and specific therapy must be begun without delay. In the present paper, the 
authors present a case of moderately severe postabortal puerperal infection with 
Cl. welchii which was successfully treated with penicillin given intramuscularly 
in a total dosage of 1,200,000 units. 


The patient, a 30 year old nurse, entered the hospital because of prematine 
rapture of the membranes and a pregnancy of 6 months’ duration. She was not 
m labor. Approximately 9 months previously her first pregnancy had ended 
in the spontaneous expulsion of a 4|-month fetus. 

In the hospital, the patient leaked amniotic fluid for 5 days before abortion 
occurred. On the day of abortion the temperature was elevated for the first time 
but remained essentially normal throughout the height of the subsequent infec- 
tion. Within 24 hours the patient was markedly jaundiced, superimposed on 
which W’M a cyanotic hue, especially evident in the lips and nailbeds. She be- 
came toric and lethargic. Other clinical features were: (1) a high white blood 
count with a marked shift to the left; (2) port wine urine; (3) a sharp drop in 
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ceived. In the 3rd month of the present pregnancy she had a hemorrhage. 
Another hemorrhage in the 7th month was accompanied by abdonunalpain. 
Anticipating a premature birth, the physician prescribed rest in bed. However, 
3 days later she was brought to the hospital in a comatose state. It was thought 
that this was a case of premature separation of the placenta. The abdomen was 
found to be filled iivith blood and a dead, but not macerated, fetus lay in the 
midst of the intestines. The uterus had partly retracted upon itself and, on the 
left posterior surface, presented a slightly open rupture about 14 to 15 cm. in 
length. The edges were not bleeding. A rapid hysterectomy was performed. 
In spite of blood transfusions the patient died. Examination of sections taken 
from the region of the rupture showed the presence of inflammatory signs, such as 
perivascular discs and a discrete infiltration of polynuclear cells and lymphocytes; 
In the muscular wall there was a large area in which the muscle fibers seemed to 
show the beginm'ng of degeneration of fatty tissue in the form of young fatty 
cells which had replaced the muscular tissue. Fatty degeneration of the uterine 
wall in cases of rupture has been observed by several authors. 

(Spontaneous, non-cesarean rupture of the uterus in pregnancy is the rarest of the rare 
but the latter case in particular would seem to fall into this category. — Ed.) 


PROLAPSE OF UTERUS FOLLOWING NORMAL LABOUR 


Kalyan Kumar Ghosal 
J. Indian M. A., 16: 120-121, 1946 

The case is presented of a 30 year old woman who was admitted to the hospital 
after confinement at home with the complaint that the womb had come down 
after the birth of the child and expulsion of the placenta. Labor had b^n 
normal and the placenta was naturally expelled half an hour after the chil s 
birth. Following the expulsion of the placenta there was a small hemonhage 
and the placenta was thought to be incompletely expelled. The patient was 
asked to sit up and bear down and with this, the uterus suddenly descended so 
that the entire cervix protruded from the vulva. The patient developed severe 
shock and was brought to the hospital. . 

The previous history revealed no evidence of symptoms relating to a weakemng 
' or laxity of the pelvic floor. The patient had had 9 pregnancies, 3 of which 
ended prematurely. The previous labors and puerperia had been nor^ . 

On examination, her general condition was poor and the cervix, J’ 

projected from the vulva, was enormously swollen, edemato^, raw and b.ee wg- 
When the patient’s general condition had been somewhat t 

of the cervix was attempted under anesthesia, but failed because of t e 

template vrfed iron. 99 to 102”F., ths urine on cultee 
baSL Md anenua increaaed, Sulfathiaaole « giva, and a aelf-«ta.mns 
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catheter inserted since she was unable to urinate. Reposition of the cervix was 
again tried and failed and a line of demarcation appeared at the level of the 
constriction; gangrene was apparent. The gangrenous portion of the cervix 
was removed by a diathermy knife and eventually, after a somewhat stormy 
convalescence, the patient was discharged. Examination prior to discharge 
showed the absence of pus discharge and a slight cystocele with some laxity of 
the posterior vaginal wall. The cervix was flush with the vaginal vault, the 
uterus was well involuted and the parametria were clear. 

It is suggested that this prolapse was caused by a sudden bearing down effort 
of the patient after the birth of the baby with an irreparable damage to the 
uterine ligaments which immediately caused descent. These ligaments are 
attached to the uterus at the level of the internal os in a circular fashion forming 
what is kno^vn as the “fixation circle.” During the expulsion of the fetus the 
fixation circle descends to some extent without damage to the ligaments. How- 
ever, while the fixation circle is gradually going up after expulsion of the fetus, 
a sudden bearing down effort on the part of the patient could cause great damage 
to the ligaments. 


A CASE OF CLOSTRIDIUM WELCHII PUERPERAL INFECTION 
TREATED WITH PENICILLIN 

R. B. Goldberg and W, K. Koniosbebg 
Am. J. Obst. & Gynec., 61; 527-532, 1946 

Since the first report of puerperal infection due to Clostridiium welchii by 
Dobbin in 1897, many cases have been described. The importance of the early 
diagnosis of severe gas bacillus infections with their rapidly fatal outcome in 
most untreated cases is obvious. Once the diagnosis is established, supportative 
and specific therapy must be begun without delay. In the present paper, the 
authors present a case of moderately severe postabortal puerperal infection with 
Cl. welchii which was successfully treated with penicillin given intramuscularly 
m a total dosage of 1,200,000 units. 

The patient, a 30 year old nurse, entered the hospital because of premature 
ropture of the membranes and a pregnancy of 6 months’ duration. She was not 
m labor. Approximately 9 months previously her first pregnancy had ended 
m the spontaneous expulsion of a 4|-month fetus. 

In the hospital, the patient leaked amniotic fluid for 5 days before abortion 
OTcurred.^ On the day of abortion the temperature was elevated for the first time 

ut remamed essentially normal throughout the height of the subsequent infec- 
^Rhin 24 hows the patient was markedly jaundiced, superimposed on 
"w ch v/as a cyanotic hue, especially evident in the lips and nailbeds. She be- 
*®me to.dc and lethargic. Other clinical features were : (1) a high white blood 
count with a marked shift to the left; (2) port wine urine; (3) a sharp drop in 
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hemoglobin and red count; (4) hemoglobinuria; and_,(5) positive uterine culture 
of Cl, welchii. Some 34 hours after abortion penicillin therapy was begun and 
6 hours later the patient was clinically improved. Convalescence was slow rath 
the later development of uremia, hypertension and tetany, but the patient 
recovered. 

It is suggested that combined penicillin and specific antitoxin therapy might 
be more rational and potentially more effective. 


PUERPERAL INFECTION; ETIOLOGIC, PROPHYLACTIC, AND 
THERAPEUTIC CONSIDERATIONS 

R. G. Douglas and I. F. Davis 
Am. J. Obst. & Gynec., 61: 352-371, 1946 

The author presents evidence which indicates a decreased puerperal infection 
mortality in the United States, amounting to approximately 50 per cent during 
recent years, as compared to previous experience, while in New York City these 
rates remain essentially the same, despite a decrease in total maternal mortality 
during the past decade to one-third the former rate. In the New York Lying-In 
Hospital both the incidence of puerperal infection and the mortality associated 
with this condition have shown a progressive and very significant decrease. 

The bacteriologic data obtained from the study of 1000 patients subjected to 
investigation indicate that the great majority of infections occurring during t e 
puerperium and postabortal period are endogenous in origin, and are caused or 
the most part by different groups of nonhemolytic streptococci. 

An analysis of underlying conditions responsible for the development of in ec 
tion reveals the following information: 

Underlying causes of puerperal infection, 

New York Lying-In ffospital’~1944 
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It is shown that prophylaxis of infection is far more important than the treat- 
ment of the disease once established. Endogenous infections constitute by far 
the largest group encountered and are the most difficult to control. The or- 
ganisms are present in the vagina at the beginning of labor. Observations of 
patients with normal and prolonged labor indicate that the process of infection 
actually begins with the onset of labor in every patient. It is apparent that the 
most rigorous application of aseptic principles will not necessarily prevent infec- 
tion. The incidence of infection can be greatly reduced if, in addition to strict 
aseptic principles, the follo\ving conditions are fulfilled : 

1. Anemia is successfully treated during pregnancy. 

2. Excessive blood loss (or anemia) is restored immediately post partum, 
irrespective of the development of shock. 

3. Prolonged labor is anticipated when indicated, and analgesics employed 
judiciously in such circumstances. 

4. Trauma is minimized. 

5. Cesarean section, with rare exceptions, should be performed electively or 
after not more than 8 to 12 hours of labor. 

6. Lacerations are repaired with the application of accepted surgical principles. 

7. Retained portions of the placenta are removed immediately after comple- 
tion of the third stage of labor. 

8. Operations are properly timed and restricted to those patients with adequate 
indications. 

9. Intercurrent disease should be eliminated or controlled, if possible, before 
the onset of labor. 

It is the authors’ opinion, based on experience but not proved conclusively, 
that sulfadiazine, given early during long labors and under certain other cir- 
cumstances, will decrease the incidence of infection. In the treatment of puer- 
peral and postabortal infections, sulfadiazine or penicillin given early may be 
efficacious, while late in the course of the disease they may be relatively 
mefiective. 

Several shortcomings in therapy may be summarized as follows: 

1. Failure to recognize intrapartum and postpartum infection early, which 
delaj’B treatment. 

2. Underestimation of blood loss and failure to give prophylactic transfusions 
when indicated. 

3. Failure to recognize signs of peritonitis which are often called distention, 
paralytic ileus, acute dilatation of the stomach, etc., which consequently delays 
therapy. 

4. The performance of cesarean section after many hours of labor. 

5. Late commencement, inadequate dosage and alternation of different com- 
pounds in sulfonamide therapy. 

6. Discontinuance of sulfonamide therapy because of symptoms of the disease 
interpreted as evidence of toxic reactions. 

Individual case records are presented which illustrate the considerations set 
forth in this paper. 
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MARRIAGE AND CHILDREN FOR EPILEPTICS 

William G. Lennox 
Human Fertil., 10: 97-106, 1945 


The question of whether marriage and children are advisable for epileptics has 
been one of some dispute. The author states that “it is high time that available 
present-day information on this subject should be substituted for tradition and 
gossip.” 

Both in making a differential diagnosis and in helping to estimate the future 
when marriage is considered, a well made electroencephalogram is of great value 
to the physician. For the purposes of advice, the type and degree of abnor- 
mality are important. 

Seizures are not influenced in any uniform manner by marriage, pregnancy or 
child bearing. If the marriage is happy and the pregnancies uncomplicated, an 
epileptic wife may be better than formerly. Epilepsy is a potential economic 
burden and is also a social and psychological hazard. It is better to have genetic 
epilepsy than acquired epilepsy, for brain damage greatly complicates the 
prognosis. 

Based on family histories, the hereditary factor in epilepsy is about the same as 
in diabetes, one-half that in obesity and one-eighth that in migraine. The chance 
that any given child of an “average” epileptic will also be epileptic is about one 
in 40. Following are the various factors which, if present, make a child’s chance 
of not having seizimes greater than 39 out of 40, boosting it to 99 out of 10 or 


at)ove. ... 

(1) If acquired factors, such as a history or evidence of brain injury, c 

tributed to the patient’s epilepsy. _ . 

(2) Absence of epilepsy or migraine among blood relatives and, when o 

able, relative good brain w'ave records of parents. ^ . 

(3) Seizures which began later than infancy or childhood. The ear er 
the symptoms appear the greater is the hereditary factor unless there vas 
early acquired injury to the brain. 

(4) Normal mentality of the patient at birth. . 

(5) Probably the most important factor is the absence of a pre -pp 

seizure in the spouse, as evidenced by a family tree free of epilepsy 

and a brain wave record which is normal. The marriage of 2 norma p 
both carry a predisposition to seizures is w'orse than the union o 
with a person who has no predisposition. * • r^nWials of the 

Epilepsy is characterized by a dysrhythmia of rjnnl and 

brain. Electroencephalograms have been ^de of twins, ^ ^^^niber 
epileptic, and of parents and other near relatives of epilepti , 

SOB 
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of 675. Study of these tracings leads to the conclusion that the brain wwe 
pattern is an hereditary trait, and the electroencephalogram, when properly made 
and interpreted, may be used in studying the heredity of epilepsy and as an aid 
„ in advising about marriage and children. The evidence indicates that epilepsy, 
" per se, is not inherited but a predisposition may be . 

The degree of electroencephalographic abnormality is doubtlessly important. 
An acquired dysrhythmia must be distinguished from one which is transmitted. 
Conditions associated with developmental abnormalities of the brain (such as 
mongolism, microcephalus, amentia, or feeblemindedness) may be, but usually 
' are not, accompanied by slowing of the dominant rhythm. In trauma to the 
brain at or after birth, in infections or in tumor, slow'ing of the wave is usual. 
' In the presence of acquired pathology, certain types of seizure discharge 
predominate. 

If a person has d3CThythmia without history, symptoms or neurological signs of 
brain pathology, or at the time of examination does not have severe alkalosis, 
anoxemia or hypoglycemia, or other metabolic disorders associated with 
dysrhythmia, his disordered potentials are doubtless genetic in origin. 

- On the basis of present knowledge, the electroencephalogram does not give 
i precise information as to whether a person with only moderate increase or 

( decrease of the dominant frequency carries a predisposition to epilepsy, or to 

any nervous disorder associated with a high incidence of dysrhythmia. The 
eugenic significance of genetic dysrhythmia deserves thorough long term study. 

The undesirable trait of a tendency to seizmes may be outweighed by the 
presence in the epileptic and in the spouse of physical, mental or spiritual traits 
which are highly desirable. Answer to the question of marriage and children is 
individual and notgeneral. Some epileptics should and some should not marry. 
2 figures. 


PREMATURE DELH^RY, CAUSES AND RESULTS 
Ethel S. Dana 

Am. J. Obst. & Gynec., 61: 329-342, 1946 

The credit for the decrease in mortality' in premature infants in recent years 
belongs, in most part, to the pediatrician. However, the responsibility for the 
prevention of prematme delivery and for the delivery of premature infants in 
the best possible condition rests upon the obstetrician. It is therefore interesting 
to study' the causes and results of prematiue delivery. 

The author has studied a series of 941 cases of premature delivery. Regardless 
of the duration of pregnancy, the infant was considered premature if its birth 
Weight was between 1500 and 2499 grams, or if its length was between 35 and 
44.9 centimeters. The incidence of prematurity' in this clinic was found to be 
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2.05 per cent. In this series it was not indicated that sterility is related to 
premature labor. ", 

The causes for the onset of premature labor may be considered as material, 
fetal or placental. In 20.0 per cent of this series, premature delivery was the 
result of induced labor and these cases are not included in the statistics dealing 
with spontaneous premature labor. Table II shows the incidence of the various 
factors among the causes of premature delivery. 


TABLE II 


Causes of premature delivery 




INCIDENCE IN 

INCIDEKCE or COSOtVOS 



rREILATUSE csoif?; 

NO OTHER FACTOR 

Premature 
group total 

Total clinic 

Maternal 

Toxemia, all types 

8.5 

21.7 

7.3 

Syphilis 

0.5 

1.9 

1.7 

Pulmonary disease 

1.0 

1.4 

— 

Pyelitis 

0.6 

1.2 


Pelvic pathology 

Myoma uteri 

2.1 

3.4 

1.3 

Bioornuate uterus 

0.5 

0.7 


Ovarian cyst 

0.1 

0.3 

— 

Previous pelvic surgery 

2.0 

7.7 

4.8 

Other 

0.8 

2.4 

— 

Cardiac disease 

1.5 

3.4 

3.0 

Fetal 

Deadborn macerated infant 

3.9 

10.1 

0.5 


5.3 

7.7 

1.2 


0.3 

0.3 

0.009 


2.8 

4.2 

0.5 


0.2 

1.2 

0.3 

Placental 


0.6 

3.8 

0.5 


1.8 

4.3 

0.4 

Premature rupture of the membranes 

16.8 

33.7 

24.5 


It may be concluded that although toxemias are a major cause of prema un , 
they are so chiefly because of their associated high incidence of artificia 
Defore term, intrauterine fetal death, premature separation of the P 
hydramnios and tnins. Toxemias per se account for a definite but re a 
mall percentage (8.5 per cent) of premature labors. ‘Where sypln is was o j 
idequate therapy was promptly administered in most of these cases, 
die cases havdng pulmonary complications had acute febrile reac i 
night account for the premature labor. ' oh more 

Among the fetal causes it may be seen that all of the 
requent in premature infants than in the whole clinic. The ^„„,niication 
nacerated fetuses are interesting in that 37 cases had no ot ler P 
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present and the cause of death was unknown in all but 6. The toxemias of 
pregnancy were associated %vith 30.7 per cent of the deadborn macerated group. 
The cases of multiple pregnancy are also associated rath a large incidence of 
toxemia. 

In respect to placental causes of premature labor, it is noted that the chief 
role of placenta previa is that of forcing the hand of the obstetrician rather than 
actually precipitating labor. Also, it is of interest that one-quarter of the cases 
of premature separation of the placenta were associated with the toxemias of 
pregnancy. With the exception of these 2 important factors, it is difficult to 
evaluate the role of the placenta. The number of infarcts in the placentae'' of 

TABLE X 


ObBtetric factors in fetal mortality 



KUVSES or 


INaDEJfCE 



CASES 

Gross fetal 
mortality 

Corrected fetal 

1 mortality 

Survival rate 

Duration of labor (cesarean sections 
excluded) 





Precipitate 

101 

29.7 

14.9 

70.3 

Average 

813 

32.7 

17.7 

67.3 

Prolonged 

42 

33.3 

16.7 

66.7 

Type of delivery 





Spontaneous 

729 

29.1 

15.3 

70.7 

Low forceps 

54 

26.0 

16.7 

74.0 

Midforceps 

6 

20.0 

20.0 

80.0 

Breech extraction 

135 

46.3 

31.6 

53.7 

Version and extraction 

24 ; 

68.3 

20.8 

41.7 

Cesarean section j 

71 1 

47.0 

29.4 

53.0 

Perineiun (spontaneous deliveries 
only) 





Episiotomy 

189 

14.8 

12.2 

85.2 

Intact 

389 

33.4 

16.2 i 

66.6 

Laceration 

100 

29.0 

17.0 

71.0 

Analgesia 




Morphine 

200 

39.5 

23.0 

60.5 

Other 

143 

32.2 i 

18.2 

71,3 


patients with toxemias was increased. It is suggested that premature rupture 
of the membranes, in some cases at least, is a precipitating factor of premature 
labor rather than merely an incident in its course. 

■ In those patients in whom there was no apparent cause for premature labor, it 
was noted that the mfants were born closer to term and were somewhat heavier 
l^n the average premature in this series. It is suggested that a number of 
these infants, classified as premature, are actually full-term infants who have 
failed to attain the weight of 2500 grams. 

_ The obstetric management and complications at the time of delivery have an 
important bearing on the end results of premature delivery. It is not surprising 
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to find an increase in breech and other abnormal presentations in infants delivered 
before term since breech presentation is well known to be more frequent in the 
antenatal period. 

In this clinic, it is felt that a spontaneous delivery, with a deep episiotomy, 
is the procedure of choice for a premature infant. For this reason, and because 
of the relatively short 2nd stage in premature labors, there was a low incidence of 
forceps deliveries in this series. “ITie incidence of operative delivery was 27.9 
per cent. Cesarean section was performed more than twice as frequently as in 
the general clinic ; two-thirds of these sections were performed because of placenta 
previa, premature separation of the placenta or toxemia of pregnancy. It is 
generally believed that analgesic agents should be used sparingly in premature 
labors. Morphine is contraindicated. 

The gross infant mortality in this series was 33.3 per cent. This includes all 
deadborn and stillborn infants and those who died during the neonatal period. 
The corrected infant mortality, which was 18.8 per cent, excludes all deadborn 
macerated fetuses and those with congenital abnormalities incompatible with 
life. The most important factor in the mortality of premature infants is the 
birth weight. The value of various obstetric procedures may be judged from 
Table X. 

The maternal morbidity rate was 15.7 per cent and puerperal infection was 
present in 10.4 per cent. In the general clinic the corresponding rates were 9.4 
per cent and 7.2 per cent, respectively. This increase may be partly due to the 
large number of operative deliveries. 

It is concluded that the causes of premature delivery are, in many cases, beyond 
the control of the obstetrician. His role in the prevention of prematurity con- 
sists in the control of syphilis and febrile diseases, and in continued research on 
the toxemias of pregnancy. 

The availability of prompt oxygen therapy and expert pediatric care is of pn®® 
importance to the premature infant. 


ASPHYXIA OF THE NEWBORN INFANT 

J. D. Russ AND R. A. Stbong 
Am. J. Obst. & Gynec., 61: 643-651, 1946 

The acquisition of the knowledge necessary to safeguard all newborn babies 
Tom asphyxia and treat them if it occurs, is an obligation which must be 
3 y everyone W'ho accepts the responsibility for the care of the newborn. o 
jmia, from many causes, is responsible for 18.5 per cent of all deaths in new o 
aabies and is fourth in the causes of death in this age group. 

Most frequently the causes of asphyxia are found in the mother an ^ 
landling of the mother during labor. After the age of 35, mothers are 
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likely to deliver an asphyxiated baby than they are prior to this age. In general, 
primiparae produce more asphyxiated babies than do multiparae. Cyanosis is 
quite liable to occur when the mother is profoundly anemic. 

By far the most outstanding single cause of asphyxia of the newborn is prolon- 
gation of labor. The more traumatic the type of deUvery, the higher the death 
rate and asphyxia rate. It is the authors’ belief that, if a routine intratracheal 
catheterization of the newborn be done at every cesarean section immediately 
upon delivery, the death rate in this tj^pe of delivery could be reduced from an 
average of 8 to 10 per cent to as low as 2 per cent. 

Observations by the authors seem to justify the assertion that the use of 
pentobarbital sodium should be discontinued and that morphine should not be 
administered if delivery is possible within 4 hours. Greater reliance should be 
placed on the relatively harmless barbiturates. Among the anesthesias, ether 
has little or no effect on the baby that Cannot be overcome rather easily. Chloro- 
form and cyclopropane should be given only by experienced anesthetists. 

Other- less frequent causes of asphyxia are prematurity, premature separation 
of the placenta, bleeding placenta previa, short cord, and prolapse, torsion, knot, 
kink or compression of the cord. 

Anoxemia prolonged for more than 2 minutes after delivery will cause serious 
cerebral changes. However, the prompt initiation and maintenance of respira- 
tion within 30 seconds after cutting the cord wdll prevent these changes, and if it 
is established before 2 minutes it may oxygenate the blood sufficiently to arrest 
any changes which have begun. In order to achieve good resuscitation, the 
foUow’ing 4 principles must be followed: (1) a minimum of handling; (2) immedi- 
ate warmth; (3) a clear open airway; and (4) oxygenation of the blood stream 
within 30 seconds of severing the cord. The latter should not be severed until 
it has ceased to pulsate. Aftercare of the newborn resuscitated baby is of equal 
, importance. 

The results of the study of 1048 additional cases of asphyxia to 196 previously 
reported have been analyzed and tabulated. 


INTRAUTERINE FOETAi DEATH DUE TO RHESUS 
INCORIPATIBILITY 

Lours Resnice 

J. Obst. & Gynaec. Brit. Emp., 63: 62-67, 1946 

The object of this paper is to present data collected from the literature which 
^y simplify the diagnosis of intrauterine fetal death due to Rhesus incompati- 
bmty , and assist in the management of such cases during and after pregnancy, 
hereby lessening the hazards of incompatible blood transfusions and then- 

attendant dangers. 
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Diagnosis: A detailed history of previous pregnancies is important, especially 
in multiparae who have had one or more infants developing jaundice or paUor 
soon after birth, which children have died without or recovered with a trans- 
fusion. One or more unexplained stDlbirths, premature labors or neonatal deaths 
"should be suspected as being due to hemolytic disease until disproved. 

According to Henderson, in the variation of erythroblastosis fetalis which is 
characterized by fetal maceration, hydramnios is common. In the majorityoi 
cases with hydrops, uterine enlargement is out of all proportion to the duration of 
the amenorrhea. 

The finding in the mother’s blood of typical agglutinins (usually anti-Rh) can 
be accepted as almost conclusive evidence of affection. However, failure to 
fin d the agglutinins, say 20 day^ after delivery, does not exclude the diagnosis. 
The finding of antibody during pregnancy does not prove that the fetus 
necessarily suffer from erythroblastosis, firstly because the fetus may be 
negative (if the father is heterozygous) and therefore not affected, and secon j 
because on rare occasions it has been shown that an Rh negative mother wit 
Rh antibody during the puerperium may have an Rh positive baby whic oes 


not show signs of the disease. . , 

The possibility of excessive infarction of the placenta due to syphi is wi 
intrauterine fetal death and the birth of a macerated infant is generally accep e^ 
as one of the commonest causes of late abortion. A routine prenatal 
-reaction mil usually establish the diagnosis, although concomitant Rn mco 

patibility cannot be excluded. , . . , 

On x-ray examination, the frog-like attitude of the fetus in niero is ^ imp 
diagnostic feature of fetal hydrops, w'hich is further characterized ^ ^ jj 
around the fetal head due to edema of the scalp. Overlapping o e e 

iaa well known sign of maceration and fetal death. fetus. 

In cases of hydrops, autopsy findings usuaUy reveal a ^ and 

The liver and spleen show" some degree of degeneration, pigmen ep 
hemopoiesis. In cases of maceration the fetus shows little or ® ta is 

maceration and diffuse hepatic cirrhosis and splenomegaly. „i,„n 2 es of 

almost always edematous and pale pink in color with microscopi 

fibrosis, edema and hemopoiesis. svphilb, 

Other conditions causing intrauterine fetal death before 
chronic nephritis,- essential hypertension, unknown 

cation of the placenta, abnormal carbohydrate metabolism and 


"TiSapoTnenf: The chief aim would be to obtain a 

complications in the 3rd stage of labor and prepare for the blood is 

o? excessive bleeding, should it occur. The 

stressed; a suitable donor, should be 'lasma be administered until 

blood, in cases of emergency, it is suggested that plasma 

Rh negative blood is available. _ n«. 2 nant women b 

The suggestion of routine The avoiLnce of further 

supported, in order to avoid transfusion reactions. 
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pregnancies, following several unsuccessful pregancies due to Rhesus incompati- ‘ 
bility, is advisable. 


THROMBOCYTOPENIC PURPURA IN PREGNANCY AND IN THE 

NEWBORN 

WinuAM B. Patterson 
J. A. M. A., 130: 700-702, 1946 

According toPolowe, 62 cases of pregnancy complicated by thrombocytopenic 
purpura have been recorded in the literature. The mortahty was about 55 per 
cent for the mothers and was slightly higher for the infants. The maternal 
mortality was usually due to uterine bleeding after delivery and some of the 
infants are reported to have died of hemorrhage; part of these were knowm to 
have thrombocjrtopenia. It is suggested that congenital thrombocytopenic 
purpura may occur. 

The patient who is the subject of the case report presented in this paper was 
known to have bad chronic purpura and thrombocytopenia since the age of 4. 
She became pregnant against medical advice but pregnancy and labor were 
normal. A smooth blade obstetric forceps was used to complete delivery. After 
spontantous delivery of an intact placenta no tears of the cervix, vaginal walls, 
labia or perineum w'ere noted. Fifteen minutes after delivery of the placenta a 
very slight amount of vaginal bleeding was noted, although the uterine fundus 
was very firm. About an hour later the vagina was found to be filled with a large 
clot which, w'hen removed, w'as seen to have been attached to a rend in the 
vaginal wall at the exact location at w'hich the obstetric forceps blade had con- 
tacted the tissue. The bleeding w'as controlled by uterine and vaginal packing 
and glucose infusion and blood transfusions were given. The patient was 
discharged on the 11th postpartum day. At that time the involution of the 
pelvic organs was progressing normally and the tear in the vaginal wall had 
healed. 

The infant was a normal boy. Sixty hours after birth it was noted that a faint 
forceps mark on the right cheek which had almost disappeared had suddenly 
become dark blue, A purpuric spot was also noted on the right forearm. 
Sev'enty-two hours after birth there was blood with the normal stool. The 
bleeding time was 4 minutes and the platelet count was 18,570. Transfusions 
TCre given, after which each succeeding stool contained less blood and the 
purpuric lesions gradually disappeared. On the 75th day of life the child had 
Jrud no purpuric spots since leaving the hospital. The bleeding time had 
decreased to J minute and the platelet count bad risen to 175,000. 

To recognize thrombocytopenic purpura in pregnancy before an acute attack 
and before delivery, one must suspect it in all patients ■\vho have shown any 
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abnormal bleeding, who have close relatives who are “bleeders”, or who have had 
postpartum hemorrhage at previous deliveries. Tlie treatment in acute hemor- 
rhagic purpura is multiple small transfusions. Splenectomy may be necessaiy, 
but only as a life-saving measure when conservative measures have failed. 

Every pregnant purpuric patient should be hospitalized at the onset oflabor. 
Immediately after delivery of the placenta the uterus and vagina should be 
packed firmly. Almost all the deaths have occurred from slow continuous 
bleeding in the days following delivery. All infants of mothers with thrombo- 
cytopenia should be blood typed and a bleeding time and platelet count should 
be made. The treatment for the infant with hemorrhagic purpura is also re- 
peated small transfusions. 

It is concluded that pregnancy is far too dangerous an undertaking for a woman 
who has chronic thrombocytopenic purpura. The danger can be enhanced by the 
development of late toxemia, since placentas of patients with late toxemia usually 
contain many infarcts. 


THE FETAL MORTALITY IN WOMEN DURING THE PREDIABETIC 

PERIOD 

Joseph Herzstbin and Henry Dolger 
Am. J. Obst. & Gynec., 61: 420-422, 1946 

TJie fact that Miller, Hurwitz and Ivuder reported an unusually high fetal and 
neonatal mortality rate even 20 years before tlie onset of maternal diabetes 
prompted the authors to analyze the prediabetic fetal and neonatal mortality 
among a group of diabetic mothers. 

The data presented in tliis study were obtained from 200 married diabetic 
mothers. Eighty-three per cent of these women had children before the age o 
31. Although the onset of diabetes developed at a mean age of 45.7 years, 
almost half of the patients first noted diabetes before the 45th year. 

The total infant fatality rate (stillbirths and deaths mthin 10 days after birt ) 
was 6.1 per cent. The corresponding rate for nondiabetic women as given y 
othem ranged from 2 to 6 per cent. . , 

The fetal fatality rate for the first 5 years preceding the onset of recogwze 
diabetes was 15.4 per cent. The first 5-year prediabetic period reveale 
increased fetal and neonatal mortality but the preceding 15 j^ears were no 
characterized by such a tendency. The total rate for the entire 20 -year pro 
diabetic period did not differ significantly from normal. The rate for the o 
20-year prediabetic period vvas about the same as that for the period of over 
years, namely, 6 per cent. , 

The stillbirth and neonatal fatality rate among women who were aes 
have diabetes severe enough to require insulin was not higher than among 
who developed mild diabetes. 
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Oa the basis of 714 pregnancies among the 200 women, the spontaneous 
abortion rate was 12.3 per cent. The corresponding figure for the general 
population reported by White was 11 per cent for “miscarriages or abortions,” 


CONGENITAL SYPHILIS; REPORT OF POSSIBLE THIRD GENERA- 
TION SYPHILIS WITH FATAL SPONTANEOUS 
CEREBRAL HEMORRHAGE 

Laubence J. Unberwood 

Am. J. Syph., Conor. & Yen. Dis., 30: 54-57, 1946 

The author presents the case of a 5 year old boy who was referred by an oculist 
wth typical, manifestations of acute interstitial keratitis. The remainder of 
the physical examination revealed questionably confirmatory evidence of late 
congenital syphilis. Neurologic findings were entirely normal. Repeated blood 
Kahn and Kolmer serologic tests were strongly positive before and after institu- 
tion of treatment. Past history revealed no other manifestations of early 
congenital or acquired syphilis. 

The eye signs and symptoms responded well to treatment which consisted of a 
preliminary course of mapharsen and thiobismol and 7 malarial paroxysms, 
totaling 68 hours of fever over 103° F. Following malaria, alternating courses of 
U'eekly mapharsen and bismuth subsalicylate were given. About 7 months 
after the beginning of treatment, the patient unexpectedly died from massive 
cerebral hemorrhage from the rupture of a cerebral vascular anomaly. 

Investigation of the mother has revealed no history of early or late syphilitic 
manifestations. No known syphilis existed in her first husband and her present 
husband has had repeated negative clinical and blood serologic tests. The 
mother had a prenatal negative Kline diagnostic serologic test and denies extra- 
marital sexual contact. Physical examination of the child’s mother revealed no 
evidence of acquired or congenital syphilis and serologic tests with standard and 
quantitative Kahn, Kolmer and Kline methods have been reported entirely 
negative from 4 different laboratories over a 12 month period. 

^ Examination of the maternal grandmother, aged 69, disclosed no confirmatory 
signs of visceral, neurologic, cardiovascular or other late manifestations of 
syphilis. Standard Kahn and Kolmer and quantitative Kolmer blood serologic 
tests have been strongly positive in 3 laboratories There is no history of early 
syphihs, treatment or previous knowledge of infection. 

It is beh'eved that this child had active syphilitic interstitial keratitis which 
IS almost always a manifestation of congenital syphilis. Third generation 
syphilis with serologic and clinical latency in the second generation should be 
considered a possibility. The criteria of Fournier and Finger in suspected cases 
are: (1) acquired syphilis must be demonstrated in the grandmother and prefer- 
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ably also in the grandfather; (2) parental as distinguished from acquired syphilis 
must be demonstrated in the mother of the third generation case, and the father 
must be proved healthy; (3) there must be incontestable evidence of third genera- 
tion syphilis ; (4) manifestations must appear soon after birth in both the second 
and third generation. 

It is suggested that a possibility of second and third generation syphilis easted 
in this case, although the criteria of Fournier and Finger cannot be completely 
fulfilled. 


THE EFFECTS OF OXYGEN ON THE CIRCULATORY SYSTEM IN 
CONDITIONS OF ANOXIA AND ASPHYXIA 


George W. Stavraky 
Canad. J. Research, 23: 175-194, 1945 

The author presents an analysis of the blood pressure changes during 
asphyxia and oxygen administration in 34 animal experiments. Similar 
30 human subjects during decompression equivalent to altitudes 
16,500 feet to 29,000 feet, the blood pressure findings are ^ , 

action of the heart and the state of the peripheral blood vessels, and e 
of the subsequent administration of oxygen upon them is investigate ' . , 
Sudden deprivation of oxygen leads to a vasoconstrictor response w c^^ 
humans, manifests itself in facial pallor and elevation of blood ^ 

administration of oxygen in the later stages of this response P , „ 
further transient elevation of the blood pressure, which is followed y _ 
blood pressure and decrease in pulse rate. The rise of blood of 

oxygen after a period of acute anoxia or asphyxia is due to an “ ^na 
the action of the heart and to an intensification of vascular tone, P 
contributing to the rise of blood pressure in varying degree ^fter 

mental eooditiona. In intact, nnestteticed cnts the 
adrenalectomy. In spinal preparatioas, previously kept on 
tion, the effect is greatly reduced by the removal is^abolished by 

rise in blood pressure resulting from the administration o yg to an 

the destruction of the spinal cord by pithing, and is there that suggest 

excitation of the sympathetic centers. Evidence also is anesthetized 

that the chemoreceptors participate in this respons 

^Tprotracted oxygen deficiency ® 

reaction. In human subjects it m^ests ^ e and an increase 

cutaneous blood vessels often m a lowermg^^^^^^ „^gen 

in the pulse rate. Sudden administration of eM -.-essure and a slowing 
under these conditions causes a further dechne of blood pressure 
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of the pulse. An analysis of the fall of blood pressure caused by the administra- 
tion of oxygen in conditions of prolonged hypo-oxygenation shows that it is not 
strictly related to changes in respiration or to acapnia, which occurs during 
breathing of air deficient in oxygen. Neither is it prevented by addition of 
carbon diojdde to the oxygen. However, under prevailing experimental condi- 
tions this fall of blood pressure is almost invariably abolished by a bilateral 
vagotomy, is occasionally reduced by atropine, and is absent in spinal prepara- 
tions, these observations indicating that it is dependent on the functioning of the 
medullary reflex mechanisms. 



OPERATIVE OBSTETRICS 


A PARAVESICAL EXTRAPERITONEAL CESAREAN SECTION TECH- 
NIQUE; WITH AN ANALYSIS OF 160 PARAVESICAL EXTRA- 
PERITONEAL CESAREAN SECTIONS 

James Francis Norton 
Am. J. Obst. & Cynec., 51: 519-526, 1946 

There still occur obstetric problems which can best be handled by recourse to 
an extraperitoneal ceasarean section. The author presents, in this paper, a 
paravesical extraperitoneal cesarean section technique which has served very 
well at the Margaret Hague Maternity Hospital, with an analysis of ICO paravesi- 
cal extraperitoneal cesarean sections performed with various techniques. 

The average duration of labor for the entire group was 42.6 hours, and the 
average duration of labor with membranes ruptured was 29.8 hours. Th® 
intrapartum morbidity rate was 6.7 per cent. The peritoneal cavity was opened 
4*1 times, or in 27.5 per cent of the total. Nine, or 5 per cent of the total, had 
the bladder injured ; 8 of these occurred in the first 63 cases. The postoperative 
morbidity in the entire group was 98, or 61.2 per cent. There were 3 maternsl 
deaths; one in 1935 from infection, another in 1936 from infection and one in 
1938 from hemorrhage. 

There were 9, or 5.6 per cent, stillbirths or neonatal deaths. Thirty-nine, or 
24.4 per cent, of the infants born weighed 38C0 grams or more. 

There were 116 cases w'ith an intact peritoneal cavity and of these 59 per cent 
had a morbid postoperative course. This is compared with 66 per cent of those 
morbid with the peritoneal cavity opened. . . 

The author presents a step-by-step description of a particular paravesica 
extraperitoneal cesarean section technique, with illustrative line drawings. 
Speahing specifically and directly of this technique, it is claimed; 

1. Relatively easy access is gained to the retrovesical area of the low'er uterine 
segment. 

2. Identity of the posterior peritoneal fold is thus possible. 

3. This retrovesical area can be enlarged under direct vision infraperitonea 

4. Sufficient room is obtained to deliver baby of more than average size. 

5. In the use of this technique there vvas no injury to any ureter or to any 
vessel at the site of the uterus ; the ureter was never within the field of opera i 
There was no extension of the incision into the broad ligament on either si e, 
massive infection of pelvic cellular tissue occurred. There were no 

the bladder in the vesicovaginal area; there were no permanent vesicovag 
fistulas; there were no maternal deaths. . . . . „terus 

6. Adequate exposure for either a vertical or transverse incision m e 

is obtained. 

618 
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7. The operation is well within the capacity of any competent obstetric 
surgeon. 3 figures. 


THE OBSTETRICAL FORCEPS: CONTROLLED AXIS TRACTION 

James Baxter 

.1. Obst. & G3Tiaec. Brit. Emp., 63: 42-54, 1946 

With experience of controlled traction it seems possible to acquire a knowledge 
of the limits to which the traction force can .safel3' be raised in the forceps opera- 
tion. 

The author presents with illustrations a method of controlling axis-traction. 
The traction force is determined wholly by the resistance of descent of the head; 
the greater the resistance the greater the pull, and with the forceps applied to the 
sides of the fully flexed head, the force compressing the fetal skull will bear a more 
or less constant relation to the traction force. Thus it is possible to demonstrate 
a definite relation betv.'een the traction force and the force compressing the fetal 
head and to arrive at an approximation of the maximal force which can be exerted 
on the forceps with safety to mother and infant and beyond which stillbirth and 
severe maternal laccratioas would seem inevitable. This statement is qualified 
by the following lequirements. 

(1) Tliat the fetus be an average full-time one weighing between 7 and 8 
pounds. 

(2) That the head be fullj'^ flexed and the long diameter brought antero- 
posteriorly. 

(3) That the forceps be applied to the sides of the head. 

Erndence is presented to suggest that the fetal brain can withstand only a small 
amount of compression force. The fetal skull responds to the compression force 
bj" altering its shape but, when the limits of this alteration are reached, the force 
is communicated to the brain itself and here the impact of a force equivalent to 
something less than the tensile strength of the falx is apparently sufficient to 
cause fetal death. The evidence suggests that death is produced by com- 
paratively small compression forces reaching the brain and that gross lesions are 
the rcsulus of these forces continuing to lisc after death. 

Experimental I3' it was found that when traction is made on the forceps intra- 
cranial pressure begins to rise veiy Garl3' and fairl3' rcgularl3’- up to a traction force 
of 50 pounds. From 50 pounds up to 70 pound.-' the rise of this pressure is more 
rapid. A force of 70 pounds appeals to be, in the fetus weighing from 7 to 8 
pounds, a ciitical level of traction since in most ca,scs it has been impossible to 
oofam an3' rise in intracranial pressure when the force is raised be3’ond this. 
The water Ic^-el remaius stationary" even when the force has been raised to 100 
pounds and the inference is drawn that traction at about 70 pounds compresses 
the cranial contents to the extent of interfering with the movement of cerebro- 
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James Francis Norton 
Am. J. Obst. & Cynec., 61: 519-526, 1946 


There still occur obstetric problems which can best be handled by recourse to 
an extraperitoneal ceasarean section. Tlie author presents, in this paper, a 
paravesical extraperitoneal cesarean section technique which has served very 
well at the Margaret Hague Maternity Hospital, with an analysis of 160 paravesi- 
cal extraperitoneal cesarean sections performed with various techniques. 

The average duration of labor for the entire group was 42,6 hours, and the 
average duration of labor with membranes ruptured was 29.8 hours. Ths 
intrapartum morbidity rate was 6.7 per cent. The peritoneal cavity was opened 
4-1 times, or in 27.5 per cent of the total. Nine, or 5 per cent of the total, had 
the bladder injured; 8 of these occurred in the first 63 cases. The postoperative 
morbidity in the entire group was 98, or 61.2 per cent. There were 3 maternal 
deaths; one in 1935 from infection, another in 1936 from infection and onem 
1938 from hemorrhage. 

There were 9, or 5.6 per cent, stillbirths or neonatal deaths. Thirty-nine, or 
24.4 per cent, of the infants born weighed 38C0 grams or more. 

There were 116 cases with an intact peritoneal cavity and of these 59 per cent 
had a morbid postoperative course. This is compared with 66 per cent of those 
morbid with the peritoneal cavity opened. 

The author presents a step-by-step description of a particular paravesic 
extraperitoneal cesarean section technique, with illustrative line drawings. 
Speahing specifically and directly of this technique, it is claimed: 

1. Relatively easy access is gained to the retrovesical area of the low'er uterine 


segment. 

2. Identity of the posterior peritoneal fold is thus possible. 

3. This retrovesical area can be enlarged under direct vision infraperitonea y 

4. Sufficient room is obtained to deliver baby of more than average size. 

5. In the use of this technique there was no injury to any ureter or to any avS 
vessel at the site of the uterus; the ureter was never within the field of opera lo ^ 
There was no extension of the incision into the broad ligament on either si e, 
massive infection of pelvic cellular tissue occurred. There were no 

the bladder in the vesicovaginal area; there were no permanent vesicovagi 
fistulas; there were no maternal deaths. .. . r (.prus 

6. Adequate exposure for either a vertical or transverse incision in t e u 

is obtained. 
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7. The operation is well wthin the capacity of any competent obstetric 
surgeon. 3 figures. 


THE OBSTETRICAL FORCEPS: CONTROLLED AXIS TRACTION 

JA.MES Baxter 

J. Obst. & Gynaec. Brit. Emp., 63: 42-54, 1946 

With e-A-perience of controlled traction it seems possible to acquire a knowledge 
of the limits to which the traction force can safely be raised in the forceps opera- 
tion. 

The author presents with illustrations a method of controlling axis-traction. 
The traction force is deteimincd u holly by the resistance of descent of the head; 
the greater the resistance the greater the pull, and with the forceps applied to the 
sides of the fully flexed head, the force compressing the fetal skull will bear a more 
or less constant relation to the traction force. Thus it is possible to demonstrate 
a definite relation between the traction force and the force compressing the fetal 
head and to arrive at an approxamation of the maximal force which can be e.xerted 
on the forceps with safety" to mother and infant and beyond which stillbirth and 
severe maternal lacerations would seem inevitable. This statement is qualified 
by the following requirements. 

(1) That the fetus be an average full-time one weighing between 7 and 8 
pounds. 

(2) That the head be fully flexed and the long diameter brought antero- 
posteriorly. 

(3) That the forceps be applied to the sides of the head. 

Erddence is presented to suggest that the fetal brain can withstand only a small 
amount of compression force. The fetal skull responds to the compression force 
by altering its shape but, when the limits of this alteration are reached, the force 
is communicated to the brain itself and here the impact of a force equivalent to 
something less than the tensile strength of the falx is apparently" sufficient to 
cause fetal death. The evidence suggests that death is produced by" com- 
paratively" small compression forces reaching the brain and that gross lesions are 
the results of these forces continuing to rise after death. 

Experimentally" it was found that when tiaction is made on the forceps intra- 
cranial pressure begins to rise very early" and fairly regularly" up to a traction force 
of 50 pounds. From 50 pounds up to 70 pounds the rise of this pressure is more 
rapid. A force of 70 pounds appeals to be, in the fetus weighing from 7 to 8 
pounds, a critical level of traction since in most cases it has been impossible to 
obtain any" rise in intracranial pressure when the force is raised bey"ond this. 
The water level remains stationary even when the force has been raised to 100 
pounds and the inference is drawn that traction at about 70 pounds compresses 
the cranial contents to the extent of interfering with the movement of cerebro- 
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spinal fluid' from the cerebral system to the spinal canal. The earlier signs of 
severe compression in the extremely moulded head and their delayed appearance 
in the unmoulded head are exactly what would be expected. 

In practice most operations are completed with a force no greater than 50 
pounds. The need for greater force suggests the presence of some abnormality 
such as the following: 

(1) Malposition of the head. 

(2) Extension of the head. 

(3) Disproportion between head and pelvis. 

(4) Other obstruction. 

(5) Malposition of the forceps. 

(6) Large fetus. 

(7) Too eaily application of forceps. 

The author suggests a method of forceps extraction. 8 figures. 



MISCELLANEOUS 


A REVIEW OF THE MATERNAL MORTALITY AT THE CHICAGO 
LYING-IN HOSPITAL, 1931-1945 

M. E. Davis and T. G. Geeadt, Jh. 

Am. J. Obst. & Gynec., 61: 492-513, 1946 

The maternal mortality at the Chicago Lying-In-Hospital has decreased 
steadily during the last 13 and one-half years and the curve parallels the national 
curve. The most rapid decline has occurred in the last 4 years. There were 
81 deaths in 47,945 obstetric patients, an over-all mortality of 0.17 per cent of 
all pregnant patients. 

Sbcty-four of these patients were delivered and died in the hospital; 11 were 
delivered in their homes and were sent to the hospital in the postpartum period; 
3 were delivered and died in their homes; 2 were delivered in the hospital but 
died at home within the first 8 weeks after delivery; one patient was sent to 
another hospital by the Home Ser\dce and died there. 

The youngest patient was 19 and the oldest 43 years of age. The average age 
of the group was 29.4 years. A recent report by Eastman once more emphasizes 
the increased hazards of childbirth late in the reproductive career. 

In 53 patients the duration of pregnancy was longer than 36 weeks; in 11 from 
30 to 36 weeks; in 9 from 20 to 29 weeks; and S women were less than 20 weeks 
pregnant. 

In general, the authors’ mortality figures, in respect to the causes of death,' 
follow the general pattern. Infection was the principal cause of death, account- 
ing for 39.5 per cent of the total, while the corresponding national figure was 38 
per cent for the year 1941. Hemorrhage and shock contributed 16 per cent, 
whereas the toxemias of pregnancy contributed 7.4 per cent. These compare 
with 26 and 25 per cent for the country at large. Heart disease accounted for 
18 per cent of the deatfe. Autopsies were performed in 77 per cent of the 81 
patients who died. Preventable factors were present in 2 out of every 3 deaths. 

The authors summarize the management of the complications responsible for 
mortality at their institution: 

Infection . — ^If the statistics of this hospital are an example of the trend in 
large institutions, infection is rapidly disappearing as a major cause of death in 
obstetrics. This can be ascribed first to the introduction of the sulfonamides 
End penicillin. The institution of duodenal drainage and decompression of the 
distended abdomen have decreased the hazard of peritonitis. The liberal use of 
blood, plasma and parenteral fluids has provided efficient tools for the treatment 
of infection. Lastly, better obstetrics has decreased the hazards of infection. 
Of the 32 deaths (39.5 per cent) due to infection in this series, the infection w'as 
genital in origin in 19 instances and extragenital in 13. All the deaths from 
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puerperal infection occurred prior to July 1, 1939, and since that time almost 
20,000 ivomen have been delivered without a sincle death due to this cause. 

Hemorrhage. In 13 cases in this clinic hemorrhage was the primary cause of 
death, and it was a contributory factor in many other fatalities. Three women 
died as a result of incompatible blood transfusion and would otherwise be alive. 
It is noted that an excessive loss of blood influenced directly or indirectly the 
clinical cour.se of almost one-half of these women who lost their lives in childbirth. 

Hemorrhage and its resultant shock is a preventable complication in many 
cases, and is amenable to adequate therapy in most cases. Management includes 
the proper treatment of the etiologic causes. Two deaths in this series were 
charged to jilacenta previa and both deaths were considered preventable by 
present standards. Early recognition of the presence of abnormal placental im- 
plantation is essential. In incomplete placenta previa delivery'’ from below is 
favored, with rupture of the membranes or, if this fails to control bleeding, 
Willet’s method of scalp traction adds no great hazard. The use of Braxton- 
Hicks’ version and insertion of a bag have no real place in the management of this 
complication. Patients with complete placenta previa are best treated by cesa- 
rean section and delay in operation may increase the likelihood of infection. 

Abruptio placentae was the cause of 2 deaths ; in both instances delivery was 
accomplished vaginally and one of the deaths was considered preventable. The 
mild cases of abruptio placentae can be treated conservatively. The patient who 
presents a picture of massi\'c hemorrhage is better treated by cesarean section. 
If, after emptying its cavity, the uterus fails to contract, hy'sterectomy should 
follow. 

Postpartum hemorrhage accounted for at least 4 of the 13 deaths and all 4 were 
considered preventable in the light of present knowledge. The most common 
cause of excessive blood loss in the third stage is the mismanagement of this 
important period. Trauma is also a major cause ol postpartum bleeding. 

The liberal use of blood, plasma and parenteral fluids is important in all o 
these hemorrhagic conditions. 

Uterine rupture . — Seven women with rupture of the uterus died. In 4 of these 
patients the rupture occurred following version and extraction and the authors 
present several well known suggestions to increase the 'safety of this procedure 
when it is indicated. 

Heart disease . — Unlike the national maternal mortality statistics, heart disease 
shares second place with hemorrhage as one of the 3 most important causes o 
maternal death, being the primary factor in 13 cases. In about 95 per cent o 
these cases in the obstetric services, the heart disease is rheumatic in ongm. 
The authors describe the treatment of obstetric patients with heart disease. 
The important aspect of this problem is that the medical management o 
cardiac patient is the most important phase of her obstetric care. 

Toxemia . — ^The toxemias of pregnancy were directly responsible for 6 ea i 
although 23 of the 81 patients who died had symptoms and findings of toxemia. 
Fatalities are largely' preventable in the management of the toxemias o pre 
nancy and this management is outlined. 
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Cesarean section . — ^Eleven of the 81 women who died were delivered by the 
abdominal route. In at least 3 cases the operation was performed entirely in the 
interest of the baby and in 3 other patients inexperience of the surgeon was a 
major factor in the fatality. Cesarean section in the hands of the specialist need 
carry no great risk. The explanation for the existing mortality rates in cesarean 
section lies in the selection of patients for this procedure. The safest time to 
perform a cesarean section is before the patient goes into labor or after a carefully 
conducted test labor of less than 24 hours. 

Anesthesia, embolism and transfusion reactions as causes of death are dis- 
cussed. These 3 factors were responsible in this series for 2, 6 and 3 deaths, re- 
spectively. 3 figures. 

(An excellent report of an excellent record. — ^Ed.) 


AN ANALYSIS OF THE OBSTETRIC ACTIVITIES IN 
HOSPITALS OF COOK COUNTY DURING 1944 

Chahles Newberger 
Am. J. Obst. & Gjmec., 61; 372-386, 1946 

By means of tables, graphs and maps, the author presents a statistical analysis 
of the obstetric activities in hospitals of Cook County during 1944. The 3 main 
aspects of the study are mothers, infants and mortality. 

It is shown that of the 69,079 mothers cared for, 70.2 per cent had spontaneous 
deliveries; among the 29.8 per cent of those W'ho bad operative intervention for 
the birth of the infant, there were 24.3 per cent forceps cases, 3.6 per cent cesarean 
sections, 1.5 per cent breech extractions, 0.3 per cent version and extractions, and 
0.1 per cent craniotonues. 

In addition to these 29.8 per cent recemng aid in delivery, another 3.7 per cent 
of the mothers required operative procedures for other purposes, such as mechani- 
cal induction of labor in 0.3 per cent, manual removal of the placenta in 0.5 per 
^nt, uterine packing in 0.4 per cent, and transfusion in 2.5 per cent. Disregard- 
mg the very small number of women who may have had more than one operative 
procedure, it is noted that one-third of all mothers had some type of intervention 
during the birth process. 

Of all mothers whose pregnancies ended at term or prematurely, 9.5 per cent 
had some form of obstetric complication: 4.4 per cent had infection, 2.9 per cent 
had toxemia, and 2.2 per cent had hemorrhage. Another 0.1 per cent had non- 
obstetric complications iavohdng the various organs of the body. In addition 
to these mothers, 9.6 per cent of all who were delivered, there were recorded 2,298 
other women as obstetric casualties ; 2103 who aborted and 195 who required sur- 
gical treatment for ectopic gestation. 
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pueiperal infection occurred prior to July 1, 1939, and since that time almost 
20,000 Women have been delivered rvithout a sinele death due to this cause. 

Hemorrhage. In 13 cases in this clinic hemonbage was the primary cause of 
death, and it was a contributory factor in many other fatalities. Three women 
died as a result of incompatible blood transfusion and would otherwise be alive. 
It is noted that an excessive loss of blood influenced directly or indirectly the 
clinical course of almost one-half of these women who lost their lives in childbirth. 

Hemorrhage and its resultant shock is a preventable complication in many 
cases, and is amenable to adequate therapy in most cases. Management includes 
the proper treatment of the etiologic causes. Two deaths in this series were 
charged to placenta previa and both deaths were considered preventable by 
present standards. Early recognition of the presence of abnormal placental im- 
plantation is essential. In incomplete placenta previa delivery from below is 
favored, with rupture of the membranes or, if this fails to control bleeding, 
Willet’s method of scalp traction adds no great hazard. The use of Braxton- 
Hicks’ version and insertion of a bag have no J'eal place in the management of this 
complication. Patients with complete placenta previa are best treated b}' cesa- 
rean section and delay in operation may increase the likelihood of infection. 

Abruptio placentae 'vas the cause of 2 deaths; in both instances delivery was 
accomplished vaginally and one of the deaths was considered preventable. The 
mild cases of abruptio placentae can be treated conservatively. The patient who 
presents a picture of massi\’c hemoirhage is better treated by cesarean section. 
If, after emptying its cavity, the uterus fails to contract, hysterectomy should 
follow. 

Postpartum hemorrhage accounted for at least 4 of the 13 deaths and all 4 were 
considered preventable in the light of present knowledge. The most common 
cause of excessive blood loss in the third stage is the mismanagement of this 
important period. Ti-auma is also a major cause ol postpartum bleeding. 

The liberal use of blood, plasma and parenteral fluids is important in all of 
these hemorrhagic conditions. 

Uterine nipture . — Seven women with rupture of the uterus died. In 4 of these 
patients the rupture occurred following version and extraction and the authors 
present several well known suggestions to increase the 'safety of this procedure 


when it is indicated. 

Heart disease . — Unlike the national maternal mortality statistics, heart disease 
shares second place wdth hemorrhage as one of the 3 most important causes o 
maternal death, being the primary factor in 13 cases. In about 95 per cent o 
these cases in the obstetric services, the heart disease is rheumatic in origin. 
The authors describe the treatment of obstetric patients with heart disease. 
The important aspect of this problem is that the medical management o t e 
cardiac patient is the most important phase of her obstetric care. 

Toxemia . — ^The toxemias of pregnancy were directly responsible for 6 dea s, 
flithoueh 23 of the 81 patients who died had symptoms and findings o toxemia, 
pltalitles are largely preventable in the management of the toxemias of preg- 
nancy and this management is outlined. 



Maternal Mortality Reports 


(Secretaries of Maternal Mortality Committees are invited to submit selected 
eases of maternal deaths, with analyses appended, for publication in this section of 
the Survey. Cas(s should be chosen on the basis of educational value, not because 
of rarity. For obvious reasons complete anonymity will be maintained. 

Readers should note that the comment which follows each ease history represents 
the opinion of the Committee concerned and does not necessarily jreflecl the attitude 
of the Editors.) 

CASE KO. 16 

The patient was a colored, 39 year old para 9 with a negative Wassermann and a normal 
pelvis. The expected date of confinement was the third week in May. She was admitted 
to the hospital on March 15th because of painless vaginal bleeding. Sterile vaginal e-vami- 
nation did not reveal placenta previa and the bleeding was attributed to a friable eroded 
cervix. The patient was discharged a day later. 

Intermittent bleeding continued and she was readmitted because of this on April 8th. 
P.E.; Small fetus in R.O.T., with floating head. F.H. in R.L.Q. Vaginal examination, 
done under anesthesia, 9:15 P.M., April 8th. Cervix was dilated sufficiently to admit two 
fingers, with the canal partl.v obliterated. Membranes intact. Internal os completely 
covered by placenta, which extended two inches to right of internal os. The membranes 
were ruptured and Braxton-Hicks version performed. During this procedure the cervix 
was torn so that the os approached full dilatation, and therefore the breech descended 
through the cervix. With very slight traction the infant was delivered. The child weighed 
1950 grams and showed clinical evidence of intracranial damage. It died 24 hours later. 
Autopsy showed prematurity but no lesions. 

Following deliverj' there was severe hemorrhage which lessened somew'hat after manual 
removal of the placenta. The bleeding, however, was sufficiently severe to warrant im- 
mediate examination of the cervix and uterus. A cervical tear, thought to extend nearly to 
the lower uterine segment, was palpable on the left. No rupture of the fundus was felt. 
Since the tear was so high and the vagina so deep, it W'as impossible to visualize the point of 
bleeding. Therefore, tamponade of the uterus and vagina was carried out with Holmes’ 
packer. Blood loss was estimated to be 800 cc. The patient remained in reasonably good 
condition, with a blood pressure of 110/60; pulse 150. She was given 500 cc. of 5 per cent 
glucose and 16 mg. of morphine and sent to her bed. 

Thirteen hours later the patient was returned to the operating room to remove the pack. 
Her temperature was now 99.4 degrees; pulse 120; blood pressure 110/70. The pack was 
removed and 5 minutes later bleeding recommenced. As the uterus was tightly contracted 
and the top of the cervical tear could not be e.xposed, it was decided to repack the vagina 
with gauze. This controlled the bleeding after an estimated loss of 300 cc. Following this 
the patient went into profound shock. Intravenous glucose and transfusion were given. 
A second transfusion was given the same afternoon and the patient seemed temporarily 
improved. The following morning, however, the pulse had become very rapid (160) and 
the blood pressure was 102/62. Serosanguineous ooze from the pack. Twenty-four hours 
after the second pack had been inserted the temperature rose to 103.2 degrees; hemoglobin 
62; patient delirious. Sulfanilamide was started. Thirty -six hours after insertion of the 
second pack, the hemoglobin had dropped to 25 per cent. The patient was transfused and 
the pack slowly removed. The blood culture which had been taken 24 hours after insertion 
° the second pack grew out B. welchii. The patient became oliguric; because of this she 
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Of the 69,823 infants delivered, 98.0 per cent were born alive, 3.9 per cent uerc 
premature births, and 0.3 per cent were injured during the birth episode. 

In noting the mortality on the basis of each 1000 births, there were 20.4 still- 
births, 20.1 neonatal deaths, and 1.7 maternal losses. Of the 119 maternal 
deaths in Cook County during 1944, puerperal infection ranked first in cause with 
23.5 per cent, toxemia was second with 17.6 per cent and hemorrhage wa" third 
with 12.6 per cent; abortion with or without sepsis accounted for 21.9 per cent of 
all deaths, ectopic gestation for 7.6 per cent and a variety of other diseases for 
16.8 per cent. 

It is believed that critical examination by the profession of the information 
presented, and in particular, the study of each hospital staff of the report sent 
by the Division of Maternal and Child Hygiene of its own obstetric u'ork, with 
comparative data for its birth class and for the Stale, should lead to improvement 
in trends of obstetric practice, to lowering undulj" high operative rates in some 
institutions, to less frequent resort to cesarean sections in others, to more ready 
use of blood or plasma for ))rophylaxis or for treatment, and to the general leveling 
off of the peaks, and extremes, and marked variations in procedures. The con- 
sequence of such changes should reflect itself in a further reduction of mortality 
rates, making childbirth safer for the mother and her newborn infant. 
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Three months postpartum she was admitted to the medical department of the hospital 
with definite decompensation. After ten days* rest in bed and a return of compensation, 
the patient left the hospital against advice. Attempts to get her into local convalescent 
homes were unsuccessful. 

A year and a half later the patient returned to the Obstetrical Service four months' 
pregnant. There was no frank decompensation at this time, but clear-cut evidence of a 
very low cardiac reserve. It was determined to do a vaginal hysterotomy, since the preg- 
nancy was beyond the usual dilatation and curettage stage. Furthermore, it was planned 
to sterilize the patient bj' laparotomy later, when she was in better cardiac condition. 
Under open ether, vaginal hysterotomy was done, with about a 500 cc. blood loss. During 
the operation the pulse became thready, rising to 160 per minute. The patient became pale 
and clammy, with a drop in blood pressure. Pituitrin, caffein, adrenalin, glucose and dig- 
ifolin were all given during 45 minutes. Her condition improved, but the next day she 
was vomiting, with an irregular pulse of 140. The temperature was mildly elevated. On 
the fourth day there was dyspnea, with edema of the lungs and pinkish sputum. More 
digitalis and atropine were ordered; venesection was not done because of the low hemo- 
globin (48%). During the night of the fourth day the patient was placed in an oxygen tent, 
and despite more digifolin and morphine, she died. 

Autopsy findings: Chronic rheumatic endocarditis of tricuspid and mitral valves; 
Mitral stenosis; Organizing rheumatic vegetations; Scars and Aschoff bodies in myocar- 
dium; Edema of lungs; Enlarged uterus, with infected placental fragments — organism 
gram-positive coccus (Beta strep.). 

Discussion: The sequence heart-failure-pregnancy invariably carries a grave 
prognosis, particularly when the interlude between the two is less than 18 months 
as in this case. Accordingly, it was the opinion of the Committee that the pri- 
mary circumstance responsible for this death was the patient’s failure to avoid 
pregnancy, abetted by her delaj'- in reporting for prcfiatal care until the fourth 
month. Had it been possible to perform therapeutic abortion at 8 or 10 weeks 
by simple dilatation and curettage, the patient might well have survived this less 
traumatic procedure. 

Although this case was voted preventable on the grounds of faulty patient 
co-operation, the Committee thought it desirable to point out one major error in 
the management of the first deliverj’’ and to question the visdom of the procedure 
used in terminating the second pregnancy. In the delivery of the first infant, 
forceps were applied “in order to avoid the strain of the second stage of labor.” 
The result was a difficult mid-forceps extraction, which had to be preceded by a 
Seanzoni maneuver. Surely the “strain of the second stage” uith this 1900 gram 
baby would have been minimal in contrast to the shocldng trauma produced by 
thH major operative procedure. — to which “the patient reacted badly.” Thirty 
minutes of second stage pains (vdthout bearing down) would not have hurt this 
patient and if gentle supra-fundic pressure had been used with each contraction, 
it seems highly probable that the head would have rotated spontaneously and 
come to the perineal floor within a half hour. Delivery could then have been 
effected vith episiotomy and supra-fundic pressure or by episiotomy and easy 
outlet forceps. Mid-forceps have no place in obstetrics except when one’s hand 
^°reed by unyielding mechanical aivest; certainly, in the presence of heart 
disease, such a traumatic procedure should be avoided at all costs. 

Just because vaginal hysterotomy is an extra-peritoneal procedure, it is as- 
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was given 60 per cent glucose, with no improvement. A fourth transfusion was given but 
during its administration the blood pressure suddenly rose to 150/100, with immediate 
vaginal hemorrhage. The patient died shortly thereafter. 

Autopsy : Ruptured uterus; torn cervix. On left, cervical tear li cm. long, and then 
abridge of intact cervical tissue; above this 4 cm. longitudinal tear in lower uterine segment, 
giving rise to vaginal hemorrhage mentioned above, and extensive retro-peritoneal hem- 
orrhage. Gangrenous endometritis. Acute splenic tumor. Transfusion reaction, 
kidneys. Dermoid cyst, right ovary. Small myomata of uterus, largest S cm. in diameter, 
on posterior wall of uterus, subaerous in type. Pulmonary edema. 

Bacteriology: Heart blood negative. Uterus: IVelchii, coli communior; Alpha strep.; 
aerobic gram negative bacillus (not identified). 

Discussion: The management of this case ivas characterized by lack of thor- 
oughness in examination of the patient both before and after delivery and by 
bungling operative technique. The failure to make the diagnosis of placenta 
previa on the first vaginal examination was not a cosily mistake apparently, and 
probably play’ed no role in the ultimate fatal outcome, but it suggests cither lack 
of thoroughness or inexperience on the part of the examiner. When the diagnosis 
of complete placenta pr evia was finally made on the second hospital admission, 
cesarean section should have been done immediately. It is a well established 
fact that central placenta previa is associated with such extreme vascularity and 
friability of the cervix that any method of delivery from below will be attended 
by extensive cervical laceration in a large proportion of cases. The course of 
this patient attests the truth of this statement most dramatically. 

The primary error in this case was the performance of Braxton-Hicks version, 
an operation which has no place in the modern management of any type of pla- 
centa previa, let alone the central variety. But even after this error had been 
committed there was still a good chance to save the patient had the birth canal 
been explored. A hand should have been inserted into the uterine cavity, the 
lower segment rupture detected and immediate, hysterectomy^ accompanied by 
blood transfusion, performed. The inability to explore the tear suggests again 
either lack of thoi'oughness (an assistant is essential) or inexperience in operative 
obstetrics. 


CASE NO. 17 

The patient, an 18 year old white woman, had married at the age of 15, and became 
pregnant a year later. Early in that pregnancy she developed frequent attacks of dyspnea 
and precordial pain. Her family physician told her she had a “leaking" heart. She i 
not appear at the hospital until she was 34 weeks’ pregnant, when the diagnosis of rheu- 
matic endocarditis, with advanced mitral stenosis and insufficiency, and cardiac hyper- 
trophy without decompensation, was made. After 5 days in bed in the hospital, the mem 
branes ruptured spontaneously and after a 14 hour labor, the patient was delivered o a 
ISCO gram infant, which survived. Delivery was a rather difficult mid-forceps, with can 
roni’s maneuver. The forceps was done as soon as the cervix was fully dilated, in or er 
avoid the strain of the second stage of labor. The patient reacted badly to the opera ive 
procedure, the pulse rising to 170 and becoming thready. She was given digitalis, pcs 
delivery, and three weeks postpartum her teeth w-ere extracted and tonsils remove . 
patient was referred to the Contraceptive Clinic, but due to her desire for further children, 
this advice was not followed. 
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usual climcal findings and indeed, the main diagnostic features, of pelvic thrombo- 
phlebitis. 

After considerable discussion the Committee voted this case a preventable 
death on the grounds that blood transfusions were not employed much earlier 
than they were. It will be noted that the chills and hectic temperature swings 
made then appearance on about the 7th day after delivery, that is September 
28tb, but that no blood transfusions were given until October 6th, some S days 
later. In the present state of our knowledge small blood transfusions, 200-250 
cc., repeated every other day, are the mo.'=t effectiv'e way of treating puerperal 
thrombo-phlebitis, regardless of the hemoglobin level, and might have saved this 
patient had they been given from September 29th onwards. This case occurred 
before penicillin was available. Today penicillin should be used in all such cases 
as it seems to be effective against many strains of the anaerobic streptococcus. 

CASE NO. 19 

The patient, a 19 year old, colored primigravida, whose expected date of confinement was 
June 12, was knon-n to have a twin pregnancy. During the course of 7 prenatal visits no 
deviations from normal were detected, but at the 8th visit on May 2S, the blood pressure 
was found to be 150/100, with a trace of albumin in the urine; there was only slight edema 
and no symptoms, but a weight gain of 4 pounds in a week was noted. The patient was 
admitted to the hcspital at 11:00 A.M., May 28. 

During the firsts hours after admission the blood pressure rose to IDO/IlOand the albumin 
increased to 2 plus; meanwhile headache, ^'omiting and epigastric pain developed. Par- 
aldehj’de 20 cc., q. 4 hours perTectura was ordered. 

Despite this therapy the blood pressure at 12 noon on May 29, — 25 hours after admission 
—was 170/110 and the albumin 4 plus. The cervix barely admitted a finger tightly; the 
canal was recorded as almost 2 cm. long and the consistency firm. At 12:30 PJVI. on May 29, 
the membranes were stripped back and ruptured artificially. 

After a latent period of 3 hours, poor uterine contractions began followed b 3 ' a first stage 
lasting 29 hours. The blood pressure remained at 170/110 with albumin 4 plus. Restless- 
ness changed to apathy, then to semi-coma; anuria developed and the clinical picture re- 
Bcmbled eclampsia without convulsions. At 6:00 P.M. on Maj' 30 — 30 hours after induction 

a generalized convulsion occurred. 

Following the convulsion the blood pressure fell precipitously to 110/70; the pulse rose 
to 160 and the patient appeared to be in a state of collapse. She was still in semi-coma. 
After a 2§ hour second stage the patient was delivered without anesthesia of stillborn, 
macerated twins at 10:50 P.M., May 30, — about 34 hours after the induction. 

Despite transfusion with whole blood tlie blood pressure continued to fall, marked edema 
of the lungs developed and the temperature rcse to 104.3, pulse 170. Death occurred at 
6-48 AM., May 31, 8 hours postpartal. No autopsy. 

Discussion: The death was .considered bj- the Committee to be due to a two- 
fold error: (1) Induction of labor under circumstances which were utterly unfa- 
vorable for the procedme and (2) Failure to recognize the threat presented by 
fulminating pre-enclampsia in the presence of a twin pregnancy. It was the 
opinion of the Committee that it would have been much better judgment to have 
performed cesarean section at 12:30 P.M. on May 29, that is, at the time it was 
decided to rupture the mcmbi’ancs. 

^ight offhand it may be said that artificial rupture of the membranes to induce 
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sumed to be less shock-producing than abdominal hysterotomy. It should be 
noted that the patient lost 500 cc. of blood and one can ,be sure that forceful 
downward traction on the cervix was employed— because it is usually essential 
for good exposure in this operation. Would not abdominal hysterotomy under 
local anesthesia have been simpler and safer?- Less questionable is the criticism 
that the patient was not put into an oxygen tent until the night of the fourth day. 
She should have been put into one immediately after the operation. 

CASE NO. 18 

The patient, a 24 year old negress, had had two previous pregnancies which had been 
normal in every way, except that the first had resulted in the birth of living twins. With 
the present pregnancy nothing abnormal was made out e.\’cept for a positive Wassermann. 
The syphilis was treated with a standard neo-nrpbenamine bismuth regime. The e.xpected 
date of confinement was December 22nd. On the morning of September 20th, she went 
into spontaneous premature labor and simultaneously began bleeding from the vagina. 
This continued and on the next day vaginal e.vamination was done, which revealed no 
evidence of placenta previa. By this time the temperature had risen to 101 .2 and a cervical 
smear was obtained which yielded anaerobic streptococci. Labor now progressed more 
rapidly, and at 4:45 P.M., September 21st, she was delivered spontaneously of a premature 
child weighing 1325 grams, which succumbed some days later. The temperature and pulse 
now fell to normal, but on the third day postpartum rose to 103. From this time on the 
course was febrile, and at about the seventh day after delivery, became hectic in character, 
with chills and toiuporature excursions ranging between 96.8 and 108. On September 25th, 
urine and uterine cultures both yielded anaerobic streptococci. Sulfanilamide therapy 
was started, but was discontinued after five days, since hemolytic streptococci bad not been 
found and since the drug gave no improvement. 

In spite of the apparent severity of the infection, the patient looked and felt remarkably 
well. However, by October Gth, the hemoglobin had dropped to 54% and a transfusion was 
given, without reaction. Signs of peritoneal irritation soon developed and the lower ab- 
domen became rigid, with spasm and tenderness, most marked on the left. It seemed 
evident that the condition present was thrombo-phlebitis, parametritis, and possibly a 
beginning pelvic abscess. The lungs remained clear. The course, however, was steadily 
downhill. Multiple chills occurred and the same hectic type of temperature per- 
sisted, although for the hast 7 days of life the temperature excursions were less, 105 being 
the approximate level. She was given several transfusions and almost daily intravenous 
injections of glucose and saline. A palpable mass developed above Poupart’s ligament, on 
the left. Anaerobic streptococci were recovered from the blood stream. Signs of gener- 
alized peritonitis became evident, with distention, severe lower abdominal pain, nausea 
and vomiting. Death occurred on the 3Sth day postpartum. 

Autopsy was obtained, with the following anatomical diagnosis: Pelvic thrombophle- 
bitis and cellulitis. Generalized peritonitis. Septicemia. Terminal bronchopiieumonia. 
Questionable small lung abscesses. (The omentum was markedly thickened and indurated 
and comprised the previously mentioned abdominal mass.) 


Discussion: This case is a cla.ssical example of pelvic thrombo-phlebitis. As >s 
true of most cases of puerperal infection of this tJTre, the offending agent was t le 
anaerobic streptococcus, an organism which appears to have an especial predilec- 
tion for veins. The fact that the infection was not affected by the sulfonamides 
i.s also characteristic of this bacterium. The multiple chills and the hectic tem- 
perature swing.s, occurring in a patient w'ho looked and felt well, are of course t e 
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A GENERAL SURVEY OF THE VAGINAL SlklEAR AND ITS USE IN 
RESEARCH AND DIAGNOSIS 

George N. Papanicolaou 
Am. J. Obst, & Gynec., 61: 316-32S, 1946 

In this sun^ey of the vaginal smear technique, the author endeavors to give a 
brief account of some of its applications, more particularly of those related to the 
human female sex cycle, and to the diagnosis of uterine cancer. 

In the earliest attempts to apply the vaginal smear techm'que in the human, it 
was found that the striking sequence of clean-cut cj-tological changes obsen^ed 
and described in the vaginal fluid of the guinea pig and other rodents was practi- 
cally absent from the human vagina. Therefore, it was not surprising that Allen 
concluded that “in the primates, menstruation furnishes such a pronu'nent mile- 
stone that vaginal smears seem of secondary importance for diagnosis.” In 
contrast to the extensive cornification and massive desquamation of the vaginal 
epithelium in rodents, the epitheliuin of the human vagina undergoes only a 
partial and incomplete cornification and, consequently, only a partial desquama- 
tion of its more superficial layers. However, the existence of a vaginal epithelial 
rhythm has been demonstrated quite conclusively by the study of epithelial 
biopsies as well as of vaginal smears. 

A complete evaluation of the normal sex cycle in women requires an examina- 
tion of vaginal smears, not only during the follicular and postovulator 3 ' stages, but 
during all phases of the cycle. The structural changes of the vaginal epithelium 
are particularly distinct during the period of high follicular activity prior to ovu- 
lation. Ovulation results in a disruption of follicular growth and is revealed in 
the smear by distinct modifications in the form and grouping of the exfoliated 
cells. These changes are the result of the decrease in the secretion of estrin and 
therefore the vaginal smear offers only indirect evidence as to ovulation and the 
time of its occurrence. 

The extent of the endometrial exfoliation and its duration vary greatly. In 
ano^latory cycles or in bleedings induced by estrogenic or other therapy, the 
uterine desquamation is usually less conspicuous than in the normal cycle, and 
the cells tend to be smaller and more densely grouped. 

The use of smears prepared with fluid aspirated either from the cervical canal 
or from the uterine cavity with the aid of a thin metal caimula has been advocated 
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labor in the presence of a twin pregnancy is usually unwise. Most of the amni- 
otic fluid in twin pregnancies is in the upper sac and hence puncture of the lower 
sac releases relatively less fluid than it does in single pregnancies. Moreover, 
patients with twin pregnancies often exliibit the uterine inertia of over distention 
and a long latent period may be anticipated. Especially reprehensible was the 
failure to respect a long, hard, virtually closed cervix. In the presence of such a 
cervix attempts to induce labor by any known means will often fail. This type 
of cervix should always be regarded as a contra-indication to the induction of 
labor, particularly in a case such as this in which early delivery was urgently 
desirable. 

Since eclampsia is 4 to 5 times more common in twin pregnancies than in single, 
and since this patient became rapidly worse despite treatment, the need for imme- 
diate delivery should have been recognized. It is true that cesarean section is 
perfoimed much too frequently, but in cases in which it is indicated it may be a 
life-saving procedure, and this case would seem to be one of them. 
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really an epoch-making one, since it became no longer necessary to depend upon sex be- 
havior or histological studies of the ovaries or genital canal. As a matter of fact, this 
discovery is largely responsible for the intense interest which anatomists and physiologists 
have since then shown in the problems of reproductive physiology, in which such brilliant 
advances have been made. 

As applied to the human, however, one caimot say that the yield of results has been 
anything like as impressive. Not everyone will agree with Papanicolaou that biopsy 
studies have shown a definite vaginal histological cycle, for there have been many dissenters 
among well-qualified investigators, such as 25ondck, Stieve, and Traut and Kuder. Though 
it may seem rather paradorical, everj’one will agree that there is a vaginal epithe- 
lial rhythm, certainly in so far as estrogen responsiveness is concerned. In the retrospect 
it would seem that the earlier hopes for the vaginal smear method in the study of functional 
disorders, or as a guide to their treatment, were too sanguine. As a matter of fact, it is 
probable that many modern gynecologists will not consider archaic Allen's view that in the 
human the “occurrence of menstruation furnishes such a prominent milestone that vaginal 
smears seem of secondary importance for diagnosis.” 'This statement should be supple- 
mented by saying that the endometrium appears to furnish a far more reliable index of 
ovarian hormone effect than docs the vagirm, certainly in so far as progesterone is con- 
cerned. Endometrial biopsy is exceedingly simple, requiring only a few moments, with no 
anesthesia and very little discomfort. Many of us will feel that for most of the practical 
problems encountered in the field of ovarian dysfunctions, a single premenstrual biopsy 
yields much more information than a long series of vaginal smear studies. In other words, 
many of us would hate to try to get along without endometrial biopsy, and yet might feel 
that, in the present state of our knowledge, the patient would not be deprived of anything 
very important if she did not have the benefit of vaginal smear studies. 

These statements are made with full appreciation of the scientific value of vapnal cy- 
tologj', and of its possibly much greater practical value in the future. In the field of cancer 
investigation it is possible that the vaginal smear method of study may attain value as a 
screening test, though it is difficult to believe that it could ever supplant biopsy as a means 
of decisive diagnosis. Papanicolaou himself is very conservative on this point, urging that 
for the present the procedure be employed with great discretion. See also editorial com- 
ment on this subject in February Survey, p. 106, and June Survey, p. 373. — Ed.) 


REPRODUCTIVE CYCLE. RECENT ADVANCES IN 
ENDOCRINE PHYSIOLOGY 

Alvaro db Aqdino Salles 

Anais Brasileiros de Ginecologia, 20: No. 4, 1945 

In this article the wTiter makes a review of the more relevant recent laboratory 
investigations in the endocrine field of gynecology during the last decade, and 
attempts to furnish a new explanation for the mechanism involved in the men- 
strual cycle, according to those new clinical and experimental findings. 

According to the studies of Greep, van Dyke, Chow, Eevold and Hisaw, the 
pituitary follicle-stimulating hormone merely promotes the growth and develop- 
ment of the ovarian follicles beyond the time of formation of the “antrum.” It 
oes not stimulate the secretion of the gonadal hormones. This is accomplished 
under the influence of the luteinizing hormone of the pituitary, by the theca cells 



532 


OBSTETHICAI/ AND GYNECOLOGICAL SURVEY 


by the author and Marohetti. These smears are of value, not only in the study 
of the normal cycle and of problems relating to ovulation and sterility, but also 
in the diagnosis of fundal and endoeervical neoplasms and of endometritis and 
hyperplasia. 

Changes typical of gestation appear in the vaginal smear as early as the 38th 
or 40th day. However, it is not always easy to differentiate them from some 
closely-resembling cell ty^Des. Nevertheless, the vaginal smear remains a useful 
guide in pregnancy. Abnormal features suggestive of threatened abortion may 
be recognized, such as blood, excessive mucus, pronounced acidophilia or intra- 
cellular blood-pigmentation. In abortions there is an increase in the number 
and the phagocytic action of the histiocytes and the polymorphonuclears. In 
incomplete abortion, a definite diagnosis can be established when trophoblastic 
or other placental or fetal cells are found. 

Since 1923, the author had been impressed by the strikingly abnormal fea- 
tures of cancer cells and their nuclei, and had become aware of the diagnostic 
potentialities of the vaginal smear in malignant lesions of the uterus. In 1939, 
he resumed the cancer work with Traut, and later with Marchetti. The results 
were published in 1943. Among other investigators, in an evaluation of 813 
cases, false negatives were 7.1 per cent and false positives were 2.8 per cent. In 
another series of 434 cases, false mgatives were 7 and false positives were 9. The 
high percentage of false positives in the latter series indicates that more must be 
learned about the reliability and the pathognomonic value of some of the criteria. 
For this reason, the author feels that this diagnostic procedure should at present 
be employed with great discretion. 

The nuclear changes of cancer cells seem to offer the most reliable diagnostic 
criteria. The nucleus tends to be large and out of proportion to the size of the 
cell. Many nuclei are hyperchromatic or may show-fragmentation. In certain 
types of cancer, the nucleoli are large and very conspicuoius. The interpretation 
of these smears is rather difficult and requires special study and training. 

Marshall and the author have investigated the possibility of detecting carci- 
nomas of the urinary tract in both men and women by examination of smears 
prepared from urine sediment. From about 120 cases, thus far studied, evidence 
is presented that neoplasms of the urinary organs, including bladder, prostate and 
kidneys, can be detected by this method. 

In conclusion, the author emphasizes the fact that the smear method is morpho- 
logically sound and that it is also short, simple and inexpensive. In canwr 
diagnosis its reliability and value are being increasingly recognized and it is a o 
particularly adapted to the screening of large numbers of women, as in cancer- 

prevention clinics. . 

Discussants on this report are Dr. M. Edward Davis, Dr. Rachmiel Levin , 
Dr. John F. Sheehan and Dr. Philip H. Schneider. 3 figures. 


(The author, who may be looked upon as the father of the vaginal smear method "f 
has now for many years been applying this technique to human problems. ® 
TatC by PapaLolaou and Stockard in 1917 that the phases of the 
fstrous cyL Le so simply demonstrable by the study of the vagmal cell content nas 
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stimulating and luteinizing gonadotropic hormones reaches a certain level. At 
this time, under the influence of the luteotrophin, the follicle-stimulating hor- 
mone disappears and the corpus luteum grows and secretes progesterone in pro- 
gressivelj’' larger amounts. 

Later on, as soon as the progesterone reaches a certain level of concentration, 
the luteinizing gonadotropic hormone disappears. 

Through exhaustion of the luteotrophin hormone, the follicle-stimulating hor- 
mone reappears while the corpus luteum undergoes retrogression and menstrua- 
tion takes place. 

(The author has obviously familiarized himself quite thoroughly with new develop- 
ments in the field of reproductive physiology, and he has attempted to fit these new bits 
into the jig-saw puzzle of the reproductive mechanism, in spite of the fact that some of the 
bits are still rough and unfinished. The e.xact r61e of luteotrophin is still far from being 
well-estabiished and we di not yet know the exact hormonal mechanism of ovulation. The 
best e^-idence available thus far docs indicate that the occurrence of ovulation is determined 
by a certain quantitative balance of the two chief pituitary gonadotrophic principles, pre- 
Eumablya large amount of the follicle-ripening and a small amount of the luteinizing factor. 
There is good reason also for the view held by many that small amounts of progesterone are 
released even before ovulation, but the mechanism involved is not clearly established. 

Relaxin has been a sort of step-child among the reproductive hormones, and its exact 
nature is still not altogether clear. Since its original description by Hisaw and his col- 
laborators, it has at various times and by various workers been linked up with estrogen or 
with progesterone, and its separateness as a hormone principle has not infrequently been 
demed. Hisaw and his group, however, have consistently maintained that it is a distinctive 
hormone principle, with a characteristic effect, not possessed by either estrogen or pro- 
gesterone, of producing relaxation of the subpubic ligament. The fact remains, however, 
that it has appeared to make no great impression upon concepts of reproductive endocri- 
nology, and cettainly has seemed to have no noteworthy clinical implications. 

The concept of the menstrual mechanism which Salles hypothesizes is of great interest, 
but since it includes so many conceptions which are still so imperfectly understood, it 
must naturally be viewed with much reserve. — Ed.) 


ENDOCRINE ASPECTS OF OBESITY 

Max a. Goldzieheh 

Am. J. Digest. Dis., 13: 40-54, 1946 

According to available records, the anatomical changes of the pituitary and of 
other endocrine organs, including the thjToid and gonads, are neither consistent 
Bor specific enough to warrant pathogenetic conclusions. 

A discussion of the data concerning the metabolic status of the obese is handi- 
capped by the failure of pretdous investigators to separate “simple” and endocrine 
c^es of obesity. Previous calculations of basal heat production were unmindful 
of the variable oxygen consumption attendant to anabolic processes in the 
cytoplasm. 

The author presents evidence to show that the adipose tissue is not merely en- 
gaged in the passive storage of fat but plays an active metabolic role. 
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of follicles that have already been stimulated, and by the interfollicluar and 
interstitial cells. 

Regarding corpus luteum activity, the chief new concept is that a third pitui- 
tary principle seems to be related to it — the luteotrophin, which, according to 
many investigators, is the same as the lactogenic hormone of the pituitary. 

Progesterone seems to be secreted even before ovulation takes place, under the 
influence of the gonadotropic luteinizing hormone (Dempsey, Astwood, Boling, 
Barton and Burr). After ovulation, progesterone suppresses the production of 
the luteinizing hormone. The life and duration of the corpus luteum would 
depend on the luteotrophin of the pituitary, which probably is secreted during 
the final stage of proliferation and throughout the whole stage of secretion. 

The great differences in opinion regarding the hormone relaxin (Hisaw), and 
as to whether to consider it a separate hormone or as closely related to progeste- 
rone, seem now to be crystallized owing to the studies of Abramorvitz, Money, 
Zarrow, Hisaw, Marder and Sumner (1944). These investigators have demon- 
strated that while relaxin acts directly on the pelvic ligaments, progesterone does 
so indirectly by promoting the production of relaxin through the female genital 
tract. The presence of the latter is necessary for the accomplishment of this 
function. As a matter of fact, progesterone docs not promote relaxation in the 
castrated and hysterectomized guinea-pig, although relaxin is capable of doing 
so. Thus, relaxin is neither progesterone nor estrogen ; it is a hormone related in 
some way to luteal activity. However, estrogens seem also to collaborate with 
relaxin in promoting relaxation of the pelvis. 

Estrogens in small doses stimulate the functional activity of the basophilic 
cells of the anterior pituitary, and in high doses the eosinophilic cells also, thus 
liberating the luteinizing principle. This can be seen in cases of hyperplasia of 
the endometrium treated with large doses of stilbestrol (Abarbanel). It is in 
accordance with the results of cytologic examinations of the anterior pituitary 
carried out during the climacteric period, but it goes against the generally ac- 
cepted idea that large amounts of estrogen inhibit the anterior hypophysis. 

Estrogens can exert a luteotrophic effect if the pituitary is present. Hence, 
it is probable that estrogens secreted during the proliferative stage of the men- 
strual cycle stimulate the production of the luteotrophin hormone of the 
pituitary. 

On the basis of these findings, the author presents a new hypothetical explana- 
tion for the complex interglandular relationship involved in the mechanism of 
the menstrual cycle. 

Thi'ough the influence of the follicle-stimulating hormone of the pituitary, 
which is being secreted since the final stage of the secretory stage, the ovarian 
follicles develop, and under the simultaneous activity of the luteinizing gonado- 
tropic hormone, still in insufficient amounts to promote ovulation, secrete 
estrogens. Stimulated by the latter, the luteinizing hormone of the pituitary is 
produced in progressively higher amounts, thus promoting the partial luteiniza- 
tion of the thecal cells of certain mature follicles. Then, still under the same 
estroo'enic stimulus, a small amount of luteotrophin is released from the h 3 T)ophy- 
sis prior to ovulation, which takes place as soon as the balance of both folhc e- 
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THE EFFECT OF THE ADMINISTRATION OF ESTROGENS UPON THE 
PRODUCTION OF CER^HCAL MUCUS IN CASTRATED WOMEN 


W. T. POMMERENKE AND ElLENMAB ViERGIVER 

J. Clin. Endocrinol., 6: 99-108, 1946 


The authors have studied the effect of the administration of various hormones 
on cervical mucus in 5 recently castrated women, 4 of whom had also undergone 
supracervical hysterectomy. The ages of these women ranged from 19 to 35 
years. Following castration, the amount of mucus coming from the cervix is 
very scant 3 " and opalescent. 

Observations were started from 4 to 7 weeks postoperatively and each individ- 
ual was given approximately the same course of therapy. Examinations were 
made on alternate daj's, at which time the mucus present at the external os of the 
cervix and that from the lower portion of the cervical canal was aspirated with a 
cannula. Vaginal smears were taken at each e.xamination and were stained by 
the Shorr technic. The viscosity of the cervical mucus was determined by esti- 
mating the ease with which it could be dranm up into a capillary tube of about 
0.4 mm. diameter. 

The administration of progesterone was noted to be without effect on the 
amount of mucus secreted. 

The injection of alpha-estradiol benzoate was followed by a significant increase 
in the amount and the translucency of the mucus, ^lependent in part upon the 
amount of hormone administered. The daily administration of diethylstilbes- 
trol dipropionate gave results comparable to those obtained following the single 
injections of larger amounts of alpha-cstradiol benzoate. 

All but one of the subjects showed a good response in the vaginal smear follow- 
ing the injections of 3.32 and 1.66 mg. of estradiol and all the subjects showed 
good response during the period of daily administration of 0.25 and 0.5 mg. of 
stilbestrol. 

The authors suggest, as did Bennett, that a study of the cervical mucus be 
emploj'ed for objectively appraising the effect of estrogen therapy in women at the 
menopause. 


(This paper supplements one published by the same authors very recently (Am. J. Obst. 
& Gynec., 51: 192 (Feb.), 1946) and abstracted, with editorial comment, in the June Survey 
(p. 445). The present study indicates the undoubted influence of estrogen in increasing 
the amount and translucency of the cervical mucus, though it throws no light on the effect 
of progesterone, which apparently plays some part in the normal histological cycle in the 
cervix, as suggested bj- the studies of Sjovall, the best as yet made on this poorly understood 
subject. As bearing on the effects of estrogen, I have noted that women with hyperplasia 
of the endometrium and functional bleeding often have a rather tree mucoid cervical dis- 
charge, apparently due to hyperactivity of the cervical glands, in the absence of any in- 
fection. — Ed.) 
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Deposit of fat is the consequence of food intake beyond the limits of the body’s 
ability to increase energy consumption; loss of depot fat occurs if the caloric 
deficit is greater than the ability of the body to restrain metabolic activities. The 
mechanism regulating the diversified metabolic activities, including the specific 
dynamic action of proteins,- luxury consumption and cellular anabolism, Is con- 
trolled to a large extent by the endocrine glands. 

The active function of the fat tissue, which includes formation and storage of 
fat as well as its mobilization and metabolic utilization, is demonstrably under 
the influence of the endocrine glands. 

Retention of water and salt is an important contributory factor in obesity; 
the author presents evidence indicating that salt and water metabolism is regu- 
lated by endocrine influences. 

A tendency to obesity and to increased regional fat deposits is hereditary. The 
genetic transmission of these tendencies is frequently associated with similarly 
inherited peculiarities of the endocrine glands. 

The onset of obesity frequently'^ coincides with manifest changes in the activity 
of the endocrine system or with events likely to affect one or several endocrine 


organs. i, i • 

Weight reduction can be accomplished by diet alone, provided the caloric 

intake Is low enough. Better clinical results are obtained with less rigorous 
restriction of food intake if suitable endocrine therapy is added ; regional fat de- 
posits also yield better to such combined treatment than to mere dietary weight 
reduction. 

(Obesity is such a common accompaniment of some of the endocrinopathies constantly 
encountered by the gynecologist that the latter must have at least some idea as to i a pos 
Bible causes and management. In a considerable proportion of cases, the cause is ex 
enouB, due simply to overeating. In other cases, endocrine factors are “f' 

oecially those referable to the thyroid, the ovaries and the pitmtary. However, a g 
the latter, there is good evidence that in the so-called pituitary type of ’ 

cause lies not in the pituitary itself, but in the fat-metabolism centres located m the p 
pituitary, probably hypothalamic areas of the brain. ’This is or Fjsh- 

the characteristic type of obesity seen m the common ^ of the 

lich’s disease. Again, in many of the most e.xtreme types of obesity, 
circus “fat ladies”, it is probable that the cause is purely cerebral rather than 

%mally,asin the not infrequent cases of familial obesity, in which 

seems clearly apparent, we must fall back on the chromosomal or , [^gg gg en- 
nation. With obesity, as with so many other conditions is often 

docrinopathies, it is really this constitutional or chromosomal fa 

^Tdott know whether or not the adipose tissue f Pf^^tSofTet^^^^^^^^ 
as Goldzieher suggests. But there seems to be ^^'^"omotTa readjust- 

women, entirely aside from all In Z co^on adiposo-genital type, for 

:s:p^ . “ 

may be employed, it should certainly he 

combined with caloric dietary restriction. -Ed.) 
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mized rat. The following is a summar}’- of the author’s ideas, together with 
certain experimental data and predictions that have been made : 

A given substance maj'- be estrogenic if it consists of a rather large, rigid and 
inert moleculai- structure with 2 active h3’drogen bond-forming groups (e.g., 
phenolic hydroxyl groups) located at an optimum distance of 8.55 A. from one 
another. In particular, the substance trans-p,p'-dih5^droxyazobenzene meets 
the requirements for an estrogen and, in spite of its obvious chemical and phj-sical 
differences from the natural and sjmthetic estrogens, shows definite estrogenic 
activity in dosages of from 10 to 15 mg. injected subcutaneousl3’- into spa3'ed rats 
and in much smaller dosages when applied directh'- to the vagina. 

If the active groups are at a distance of approximately 9-10 A. and are of some- 
what weaker h3'drogen bond-forming character (e.g., secondar3’' alcoholic h3’^- 
droxyl groups), then the substance may have an androgenic acti\’ity. The 
prediction is made, upon the basis of this h3'pothesis, that certain nonsteroid 
substances will show male hormonal actirdty (e.g., the perh3^dro derivatives of 
trans-dieth3-lstilbestrol and perh3'dro-2(p-hydrox3"phenyl)-6-hydrox3maphtha- 
lene). It is also noted that the dosage required to produce an androgenic effect 
in rats by the most active androgens is-vastl3’' greater than the quantit3' of estro- 
gen needed to produce estnis in the rat. This may be explained b3' the greater 
h3'drogen bond-forming power of “estrogenic hydrogen” (which is usually due to 
phenolic — OH groups) as compared to the weaker hydrogen bond-forming 
power of the androgenic hydrogen (e.g., secondar3’ alcoholic hydrogen). 

(I know too little of the intricacies of organic chemistry to comment on this paper in- 
telligently, except to say that it appears to indicate that the male and female sex hormones 
are perhaps not as antithetic as some appear to think them, and that they are closely akin 
chemically, with a considerable degree of intermutability. To this may be added such 
facts as that one and the same gonad may produce either the male or female hormone, that 
there is a curve of androgenic hormone in the blood of women during reproductive life just 
as there is an estrogen curve, that the urine of some men contains estrogen, and that a rich 
source of estrogen is the testis of the stallion, etc. I mention these facts because some 
endocrinologists look with horror upon the use of even small doses of testosterone in women, 
seeming to consider it about as much of a contaminating factor to the female as the vaginal 
injection of spermatozoa. To this extreme view I do not subscribe. — Ed.) 


endocrine disorders as RELATED TO PELATC PAIN 

R. G. CULLEY 

Kentucky M. J., 44: 149-150, 1946 

The author summarizes the causes of pelvic pain due to endocrine disorders in 
the following manner; 

(1) Fatigued patients: These individuAls are usually highly emotional and 
end to extend their energies to the point of fatigue which creates nervous insta- 
1 t3% which in turn exaggerates ph3’-sical pain. 
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OVULATORY CYCLE IN THE CERVIX OF THE MONKEY 


Clara E. Hamilton 
Anat. Rec., 94: 466, 1946 


Forty-eight normal female moiike3^ with regular, ovulatory menstrual cycles 
were studied. Measurements were made of epithelial cells lining the cervical 
canal and of epithelial cells lining the cervical glands. Peaks in cell heights fall 
on days 3, 13-14, and 22, the greatest of these on days 13-14. Curves of the 
mucosal growth and regression closely parallel Markee and Berg’s (’44) blood 
estrogen level curve which they determined from women with apparently normal 
cycles. Assuming that the estrogen level in monkeys follows a similar curve to 
that in women, it would seem that the growth and regression of the cells of the 
cervical mucosa are due to the action of estrogen. When superimposed on the 
blood estrogen curve of women, the cervical curves of the monkey shown definite, 
regular lag which may be the latent period necessary for response. The peaks in 
the two curves are closely correlated in point of time and their relative quantita- 
tive increases correspond. 

Leucocytes are most abundant in the wall and lumen of the cervix during the 
menstrual period. They are also abundant several days before and after ovul- 
tion. The cervical glands are most highly proliferated in the post ovulatory 
period. Examination of the series shows much secretion around the middle of 
the cycle but the accumulation of mucus in the cervical lumen and crypts seems 
greatest on days 22-24. 


(This work would seem to indicate that the changes in cervical cell height and other 
cyclical cervical changes are due entirely to the influence of estrogen, no r61e being ascribed 
to progesterone. In this respect the findings differ from those of the Scandinavian in- 
vestigator, Sjovall, whose studies on the cervical cycle are, to my mind, the most complete 
of any as yet made (Acta obst. et gynec., suppl. 4, Scandinav., 18; 4, 1932). According to 
Sjhvall, there is a postovulatory decrease in the height of the cervical epithelium as a result 
of progesterone influence. There is still need of further study on this subject. The in- 
vestigations of Wollner, frequently quoted, were based on too small a material to be of any 
real value. More progress has apparently been made in the study of cyclical changes in 
the cervical mucus than in the study of the cyclical histology of the cervical mucosa.— Ed.) 


SEX HORMONAL ACTION AND CHEMICAL CONSTITUTION 

F. W. Schueler 
Science, 103: 221-223, 1946 

This paper presents a new hypothesis regarding the essential chemical and 
structural features sufficient for male and female sex hormonal activity as e^- 
denced by comb growth in the capon and production of estrus in the ovariecto- 
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nuzed rat. The following is a summary of the author’s ideas, together with 
certain e.vperimental data and prediction.? that have been made; 

A given substance may be estrogenic if it consists of a rather large, rigid and 
inert molecular structure with 2 active hydrogen bond-forming groups (e.g., 
phenolic hydro.vyl groups) located at an optimum distance of 8.55 A. from one 
another. In particular, the substance trans-p ,p'-dih3'droxyazobenzene meets 
the requirements for an estrogen and, in spite of its obvious chemical and phj'sical 
differences from the natural and synthetic estrogens, shows definite estrogenic 
actmty in dosages of from 10 to 15 mg. injected subcutaneouslj^ into spa3'-ed rats 
and in much smaller dosages when applied directly' to the vagina. 

If the active groups are at a distance of approximately 9-10 A. and are of some- 
what weaker h3'drogen bond-forming character (e.g., secondar3’' alcoholic h3"- 
drox3d groups), then the substance may have an androgenic acti^^ty. The 
prediction is made, upon the basis of this h3T30theEis, that certain nonsteroid 
substances will show male hormonal activit3' (e.g., the perh3’dro derivatives of 
trans-dieth3*lsti]bcstrol and perh3'dro-2(p-h3'dro.\3T)benyl)-6-hydrox3’’n3phtha- 
lene). It is also noted that the dosage required to produce an androgenic effect 
in rats b3’’ the most active androgens is-vastl3’- greater than the quantity of estro- 
gen needed to produce estrus in the rat. This ma3' be explained by the greater 
h3'drogen bond-forming power of “estrogenic h3’drogcn” (which is usually due to 
phenolic — OH groups) as compared to the weaker h3-drogen bond-forming 
power of the androgenic hydrogen (e.g., secondar3’’ alcoholic hydrogen). 

(I know too little of the intricacies of organic chemistry to comment on this paper in- 
telligently, except to saj* that it appears to indicate that the male and female sex hormones 
are perhaps not as antithetic as some appear to think them, and that thej’ are closely akin 
chemically, with a considerable degree of intermutabilitj". To this may be added such 
facts as that one and the same gonad may produce either the male or female hormone, that 
there is a curve of androgenic hormone in the blood of women during reproductive life just 
as there is an estrogen curve, that the urine of some men contains estrogen, and that a rich 
source of estrogen is the testis of the stallion, etc. I mention these facts because some 
endocrinologists look with horror upon the use of even small doses of testosterone in women, 
seeming to consider it about as much of a contaminating factor to the female as the vaginal 
injection of spermatozoa. To this extreme view I do not subscribe. — Ed.) 


endocrine disorders as related to pelwc pain 

R. G. Gullet 

Kentucky M. J,, 44: 149-150, 1946 

summarizes the causes of pelvic pain due to endocrine disorders in 
the following manner: 

(I) Fatigued patients: These individuils are usually highly emotional and 
end to extend their energies to the point of fatigue which creates nervous insta- 
^ ty, which in turn exaggerates ph5'sical pain. 
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(2) Dysmenorrhea: Some patients may suffer with pain from dysmenorrhea 
caused by hypothyroidism and h 3 ^opituitary functions. 

(3) Primary hypo-ovarianism: This is usually due to the menopause or to a 
primary ovarian dysfunction. The common cause in younger 'women is pelioc 
pathology. 

(4) Intermenstrual pain: Nearly all of these cases are sterile. There is usually 
pelvic pathology, either fibroid uterus or ovarian endometriosis. No endocrine 
therapy is satisfactory in these cases. 

(5) Painful intercourse: This is usually due to some pathology present, but in 
about 10 per cent of cases it is due to an endocrine disturbance. 

(This is a rather trite and superficial review, and not all the conclusions are sound. I 
know of no evidence, for example, that primary dysmenorrhea is often cai'B3d by hjT)i>‘ 
tbyroidiam or hypopituitarism, or that primary hypo-ovarianism in either young or old 
women is generally due to pelvic pathology. If by intermenstrual pain the author means 
persistent pelvic discomfort and not the so-called “mittelschmerz”, it is true that pelvic 
pathology of some sort is often, though not by any means always, present, and that endo- 
crine tlierapy would be as foolish as it is futile. Finally, I wonder what sort of endocrine 
disturbance the author has in mindfin the explanation of 10 per cent of casesof dyspareunia. 
—Ed.) 


OVARIAN INFLUENCE OF THE RESPONSE OF THE ANTERIOR. 
PITUITARY TO ESTROGENS 


J. T. Bradbury 
Anat. Rec., 94: 450, 1946 

The gonadotrophic potency of the pituitary of immature female rats has been 
determined after 3 to 6 days of treatment with estrogens. (Estrone, estradiol 
and stiibcstrol , in total doses ranging from 2 gamma to 50 gamma) . The average 
pituitary weight increases from about 2.5 to 3.0 mg as a result of estrogen treat- 
ment. There is a marked loss of gonadotrophic hormone from the pituitary Q 
normal females treated with estrogen. There is a significant increase in ovarian 
weights after injection of estrogen; control ovaries 14 mg, treated 22 mg. T is 
increase in weight is due primarily to an increase in interstitial tissue. Progeste- 
rone giv'en together with the estrogen prevents the loss of pituitary potency an 
also the increase in ovarian weight which is produced by estrogen alone. 

When rats are ovariectomized a day or two before estrogen is given, there is n 
comparable increase in pituitary weight but there is np demonstrable loss m 
gonadotrophic potency. The results indicate that the presence of the ovary 
facilitates the action of estrogen in the pituitar 5 ^ Furthermore, the factor m 
ovary is neither estrogen nor progestin. 

(While there has been some evidence to suggest that moderate dosage of ^ 

actually stimulate the pituitary gonadotrophic function, the weight of availa e evi 
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is that ia general the effects of estrogen upon the gonadotrophins are inhibitory. Upon 
this concept of a reverse effect of ovarian hormones upon the pituitary, as a matter of fact, 
are biult up our concepts of the interlocking mechanism of the two glands in the phenomena 
of the reproductive cycle, as well as our explanations of certain menstrual disorders, es- 
pecially functional bleeding. 

Of special interest in Bradbury’s study is that estrogen administration produces no loss 
in gonadotrophic potency if the animals have been previously ovariectomized, and that 
neither estrogen nor progesterone is responsible for this negation of estrogen effect. This 
rather surprising result seems worthy of further investigation. — Ed.) 


THE EFFECT OF THE CORPUS LUTEUM HORMONE UPON THE 
UTERUS OF THE DETOLOPING OPOSSUM, DIDELPHYS 
WRGINIANA 

0. E. Nelsen' 

Anat. Rec., 94: 409-410, 1946 

During the development of the female opossum, the response of the uterus to 
the corpus luteum hormone appears to be as follows: 

(a) The uteri of animals 3 months and younger fail to show a detectable 
response. 

(b) The uteri of animals of 4 to 8 months manifest a slight response of the 
uterine glandular epithelium, evidenced by an increase in the height of some of 
the cells, and by a tendency of the nuclei to be situated basally. This suggests 
a transformation in the direction of typically developed glandular epithelium. 
The external morphology shows little, if any, change. 

(c) In young females of the first anestrus, and in older females during anestrus, 
a response similar to that of group (b) above may be noted. The older females 
show much variation in the degree of response, some demonstrating well devel- 
oped glandular epithelium in the uterine glands. 

(d) When any of the above groups are stimulated first with estrogenic sub- 
stance followed by the corpus luteum hormone, the response is immediate and 
marked. These general results point to the assumption that the young female 
opossum begins to secrete a small amount of estrogenic substance at about the 
fourth month of development. This minimal secretion is continued, probably, 
more or less during its entire reproductive life, including the anestrous periods. 
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(2) Dysmenorrhea: Some patients may suffer vith pain from dysmenorrhea 
caused by hj^iothyroidism and hjrpopituitary functions. 

( 3 ) Primary h3''po-ovarianLsm: This is usually due to the menopause or to a 
primary ovarian dysfunction. The common cause in younger women is pelvic 
pathology. 

(4) Intermenstrual pain : Nearly all of these cases are sterile. There is usually 
pelvic pathology, either fibroid uterus or ovarian endometriosis. No endocrine 
therapy is satisfactory in these cases. 

(5) Painful intercourse : This is usually due to some pathology present, but in 
about 10 per cent of cases it is due to an endocrine disturbance. 

(This is a rather trite and superficial review, and not all the conclusions are sound. I 
know of no evidence, for example, that primary dysmenorrhea is often caisod by hypo- 
thyroidism or hypopituitarism, or that primary hypo-ovarianism in either young or old 
women is generally due to pelvic pathology. If by intermenstrual pain the author means 
persistent pelvic discomfort and not the so-called “mittelschmerz”, it is true that pelvic 
pathologj' of some sort is often, though not by any means always, present, and that endo- 
crine therapy would bo as foolish as it is futile. Finally, I wonder what sort of endocrine 
disturbance the author has in mincTin the e.xplanation of 10 per cent of casesof dyspareunia. 
—Ed.) 


OVARIAN INFLUENCE OP THE RESPONSE OF THE ANTERIOR. 
PITUITARY TO ESTROGENS 


J. T. Bradbury 
Anat. Rec., 94: 450, 1946 

The gonadotrophic potency of the pituitary of immature female rats has been 
determined after 3 to 6 days of treatment with estrogens. (Estrone, estradiol 
and stilbcstrol, in total doses ranging from 2 gamma to 50 gamma). The average 
pituitary weight increases from about 2.5 to 3.0 mg as a result of estrogen treat- 
ment. There is a marked loss of gonadotrophic hormone from the pituitary o 
normal females treated with estrogen. There is a significant increase in ovarian 
weights after injection of estrogen; control ovaries 14 mg, treated 22 mg. T is 
increase in weight is due primarily to an increa.se in interstitial tissue. Progeste- 
rone given together with the estrogen prevents the loss of pituitary potency an 
also the increase in ovarian weight which is produced by estrogen alone. 

When rats are ovariectomized a day or two before estrogen is given, there is a 
comparable increase in pituitary weight but there is n,o demonstrable loss m 
gonadotrophic potency. The results indicate that the presence of the ovary 
facilitates the action of estrogen in the pituitary. Furthermore, the factor in e 
ovary is neither estrogen nor progestin. 

fWhile there has been some evidence to suggest that moderate dosage of 
actually stimulate the pituitary gonadotrophic function, the weight of availa e evi 
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MENSTRUAL DISORDERS 
C. G. Saraita 

J. Indian M. A., 16: 108-111, 1946 

The author revieT.-s the present day concepts of the physiology of the menstrua! 
cycle. It is noted that the theories that menstruation and bleeding are due to 
(1) ■withdrawal of estrogen, or (2) withdrawal of progesterone, or (3) some change 
in the proportions of the 2, are all inadequate. Also, the exact relationship 
between the suprarenal and th5Toid glands and the normal menstrua! cj'cle is 
not kno'wn. Zondek and other workers have postulated the existence of an 
endometrial factor in producing menstrual bleeding. 

Amenorrhea is a symptom due to many causes which the author briefly dis- 
cusses. In cases of secondary amenorrhea one must rule out pregnancy, lactation 
and menopause. Pathological amenorrhea may be caused b}' acute infections,- 
prolonged suppuration, anemias, pulmonar3’' tuberculosis or physical or mental 
shocks. Amenorrhea ma5' be of pituitari*, ovarian or uterine origin. The treat- 
ment of amenorrhea may consist of estrogen 5 mgm. t wice a week intramuscularly 
for 2 weeks, followed by progesterone 5 mgm. twice a week for the next 2 weeks. 
Occasionally menstrual rhjdhm may be re-established following this treatment. 

The author discuascs dj^smenorrhea and its treatment, emphasizing the impor- 
tance of mental and bodily fitness, diet, exercise and attention to the psychoneu- 
rotic factor. If the uterus is underdeveloped, estrogen and progesterone therapy 
is suggested. Testosterone has 3delded more gi-atif3dng results than progesterone. 
Dilatation of the cervix will cure 60 to 70 per cent of cases. In a very small 
number of cases, presacral s3 mpathcctom3' is justified. 

The author believes that backache in women is caused, in the majority of cases, 
by faulty posture, or saci'oiliac strain, or neiu-osis. The g3Tiecological lesions 
which do cause bachache, such as endometriosis, also present other s3’mptoms 
which in themselves call for treatment. 

In cases of dysfunctional uterine bleeding one must first rule out constitutional 
causes such as piupura, local organic lesions such as fibroids or carcinoma, and 
complications of pregnancy such as abortions. In puberty cases of d3'sfunctional 
uterine bleeding, hormonal treatment has advantages over such forms of treat- 
ment as operation and cmettage. In all cases e.xcept puberty cases curettage 
should be done to exclude submucous fibroid, mucous pol3T)us or fundal malig- 
i^ncy. This procedure suffices as a temporary measure in man3' cases. Intra- 
uterine application of radium may be used in younger women to produce tempo- 
rary amenorrhea. Hysterectom3' may be necessary, especially in women over 
40 3'ear5 of age. 

In cormection ■with the treatment of menopausal S5TOptoms, the author refers 
to 2 points: 

.(1) It is best to give large doses of estrogens first and, ■nffien the S3'mptoms have 
een controlled, to diminish the dose gi'adualty. 



THE MENSTRUAL CYCLE 


PHASES OF THE MENSTRUAL CYCLE IN THE MACAQUE MONKEY 

G. W. Bartelmez, G. W, Corner and C. G. Hartman 
Anat. Rec., 94: 512, 1946 


One hundred and ninety-seven cases were arranged in groups on the basis of 
observed menstrual periods, the study of both ovaries or in cases of early preg- 
nancies, the age of the embryos; sometimes the day of o\ailation was known. 
The histologic characters of the endometrium common to the majority of each 
group were taken as distinctive of the particular group and used to reconstruct 
the sequence of events in the endometrial cycle. This procedure introduces some 
objectivity in contrast to the seriations of human material in which subjective 
factors play a greater role. 

The follicular phase (I) begins when activity is initiated postmenstrually, and 
ends after the vascularization of the corpus luteum has begun. During this 
phase there is a reorganization of two-thirds or more of the endometrium, mitotic 
activity is prominent, glycogen and a mucoid are produced by the epithelial cells. 
The lutein phase (II) is characterized by an increased rate of secretion with reten- 
tion of secretion in the glands, by the accumulation of oedema fluid^ and the gra ■ 
ual reduction in the number of mitoses. Evidences of regression mar ' t e 
ischaemic phase (IV) . This is followed by the extravasation and bleeding of the 
menstrual phase (V). There is a brief phase of postmenstrual repair (VI). 
duration of the various phases appears to be as variable as that of the eye e as a 
whole. 


(This contribution by the three leading students of the reproductive cycle ' 

presents a complete and authoritative summary of the subject, and, so far as we noa , 
description of the monkey cycle would apply also to the human. I note that t ey c 
that the follicular phase does not end until the vascularization of the corpus luteum, 
placing the earliest stage of the corpus, that of hyperemia or „ jgid 

follicular phase. In this respect their division of phases differs froin t la iig 
out for the human cycle by Robert Meyer. • From the standpoint u’g does 

the authors is certainl}'- the more natural one, as the physiological e 
Tot Sin until its vascularization is under way. The earliest stage of the corpus is ajery 
short one, so that the time difference in the two plans of classification is no gr • ^ 

poSofi^terest isthattheauthorsofthis paper find thatglycogenanda^^^^^^^^^ 
fn the follicular phase, though their production is Uy increa d ^ ™ ^ jgof 
to which many have thought that secretory activity is entirely limited. T ^ 
great importance to those of us who try to distinguish between 

Smetria obtained by biopsy. As a rule the distinction ,s e-y ^ Zi l mi be 
rounds w'hen the endometrium is obtained shortly before m , There 

difficult when the tissue examined is obtained at or ^ ^-hieh many 

is evidence, which this paper apparently «“PP7*®- ® Z produced by estrogen 

consider valid evidence of secretory or progesterone activity may pro 

alone (Hisaw).— Ed.) 
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tropic hormones and, rarely, ovarian masculinizing tumors. Simple obesity may 
gradually bring about cessation of the menses. Both hypothjToid and hyperthy- 
roid states may result in the absence of the menses. Undernourishment and 
simple psychic disturbances are causes of amenorrhea and often are found in 
combination. Adrenal cortical tumors and hj'perplasia often result in ovarian 
disorders, principally amenorrhea. E.\-amination of the urinary ketosteroids 
often aids in the diagnosis of adrenal cortex activity. 

The causes of abnormal h5rpomenorrhea are essentially those for amenorrhea 
and this should be considered, therefore, as a phase in the development of 
amenorrhea. Oligomenorrhea, signifjdng infrequent menstruation, may be con- 
sistent with normal ovarian function or it may be a phase in the development of 
amenorrhea. 

The author discusses the numerous procedures and methods important in the 
diagnosis of amenorrhea. A thorough historj'^ and physical examination should 
be obtained. In addition to routine laboratory studies of the blood and urine, a 
number of other tests are important. The x-raj- must ascertain the bone age of 
the indiridual. Endometrial studies are far more important than practically 
any other test for ovarian function. Vaginal smears are a fairly reliable index of 
ovarian function in the hands of experienced workers. Hojmonal assaj’s are not 
of great practical value but the most important practical assay is that of the 
gonadotropic hormone. Where pregnandiol is found, one may assume fairly 
safel}’- that a corpus luteum is functioning. 

In the treatment of the amenonhea, psj’chogenic amenorrhea usually responds 
very well to psychotherapy. Before treating other tj-pes of amenorrhea it is 
essential to restore the nutritional condition of the patient to normal. In cases 
where obesity is associated with amenorrhea the patient should be placed on a 
reducing diet. 

Estrogen therapy is the mainstay in the treatment of amenoirhea. In the 
hypohormonal states, a sufficient amount of estrogen therapy will induce uterine 
bleeding. In hyperhormonal amenorrhea, if anatomical lesions such as cysts, 
tumors, etc., are the cause of this state, they should be treated in the appropriate 
manner. Some authors have experienced satisfactorj'- results in various types of 
amenorrhea by the use of x-ray to the pituitary gland or to the ovaries. 


(While offering nothing new, this paper presents a rather satisfactorj' review of the 
quantitative menstrual deficiencies. W^hile our knowledge of the endocrine mechanism 
IS still very incomplete, we are even more inadequate in our methods of treatment when the 
latter is indicated, as it so often is in those frequent cases in which sterility is an accompany- 
mg feature of the amenorrhea. — ^Ed.) 
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(2) All s 3 Tnptoms occurring at the menopause are not necessarily due to the 
menopause and a thorough examination should precede the treatment of supposed 
menopausal S 3 TOptoms. 

(Wliile the existence of a positive bleeding factor has been suggested by Zondek and 
others to explain the bleeding of menstruation, there is as yet no proof of this. Hartman, 
who had e.xpressed such a view even before Zondek, later abandoned it. The late Edgar 
Allen was always a staunch supporter of the estrogen-withdrawal explanation of even 
menstrual bleeding. There is no doubt that estrogen withdrawal in itself can precipitate 
uterine bleeding, as many doctors are now demonstrating throughout the country hy giving 
excessive or too long dosage to menopausal patients of stilbestrol and other estrogens, 
with resulting uterine bleeding. 

The weight of evidence indicates, however, that withdrawal of progesterone, rather 
than estrogen, is the important factor in initiating the bleeding of the normal ovulatory 
menstrual cycle. The author presents a satisfactory short review of his subject matter, 
though not all his statements will be accepted. For example, it appears rather optimistic 
to state that dilatation of the cervix will cure CO to 70 per cent of dj'smenorrhea cases. 
Intrauterine radium should certainly not be used for functional bleeding in young women 
unless other more conservative measures fail to help. Again, hysterectomy in women over 
40 is not usually indicated unless there is some other reason for opening the abdomen, since 
x-ray induction of the menopause is so uniformly successful. — Ed.) 


MEN'Sl'RUAL DYSFUNCTIONS; AMENORRHEA, 
OLIGOMENORRHEA, AND HYPOMENORRHEA 


S. Charles Freed 
Wrat. J. Slug., 64: 1-9, 1940 

Amenorrhea, signifying the absence of menstrual flow, raa\' be tliviticd into 2 
main t 3 'pes — physiologic and nonphysiologic. Ph 3 'sioIogic amenorrhea is that 
which occurs before puberty, during pregnancy and lactation and in the post- 
menopausal 3 '-ears. 

Nonphysiologic amenorrhea may be tda.ssified a.s h3’perhormonal amenoii lea 
and hypohormonal amenorrhea. Per.sistently elevated blood levels of estrogen 
which do not drop past the bleeeiing threshold prevent uterine bleeding and resu 
in hyperhormonal araenoiTlieti. Numerous small ovarian cysts containing ac we 
follicular cells or a granulosa cell tumor ma3' secrete sufficient estrogen to mam 
tain the level above that of the bleeding tlu'cshold. Corpus luteum cys s, a 
deficiency of the Vitamin H comple.x and cirrhosis or hepatitis will often resu 

in amenorrhea. ^Unitarv 

In considering hypohormonal amenorrhea, disoiileis ol the anterioi p 

which result in an inadequate secretion of gonadotropic liormone and t e ’ 
therefore, to stimulate the secretion of e.strogeu, may result in amcnon 
Ovarian causes include a .subnormal amount of estrogenic ovarian secre , 

pletc absence of the ovary, lack of response of the ovarian tissue to the g 
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one knows the exact association pathways involved. This general statement would prob- 
ably not provoke much debate, but not many will feel that Sher has any worthwhile evi- 
dence to justify his hypothesis as to the mechanism involved. — ^Ed.) 


. STUDIES ON HIGH DOSAGE PROGESTERONE THERAPY 
OF AMENORRHEA 

A. E. Rakoff 

Am, J. Obst. & Gynec., 61: 480-491, 1946 

The author presents the results in a total of 51 amenorrheic patients who were 
treated udth high dosage progesterone with or without additional estrogen. 
Seven of the patients had primary amenorrhea; the remaining 44 patients had 
secondary amenorrhea. In 25 cases the amenorrhea was of more than 2 years’ 
duration. From the endocrine standpoint, 18 of the patients had gonadotropic 
deficiencies; 28 of the patients had a primary' ovarian deficiency. Four patients 
were believed to have an adrenogenital syndrome, and one patient had a primary 
uterine defect. 

In the 25 patients uith amenorrhea of more than 2 years’ duration, only 5, or ' 
25 per cent, responded with bleeding to progesterone alone, whereas 24, or 92 
per cent, of the 26 patients with amenorrhea of lesser duration bled. 

None of the 7 patients with primary amenorrhea had bleeding after 60 mg. of 
progesterone, w'hile 5 of the 6 who were given progesterone after estrogen pr imin g 
had induced bleeding. Only one spontaneous bleeding occurred after with- 
drawal therapy. The patient w'ho failed to respond at all had an endometrial 
defect. 

Of the 44 patients with .secondary amenorrhea, 29, or 66 per cent, responded to 
progesterone alcce. Many of these had subsequent spontaneous bleedings, and 
5 became pregnant. The remaining 15 patients had induced bleeding with pro- 
gesterone after estrogen priming. A smaller percentage of these patients had 
subsequent cycles and only one became pregnant. 

The patients with a gonadotropic deficiency and those with a primary ovarian 
deficiency responded approximately equally well so far as induction of bleeding ‘ 
was concerned. In both of these groups there, was a tendency for the hormonal 
status to improve immediately following treatment as indicated by increased 
gonadotropic production in the first group and better ovarian response (increased 
estrogens and improved endometrium) in the second group. 

Foim patients with secondary amenorrhea due to adrenogcnitJil syndrome re- 
sponded with bleeding to progesterone therapy alone, even if the amenorrhea was 
of long duration. The endocrine status of these patients did not improve. 

Eight, or 27 per cent, of the 30 married women became pregnant following 
therapy. 

An additional group of 18 patients with delayed menstruation or recent 
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CAUSES OF DELAYED MENSTRUATION AND ITS TREATMENT- AN 
INVESTIGATION IN THE WOMEN’S AUXILIARY AIR FORCE 


N. Sher- 


Brit. M. J., 1: 347-3i9, 1946 


The incidence of delayed menstruation among 2312 airwomen was calculated 
by the author. The total number of cases of amenorrhea in this series was 139. 
It was found that sedentary workers were mainly affected. The duration of tbe 
amenorrhea varied from one to 7 months, 44.64 per cent of the women having had 
a delay of 3 months and only 2.15 per cent having had a delay of 7 months. 

The diets of the Royal Air Force stations were examined in order to investigate 
Teebken's contention that a deficiency in protein is one of the most important 
factors in the production of delayed menstruation. This theory was disproved, 
as it was found that the quantity of protein in the diet was sufficient for an air- 
woman of average weight. 

Carbaminocholine chloride was administered to 8 patients with the result that 
7 of these menstruated. One patient bled with placebo therapy alone. 

In an effort to explain the cessation of the bleeding phase of the menstrual cycle 
in a healthy young woman, resulting from a sudden change in environment, the 
author postulates an interesting hypothesis which, if not yet valid, is at least 
in accord with fact. The following experimental evidence is presented: 

(1) The hypothalamus probably governs our emotional response to external 
environment, that response being expressed through the hypothalamic-sympa- 
thetic and parasympathetic nervous system connections. 

(2) Hypothalamic stimulation produces autonomic discharge, the final effect 
being dependent on the preponderance of the sympathetic or parasympathetic 
nerve fibers. 

(3) The injection of estrone in ovariectomized animals causes a hyperemia of 
the uterus and an increase in its acetylcholine content. Bleeding may depend on 
the presence of the latter. 

(4) Luteinizing hormone is released from the anterior hypophysis by an acetyl- 
choline-like substance, liberated by the hypothalamus. 

On the basis of these facts, it is concluded that environmental stress or psychic 
trauma, no matter what its origin, will activate the hypothalamus to produce 
adrenalin and acetylcholine. Should the sympathetic fibers predominate, how- 
ever; then a relative deficiency of acetylcholine will be present and thus bleeding 
will be suppressed, owing to either: (a) a local deficiency of acetylcholine in the 
uterus, or (b) absence of luteal hormone and consequently of corpora lutea. 


(There is much reason to believe that, of all the endocrine glands, it is the pituitary 
through which environmental and psychic factors affect the reproductive cycle, as t ey 
undoubtedly do in some cases. The amenorrhea produced by change of climate, or^ y 
such factors as intense apprehensiveness as to the existence of pregnancy or intense taoe'”® 
for the latter, are good examples. It seems highly probable that the liason between 
higher centers, as w-ell as with the hypothalamus, is by way of the pituitary, althoug 
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strength of the spasm which is caused by the stimulus; and (3) the strength of the 
pain sensation which is caused by the spasm. This accounts for the great variety 
of “menstrual conditions” in adolescents. 

In regard to willpower, the factors to be considered in dysmenorrhea are hor- 
monal chemistrj% spasms and sensation of pain. The influence of will upon hor- 
monal chemistry can be disregarded in this connection. However, the influence 
of will upon spasms is a very different matter. It is well known that an excited 
state of mind, which pays anxious attention to the disturbance, increases spasms. 
A calm state of mind or a diverted mind decreases spasms or keeps them at a 
minimum. Yet the spasm and the pain are not identical in strength. The 
spasm comes from the abdominal cavity; the pain comes about in the brain. All 
pain is felt by cooperation of thalamus and cortex. Willpower may try to dis- 
regard the disturbance in the thalamus and to forget about the pain. 

In physical education and sports, it conforms with the best medical rules to 
minimize the significance of menstruation, of dysmenorrhoic discomfoit and, in 
most cases, of dysmenorrheic pain. However, it should not be forgotten that 
there are very great individual differences in the menstrual condition and in the 
strength of pain. 

The treatment of secondary dysmenorrhea belongs to the physician exclusively. 
Therapy for primary dysmenorrhea has the choice of hormonal treatment, anti- 
spasmodics, analgesics and psychological treatment. The psychological treat- 
ment plays by far the greatest role in the routine of schools, colleges and other 
organizations which deal with large numbers of young women. 

The basic problem in physical education is the question: Is physical exercise 
liable to harm the pelvic health of a girl? The author answers that physical 
exercise docs not cause pelvic damage in young women, nor does it cause condi- 
tions for later dysmenorrhea. Another question concerns the role of physical 
exercise in the prevention and cure of dysmenorrhea. The physician knows the 
value of the physical and psychological strengthening, which are the objectives 
of physical education, in combatting dysmenorrhea. However, he does not be- 
lieve that one single method can prevent or cure dysmenorrhea. 

At one time, girls were excluded from physical education during menstruation. 
How the tendency is developing from as little routine excuse as possible to no 
routme excuse at all. From the medical point of view, the former attitude was 
sounder in many respects. Surgery is not performed during a menstrual period 
if the case is not urgent. The physician does not understand why sports and 
physical education should take chances with a physical complication that medi- 
cme is eager to dodge. The sports leader, as well as the physician, should be 
aware of the value of psj-chological conditioning but also of the enormous com- 
plexity of d3'Bmenorrhea, 

(The author states that the available methods of therapy for primary dysmenorrhea are 

ormone treatment, antispasmodics, analgesics and psychological treatment, but as re- 
gards their probable relative value the order could be reversed. Certainly the physician 
who at once begins to think about hormones is apt to be a poor doctor, and to have few 
Euccesses. In no other gynecological disorder is it so important to treat the patient — the 
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amenorrhea who were suspected of pregnancy were treated with 40 to 60 mg. of 
progesterone, 20 mg. on 2 or 3 successive days. As checked by the Friedman test, 
bleeding failed to occur if pregnancy was present, whereas in all but one instance 
bleeding was induced in the non-pregnant patients. 

(While the publication of Zondek'a original paper on the induction of bleeding in amen- 
orrhea by means of progesterone alone or progesterone with preliminary estrogen excited 
a good deal of interest, the method does not seem to have established itself as of any im- 
pressive value in the treatment of amenorrhea. If one may judge from the literature, it 
frequently fails to induee bleeding, and far more often is not followed by spontaneous 
menstrual cycles. As with all other methods of therapy, the successes with primary amen- 
orrhea are far fewer than with the secondary variety, and this is borne out in Eakoff’s 
report. When menstruation is apparently re-established by organotherapy in secondary 
amenorrhea of ypunger patients, one must be cautious in ascribing the results to the treat- 
ment, since spontaneous re-establishment of the function occurs so frequently. — -Ed.) 


DYSMENORRHEA AND PHYSICAL EDUCATION 

h’RANZ SCHUCK 

Arch. Pediat., 63; 8-22, 1946 


This paper deals with dysmenorrheic disturbances of adolescents and young 
adults and with their handling in physical education. Physical education and 
sports need a basis for their everyday actions and this basis .should conform Avith 
the concepts of modern medicine. 

Cases of “secondary”- dysmenorrhea, caused by some pathological lesion, are 
few if compared with the number of students who suffer from dysmenorrhea. 
HoAvever, the physical educator must constantly be aware of their existence. It 
may be stated that physical education and sports are mainly confronted with the 
problem of “primary” dysmenorrhea, in which there is no traceable lesion in the 
pelvic organs. 

Until recently, the collective term “nervousness” xvas used in the medical diag- 
nosis of dysmenorrhea. This' precept still exists in the attitude of physical educa- 
tion toward dysmenorrhea. What was formerly called “nervousness” is often a 
true imbalance of the organic autonomic (sympathetic) nerve system. This.may 
first lead to disturbed function, but later to tangible, structural damage in the 
machine. In the uterus, the structural damage is usually minor and negligible, 
but the/unchonai damage may be the cause of serious pain. It is further note 
that in the dysmenorrheic young girl, a chemical stimulus for pain is provided by 
the unbalanced chemistry of her maturing hormonal system. However, t e 
strength of her reaction depends not only on the stimulus but also on her physical 


°°^^dysmenorrheic disturbance, the inherited physical coMtitution influences 3 
factors: (1) the hormonal function and thereby the chemical stimulus; (2) e 
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. The author speculates ou the modus operandi of the relief of menstrual pain 
with curare. The drug may improve the circulation to the uterine muscles by 
its relaxing action on all skeletal musculature. Bickers believes that the pain of 
dysmenorrhea is comparable with that of angina pectoris and other painful 
muscular contractions caused by insufficient oxygenation of the contracting 
muscles. 

(The old South American arrow poison seems to be coming into its own in the field of 
therapeutics. It enjoys rather wide vogue as a rela.vant during anesthesia, and now it is 
suggested for dysmenorrhea. The disadvantages enumerated by the author herself seem 
real, especially that the drug must be given parenterally. I somehow feel no particular 
Urge to try this method of treatment. — Ed.) 


MENSTRUAL DYSFUNCTIONS; ABNORMAL UTERINE BLEEDING 

S. Charles Freed 
West. J. Surg., 64: 45-49, 1946 

Abnormal uterine bleeding, like amenorrhea, may be a sign of systemic disease, 
endocrine disorder, or the result of ovarian dysfunction. 

Menorrhagia: This occurs cyclically as in normal menstrual bleeding, except 
that the flow is profuse and often prolonged. The cause is often obscure, al- 
though one must not overlook a. bleeding d3'scrasia with a faulty clotting mechan- 
ism. Hypothyroidism often results in excessive menstrual flow and ps3'chic fac- 
tors may also play a causative part. The fact that curettage alone often corrects 
the condition suggests at times that the endometrium is refractory to the action 
of progesterone. 

Treatment may be accomplished by a number of technics. Curettage is some- 
times effective. Estrogens administered in fairl3'’ large doses before the onset 
of mmlation may suppress or decrease the flow. Androgen therap3'' has been most 
helpful, especially -where it is essential to stop the bleeding to prevent exsanguina- 
tion. The danger of virilism when administering androgen therapy"- exists if the 
dosage exceeds 400 mg. per month. Naturally, thyroid substance is indicated 
where there is a thyroid deficiency. 

Pclymenorrhea: This term refers to the occurrence of menstruation at intervals 
of 20 day's or less. The condition has been claimed to result from an early regi-es- 
sion of the corpus luteum, so that its life is decreased from 14 days to about 7. 
It may also occur in disturbances such as under-nutrition, psychic disorders and 
infectious diseases. Treatment is not lugent but estrogens may be used in doses 
of 2 to one mg. per day, which will restore a normal period, especially in older 
Women. 

Intermenstnwl bleeding: This often occurs at the time of ovulation and may be 
associated with mittleschmerz. When the bleeding is scanty, it may be due to 
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whole patient, body and mind — as in dysmenorrhea. The author very properly empha- 
eizes not only the harmlessness but the actual value of physical exercise, not only for its 
actual physical benefits, but because it is likely to develop a healthier psycholoeisal 
attitude. 

These comments should not be construed as meaning that the cause of primary dys- 
menorrhea is always psychogenic, a viewpoint urged by some gynecologists, but not sub- 
scribed to by me. However, in a condition so obviously subjective as dysmenorrhea, the 
psychological factor is quite sure to intertwine itself quite inseparably, so that it should 
never be overlooked. As to the actual cause of the menstrual pain in so many thousands 
of anatomically normal girls and young women, we are still in the dark, and it is probable 
that the mechanism is a protean one. It would be hard for the author of this paper to prove 
that in this disorder "a chemical stimulus for pain is provided by the unbalanced chemistry 
of her maturing hormonal system.'’ The endocrine vogue in the treatment of dysmen- 
orrhea had its inception when it was found that the two ovarian hormones play an impor- 
tant rfile in the contractility of the uterine musculature, but many years of laboratory in- 
vestigation have not yet brought about a consensus as to the exact nature of this hormonal 
control, certainly in so far as progesterone is concerned. 

Nor can it be concluded that heightened and colicky muscular contractility is the cause 
of the menstrual pain, though moat of our methods of treatment are directed by this assump- 
tion. It is possible that vascular rather than muscular wall spasm is the important factor, 
but this likewise cannot be proved. Fortunately, most cases of dysmenorrhea are of 
moderate degree and the sensible plan of treatment, in addition to reassurance, education, 
psychotherapy and general measures, including e.xercise, is the administration of the few 
doses of simple analgesics required to make the patient's lot tolerable. If the pain lasts 
only a day or so, as is so commonly the case, this simple plan is preferable to long courses 
of “shots” which are likely to keep the patient’s mind centered on her trouble. For the 
very severe cases, involving severe pain for many days, more active measures, even includ- 
ing presacral sympathectomy, may be necessary. But a properly conservative gynecolo- 
gist will find this necessary in only a small proportion of the dysmenorrhea cases which 
he sees. — Ed.) 


USE OF CURARE TO RELIEVE DYSMENORRHEA 


Florence Johnston 

Am. J. Obst. & Gynec., 61: 569-570, 1946 

The author reports the results obtained with the administration of curare to 
relieve dysmenorrhea in a total of 49 women in 73 menstrual periods. Good 
results were obtained in 50 per cent of the cases; by good results is meant that t e 
patients were able to return to work within 20 to 30 minutes and to continue their 
normal activities with little or no discomfort. Another group had temporary or 
partial reUef of pain and about one-third of the patients had no relief or such short 

relief as to make the use of curare impractical. 

The necessity for parenteral administration of curare limits its usefulness. 
Within one minute after intravenous injection of curare the patient experiences 
heaviness of the eyelids and often diplopia, or fuzzy vision. These effects p^s 
in 5 to 10 minutes. The relief is e.xperienced within 2 to 15 minutes after 
iutravenous injection of 50 to 100 mg. of curare. 
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nate signify ovarian failure rvith varying degrees of rapidity. The typical climac- 
teric changes may be separated roughly into 2 categories: organic changes in the 
tissues, and functional disturbances which include the psychic and circulatory 
disturbances. 

Organic changes: These changes are manifested over the entire body but are 
most marked in those organs which respond to the greatest degree to the stimulus 
of the ovarian hormones. Also, changes are noted in other endocrine glands 
which bear a reciprocal relationship to the ovaries. The anterior hypophysis is 
altered in function, its cells indicating that the gonadotropic secreting cells 
become hyperactive. "RTiether the thyroid gland is altered during the climac- 
teric has been speculated, since the symptoms of the patient in the climacteric 
often simulate those of the thjTotoxic individual. B}' administering therapeutic 
doses of estrogen a differential diagnosis may be obtained with dramatic relief of 
the typical menopausal symptoms, thus ruling out thyrotoxicosis. 

There may be a functional disturbance of the adrenal corte.\' due to the imbal- 
ance between the estrogen of the ovary and the androgen of the adrenal cortex. 
There is a relatively high incidence of carbohydrate metabolism disturbances 
during the clirnacteric which may be of adrenal origin. 

It is possible that the development of diabetes, arthritis or obesity during the 
menopause is not the result of a direct relationship between the ovarian failure 
and these organ changes, but that the menopause predisposes to the development 
of these conditions, primarily through intensifying certain underlying tendencies. 

The most marked changes are those which involve the regression in the acces- 
sory sex organs, namely, the breasts, uterus and vagina. The breasts undergo 
atrophy as well as the uterus, and even certain pathological structures of the 
uterus such as fibroids and myomas may regress. However, some women show 
a fairly well developed endometrium and some a certain degree of hyperplasia. 
In most cases there is a marked atrophy of the lining of the vagina which can 
readily be seen in the vaginal smear. However, in a considerable number of 
women a fairly well developed mucosa is seen, making the use of the va^nal 
smear unreliable in certain cases. 

Changes in the cardiovascular system may result in typical hot and cold flushes, 
palpitation and headache. Changes in the electrocardiogram can be reversed 
upon substitution therapy. If the cardiovascular symptoms persist for a long 
time without treatment permanent damage to the heart and blood vessels may 
develop. 

Functional changes: Menopausal patients may become nervous, irritable, 
emotionally unstable, and tensions of all ts^ies may arise. The extreme degree 
of psj'chic disturbances occurring at this time is so-called involutional melan- 
cholia. In the treatment of these psychosomatic disorders, probably one of the 
first steps is the restoration of the proper threshold level by adequate estrogen 
Buhstitution therapy. 

Treatment: The 3 main agents used in treatment are general medical therapy, 
psychotherapy and hormonotherapy and the 3 are intertwined and inseparable. 
In medical treatment sedation with barbiturates is often adequate. Hyperten- 
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either of 2 factors; (1) Ovulation may result in the rupture of some peri-follicular 
capillaries with the leakage of a small amount of blood down the tubes. (2) It 
may result from engorgement of the uterus with an ooang of blood through the 
endometrium. More profuse bleeding must be considered due to a different 
mechanism. It is not unlikely that the dip of the estrogen level following the 
peak at ovulation goes past the bleeding threshold, so that bleeding of the endo- 
metrium resembles that of a menstrual flow. In practically all cases small doses 
of most estrogens by mouth or injection for 2 or 3 weeks. will eliminate the inter- 
menstrual flow. 

Metrorrhagia: Prolonged bleeding from the uterus is one of the most trouble- 
some of ovarian dysfunctions. There is a greater incidence of hyperplasia in such 
cases and the condition is encountered more commonly in older women and in 
those who have had children. The causes may be associated with certain sys- 
temic disorders or involving other glands. Malnutrition and a decreased vitamin 
B intake may induce such changes. Certain tumors of the ovary in which 
hyperplasia is found, such as granulosa cell tumor, may be responsible. Insuffi- 
cient contraction of the muscles of the uterine wall upon the spiral arteries may 
result in continuous bleeding. Uterine biopsy is essential for diagnosis and 
vaginal smears may be useful. 

In the younger groups, spontaneous correction may occur in about 50 per cent 
of the cases.- When there is extensive hemorrhage, calcium, ergot, posterior 
pituitary and snake venom may help in the immediate control of the bleeding. 
Thyroid and vitamin B administration may prove dramatic in cases of deficiency 
of these substances. Endocrine therapy is of great value with estrogen therapy 
the treatment of choice. Androgen therapy should be reserved for a younger 
patient when there is hesitation to administer large amounts of estrogen. 

(This is a brief review of the various forms of abnormal functional bleeding, with sug- 
gestions as to some of the innumerable plans of treatment. Others could have been men- . 
tioned by the author. For functional menorrhagia, large doses of estrogen, usually in some 
such oral form as diethylstilbestrol, often bring about rather prompt temporary relief, so 
that they may obviate the necessity of curettage. As for testosterone, the mention o 
which makes some endocrinologists froth at the mouth, I agree that it is often justified an 
beneficial, though I would put the upper safe limit at 200 rather than 400 mg. monthly, m 
BO far as virilism symptoms are concerned. For lengthening the cycle, in the occasions 
cases of polymenorrhea in which this might seem desirable, I have found progesterone 
more helpful than estrogen.— Ed.} 


MENSTRUAL DYSFUNCTIONS; THE CLIMACTERIC 

S. Charles Freed 
West. J. Surg., 64: 103-109, 1946 

The objective features of the climacteric are chiefly those of alterations in 
uterine bleeding. All of the different patterns in which the menses may termi- 
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necrosin-Iike extracts into intraocular endometrial transplants causes a 4-hcur 
constriction of the basal part of the coiled arteries. It is therefore probable that 
the vasoconstriction which begins 4 to 24 hours before the onset of bleeding, and 
persists throughout it, is controlled bj- a necrosin-like substance. Variations in 
the concentration of this substance are probably responsible for the relaxation of 
the individual coiled arteries before and during individual hemorrhages; also, for 
the subsequent constriction of the appropriate coiled arteries and the consequent 
termination of hemorrhage from them. 

(It will be recalled that it was Markee who demonstrated the important rflle of the 
endometrial vessels, especial!}' the spiral arterioles, in the mechanism of the menstrual 
cycle, certainly one of the most outstanding contributions in this field. In this paper he 
is concerned especially with the part which may be played by the necrosin-like substance 
which he describes in the mechanism of menstrual bleeding. While there is still much to 
learn about the subject, more and more investigators appear to be stressing the importance 
of some toxic protein substance as an immediate factor in the cause of menstrual 
bleeding. — Ed.) 


DELAYED OWLATION IN THE MACAQUE MONKEY 

I. Rossman and G. W. Bartelmez 
Anat. Rec., 94: 411, 1946 

Ovulation in the macaque usually occurs sometime between the end of the first 
and the begiiming of the third week after the onset of the last menstrual period. 
In a colony of 30 normal mature animals four cases of "delayed” ovulation were 
observed in the course of a breeding season during which frequent rectal palpa- 
tions were made by Hartman’s method. Normal ovulation was detected on the 
29th, 29th to 30th,. 30th and 36th to 37th days, respectively, after menstruation. 
The findings indicate unusually long periods of inactivity postmenstrually. 
Histologic study of uterus and both ovaries in each case verified the palpation 
data. Only histologic evidence of such delay was available in five additional 
cases culled from the Hartman, Corner, VanDyke and Chicago Collections of 
Diacaques. There are reasons for believing that long postmenstrual phases may 
occur m women. They would account for many of the cases that have been cited 
to prove that ovulation may occur at any time during the cycle, even during the 
catamenia itself. 

(Whereas formerly there was much difference of opinion as to whether, in abnormally 
. abnormally short cycles, it is the pre-ovulatory or post-ovulatory phase which is 
thevanable,theevidencenowseemsquite complete thatitis the pre-ovulatory phase which 
w subject to these variations, while the corpus luteum phase is of rather fixed duration. 

he bearing of this fact on such questions as the so-called safe period is obvious, as also 
on the opposite question of optimum time for fertilization in the case of women anxious to 
conceive. Moreover, as the authors point out, such observations as they report of delayed 
ovulation explain the otherwise confusing instances reported of ovulation occurring much 
Mer in the cycle than the accepted ovulation phase. — Ed.) 
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sion and its complications and diabetes require orthodox medical treatment. 
Psychological treatment in the menopause cannot be overestimated; it may 
include assurance,- understanding and the use of powerful suggestion. In severe 
cases a specialized psychotherapy may be required. 

The author discusses the endocrine therapy of the menopause with particular 
reference to the estrogens which are the fundamental endocrine agents in meno- 
pausal relief. Dosage and mode of administration depend upon the individual 
patient, the severity of symptoms and the temperament of the physician. If 
toxic results occur below the therapeutic level of the estrogen dose it is well to 
Abandon oral therapy and resort to injections of the more slowly absorbed estro- 
gens. Other complications such as painful breasts and uterine bleeding may be 
relieved either by' temporary cessation of estrogen therapy or by the administra- 
tion of androgens, such as testosterone propionate. 

(A satisfactory review of an important subject. Many sins of treatment are still com- 
mitted in this field, especially in the too ready resort to estrogen therapy, often for symp- 
toms not genuinely menopausal. The potency of oral stilbestrol therapy has led to indis- 
criminate employment of this drug, with postmenopausal recurrence of bleeding which 
inay be disturbing to both patient and doctor, and there may be concern as to the possibility 
of adenocarcinoma. Much has been written on this subject, but the evil is still widely 
prevalent. Neither this drug nor any other estrogen should be given for long continuous 
periods or in too large dosage, but only when and if the typical vasomotor symptoms ate 
very troublesome. 

The term involutional melancholia is still used rather loosely. Some seem to apply 
to the mild depressive symptoms occasionally seen at the menopause, and in such cases 
estrogen therapy may be helpful as a part of the treatment. More properly the term is 
applied by psychiatrists to a genuine psychopathy of the middle age period, not causally 
related to the menopause, and not likely to be influenced by estrogen therapy, except in 
so far as any associated vasomotor symptoms are concerned. — Ed.) 


THE MORPHOLOGICAL BASIS FOR MENSTRUAL BLEEDING 

J. E. Markeb 

Anat. Rec., 94: 481, 1946 

In the rhesus monkey growth of intraocular endometrial transplants is pre- 
ceded by an increased blood supply of the endometrium. Conversely, endome- 
trial regression is preceded by a decreased blood supply following either comple e 
or partial withdrawal of the ovarian hormones or affront to the nervous system- 
The reduction in blood supply involves both a slowed flow and a relative reduc mn 
in the amount of oxyhemoglobin. The above vascular changes apparei^ y s 
the fluid balance away from the stroma towards the blood stream and thus con 
tribute to regression. The rapid decrease in thickness of the endometrium 
followed by knotting and buckling of the coiled arteries and consequent stasis >n 
them. This stasis apparently causes the premenstrual necrosis and 
necrosis a substance resembling necrosin is probably produced. The injec 
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LEUKOPLAIvIC VULVITIS AND ITS RELATIONSHIP TO THE 
DEVELOPMENT OF CARCINOMA OF THE ^TJLVA 

E. Oakland Herndon, jr. 

J. Bowman Graj' School Med., 4: 35-45, 1946 

Leukoplakic -vulvitis occurs ver>' infrequently and is rarely seen in general 
practice. The incidence of the disease in one series of 96S2 gyecological patients 
was 0.24 per cent. Leukoplakic -vulvitis is a chronic inflammatorj’ process 
characterized by agonizing pruritis of the mlva which becomes unbearable if 
allowed to progress. It is felt by most authors that leukoplakia of the vulva is 
definitely related to ovarian function and is distinctly a disease of the menopausal 
or post-menopausal j’ears. Taussig believes that in some w'omen in these age 
groups a special disturbance of ovarian secretions causes a complete disappear- 
ance of the elastic tissue in the upper layers of the vmlvar skin, leading to greater 
friability and minute breaks of the skin through which bacteria gain entrance, 
with the resulting exudate causing pruritis. The disease is progressive and 
does not tend to regress spontaneously, although there may be periods of 
quiescence. 

The clinical manifestations include intense pruritis and burning after urination. 
Pain on defecation is present if the anal region is involved. A large number of 
cases have a pronounced vaginal discharge and in many cases with kraurosis, 
dj'spareunia is marked. A certain number of patients have joint pains. 

The disease is a definite precursor of cancer of the -vulva in 50 per cent of the 
cases. Over a certain period of time Taussig has seen 40 cases of leukoplakic 
vulvitis without cancer and 39 cases with cancer. Other investigators have 
reported similar findings. Cancer may develop at any of the 3 stages of leuko- 
plakic -vulvitis, but it is most frequent and most malignant when it originates in 
the 2nd stage, that of epithelial hypertrophy. Next to cancer of the uterine 
body -vulvar cancer is the most benign t3q3e found in the female genital organs. 
Approximatelj’- 50 per cent can be prevented and, after they have developed, 
about 60 per cent can be permanently cured. 

Surgical removal of the involved tissue is the onlj" safe, lo^cal and effective 
therapy in alleviating the symptoms and arresting the progress of leukoplakic 
vul-vitis. Vulvectomy is further justified as a proph 3 dactic measure against 
cancer of the -imlva. Postoperatively the patients should be follow'ed closely 
for the possibility of a recurrence of the leukoplakic -vulvitis or recurrence of 
carcinoma if it w-as present at the time of operation. 

Three case reports are presented and discussed bv' the author, 

(The author of this 8atiafactor3' review appears inclined to the endocrine explanation of 
the etiolQg3' of leukoplakia, although the evidence along this line is rather slim, and estro- 
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A TEST FOR DETERMINING THE APPROXIMATE TIME OF 
OVULATION IN WOMEN AND IN MONIffiYS 

E. J. Farris 

Anat. Rec., 94: 460-461, 1946 

A new test for detecting a reaction associated with ovulation was made upon a 
series of women and Macacus rhesus monkeys. The test is based on the observa- 
tion that the urine collected at about ovulation time produces hyperemia of the 
ovaries of an immature rat, when administered to the rat subcutaneously. It is 
postulated that a sequence of positive reactions indicates that ovulation is im- 
pending. The resulting observations in 100 women indicate whether and when 
ovulation is occurring. 

Predictions were confirmed by eighteen pregnancies. Assays of the urine show 
gonadotrophin when the reaction is positive. A 16-mm follicle, as predicted, was 
observed in an ovary in one case at surgery. 

In all of the seven monkeys in which the test was positive, ovulation was con- 
firmed at laparotomy by Dr. George W. Corner. In all four animals in which the 
reactions were absent, laparotomy in one case and bimanual examination in three 
others failed to show ovulation. 

(This test will of course need confirmation, but at the best it woujd not seem as simple 
as other reliable tests of ovulation already available, such as endometrial biopsy or bass 
temperature records. — ^Ed.) 
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necrosis and infection have developed it is easy to see how it might be mistaken for an 
inflammatory lesion. By manj' this form of carcinoma is looked upon as only a variety of 
vulvar carcinoma, as indeed it is, and its treatment is along the same lines. In general, 
and subject to perhaps some individual exceptions, total vulvectomy with excision of not 
only the inguinal but also the deeper pelvic glands surrounding the iliac vessels, would be 
the procedure of choice, followed by postoperation roentgen therapy. — Ed.) 


STUDIES OF THE ORIGIN AND TREATMENT OF RECURRENT 
TRICHOMONAS VAGINITIS 

Edward Allen and Stutvesant Butler 
Am. J. Obst. & Gynec., 51: 387-394, 1946 

Recurrent trichomonas vaginitis remains one of the most difficult therapeutic 
problems in pehde infection. Thus far, little positive evidence has been presented 
as to the manner in which the organism first gains admission to the body, and the 
method of extension to other organs. The authors present a brief rdsured of 
important literature dealing with species differentiation of Trichomonas vaginitis. 
The literature reveals increasing evidence differentiating vaginal arid intestinal 
species of trichomonads. 

In an attempt to rule out the intestinal tract as a possible source of infection 
or reinfection of the vagina with Trichomonas, a series of 39 treatment-resistant 
cases were studied by proctoscopic examination. No trichomonads were found in 
the bowel cultures. 

Certain visual changes were obsenmd in the rectal mucous membrane of a large 
percentage of these patients. These changes were seen in an area on the anterior 
wall approximately 7 cm. above the anus, contiguous to the posterior fornix of 
the vagina. The changes consisted of redness, sivelling, dilated veins, granula- 
tion, or pinpoint ulceration. The authors cannot be sure whether or not there is 
any relationship between the lesions in the rectal mucous membrane and the 
vagina infestation vrith T. vaginalis; however, they occurred vrith such regularity 
m the same area of the rectum as to appear mor e than merely coincidental. 

Six other cases which had positiv'e stool cultures for T. hominis were examined 
vagmally. In no case was T. vaginalis found in the vaginal secretion. One case 
Rath intestinal trichomonads was followed for 10 months, but the vaginal smear 
remained negative. 

The authors have been unable to demonstrate any ascension of the trichomon- 
ads above the external os of the cervix. Immediate examination of surgied 
specimens taken from the uterine canal, tubes, ovaiian cysts, pelvic and ovarian 
abscesses and amniotic fluid of 28 patients udth active Trichomonas vaginitis 
revealed no organisms in direct smear or culture. 

The plan of treatment for this series has consisted mainly of the following 
routine: nightl}' insertion of a tablet of lactobacilli; a morning cleansing douche 
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genic therapy has been notoriously unsuccessful. The general feeling is not that SOper cent 
of leukoplakia cases become malignant, but that in 50 per cent of vulvar carcinomas leuko- 
plakia has been a precursor, which is a little different. If surgical treatment embraces only 
vulvectomy and inguinal adenectomy , as it formerly did, the proportion of permanent cures 
would scarcely exceed 10 per cent or so. The very rich lymphatic drainage of the vulva, 
extending not only to the inguinal but also to the deeper glands of the pelvis along the 
iliac vessels, necessitates far more extensive operations of the Basset type. With such ex- 
tensive surgical procedures a far greater salvage, approximately 50 per cent, has been re- 
ported by Taussig and others. — Ed.) 


CAUCINOMA OF BARTHOLIN’S GLAND 


Lucien a. LeDoux 

New Orleans M. & S. J., 98: 454-456, 1946 

Carcinoma of Bartholin’s gland is a rare occurrence. It grows slowly , is self- 
contained in its early stages and metastasizes very slowly. The etiolop ^.nd age 
incidence are the same as in other f orms of genital malignancy . The histopatho - 
ogy is about equally divided between the squamous cell type and adenocarci- 
noma. Trauma of the indurated vaginal mucosa probably accounts for e 
co-existence of an abscess and a malignant picture. • • j 

All cases of Bartholin cyst and abscess should be carefully scrutimze ^ 
possible malignancy. The treatment consists of a careful dissection and excisio 
of the gland and adjacent tissues with immediate irradiation. 

The author presents a case of a woman, aged 52 years, who was s 
because of a running sore which began about one month prior to " 

swelling of a gland on the right side of the vulva. Examination of the extern 
genitalia revealed xvhat appeared to be a ruptured Bartholin Slaii ^ s 
the right side. A small amount of pus exuded from the opening and 

^^A total excision of the gland was done and the pathological 
the suspicion of malignancy. Even though the tumor appeared self-contam , 
toe operation includS a complete dissection of all fat tissue ^-rou^ 
eland doxvn to the fossa, removal of the affected vaginal tissue an p P 

During her hospital stay radium was applied externally to ^ma- 

' 350 mgm. hours. The pathologic diagnosis was squamous cell ca 

Xu™o.e year late to was s„„>e evidence rf « 

and she fells well and has remained well. 

(Ae the author states, primary earcinonio of “ in’thtearHerefages 

or th. cua. Whe. ..o..a.ry 
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Grossly one may see an excess of white or yellowish discharge between the 
labial folds, acute to subacute redness of the inner aspect of the labia and hy^men 
and brownish excoriation of the perineum. There may be redness and edema of 
the vaginal mucosa with an excess of milky to yellowish leukorrhea and a collec- 
tion of vaginal secretion in the posterior fornix. There may be "flea-bitten-like 
areas’’ on the anterior wall and cervix with lesions around the external os and 
areas that bleed from the slightest mampulation. 

In order to complete the diagnosis, microscopic examination must be made of 
material which is gently scraped from the posterior wall of thecer\ix and vaginal 
walls. Typical clear motile flagellates are obseiw'ed moving among the debris in 
the secretion. In normal saline, at room temperature, the trichomonads multiply 
and live for 4 to 24 hours. 

In the author’s 12 years of studying this condition, many therapeutic measures 
have been used. The most efficient results were obtained in 400 patients with 
Trichomonas vaginalis by the use of fioraquin. Two to 8 tablets were inserted 
in the vagina with a cotton plug at the introitus and the patient inserted one or 
2 tablets twice a day’’ for 12 days with no douching. At the end of 12 day's, the 
patient took a douche containing 10 tablespoons of \inegar twice a day for at 
least 3 months. Most of the patients in this series had an associated cervical 
ectropion. This was treated by' conization (preferable), cauterization or coagula- 
tion followed by a cotton plug in the coned area and a vaginal pack of fioraquin 
tablets and cotton. This pack was removed and a new one inserted twice a 
week for 3 weeks. At the end of 3 weeks, the patient followed the douche regime 
described above. If trichomonas recurred, the patient started vinegar douches 
4 to 6 times a day for one week to destroy' the new infection before it became 
established in the vagina, 2 figures, 

(The author has evidently repeated the rather heroic experiments of Trussell and Plass 
(Am. J.Obst. &Gyneo., 40:853, 1940) of direct inoculation into the vaginas of normal women 
uf trichomonas, with the production of typical trichomonas vaginitis, just as the above 
authors did. The chief difference is that Trussell and Plass employed pure cultures of 
tnehomonas rather than mixed cultures of the parasites and vaginal bacteria, as Karnaky 
4id, From this standpoint, the work of the Iowa investigators seems even more conclusive 
than that of Karnaky in establishing the causative role of the trichomonas itself. The 
treatment recommended, like a great many others, is satisfactorj' as to immediate improve- 
ment in the vaginal condition, but recurrences may occur with this as with other methods. 
Incidentally , a patient who has to take 4 to 6 douches a day is likely to be a busy little woman 
while working for her cure. — E.) 

“LYMPHANGIOMA OF THE VAGINA’’ 

PiETKo Db Nicola {From Bologna, Italy) 

Pathologica, 38: 26-32, 1946 

The writer reports a case of vaginal lymphangioma (although an origin from 
Iho recto-va^nal septum could not be entirely ruled out), other cases of which 



o60 


OBSTETRICAL AND GWECOLOGICAL SURVEY 


consisting of 1 dram of lactic acid to 2 quarts of warm water, followed by the 
instillation of one applicator full of jelty for daytime use. Of 166 patients, 62 
were cured by the use of jeUy and douches alone. The authors believe that the 
addition of lactobacilli tablets will materially increase the number of permanent 
cures. 

In cases of recurrence, an immediate search is begun for secondary foci of in- 
fection. The bladder has been a demonstrable focus in 21 per cent of 234 cases. 
If urinary tract investigation bore no fruit, the male partner was exanuned. In 
several instances, motile trichomonads were found in the prostatic fluid. 2 
figures. 

(While it has been rather generally assumed that the intestine is the probable source of 
infection in trichomonas vaginitis, the present study provides good evidence against this 
theory, so that the problem remains, if anything, more baffling than ever. ^Ed.) 


TRICHOMONIASIS; A TWELVE YEAR STUDY 

Karl John Kabnakt 
West. J. Surg., 64: 61-64, 1946 

This paper deals with the incidence, pathogenicity, diagnosis and treatment of 

Trichomonas vaginalis. . . i. has 

The incidence of trichomonas varies according to the traimng the pbya 
had in looking for them in a fresh, unstained vaginal smear and to the race o 
patient. Others have reported incidences varying from about 13 per ce _ 
66 per cent, the latter incidence being found in a group of prostotes. 
consecutive repeated fresh smears on the same group of about 700 P^n ’ 
author found 23.42 per cent positive by fresh smear, 30.57 per ^o„er 

clinically, 21 per cent diagnosed clinically and also by fresh smear an _ . 

not cMy, but by a fresh smear. The patreuls m the W 

%“he Mthor hi inocuiated vaginas free of Triehomonas vaginalis j 

Juis of bacteria and trichomonads and produced f wS 

Trichomonas vaginalis. Bacterial cultures from No sips or 

were inoculated into a large series of vaginas free of trichomonads. No sip 

symptoms of Trichomonas vaginalis were produced. cprretion 

The relationship of the bacterial flora, vaginal pH, glycogen m ' ^ j 

anfiitheiiunr and Merlein bacihi j” 

Sl”;a rri"::ltre f»nd in vaginas mad. 

“t nil of Trichomonas va^nrdis, one hn^ a 

leukorrfiea which causes a pruritus vulvae with scalding of the externa g 
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variety seems to be the larvae belonging to the Coohliomyia hominivorax or 
americana variety. 

The flies are attracted to the external genitals by the odor secondary to the 
discharge of wounds or lack of cleanliness, especiall^’^ during menstruation, in 
women who expose the genitalia to the insects by not wearing proper under- 
clothes. The flies deposit their eggs in the ■v'ulva, from which grow the lar\me 
responsible for the lesions which they produce by destroying the tissues. Deep 
large ulcerations are thus formed. These are verj' sensitive and present an 
offensive sero-hemorrhagic discharge. Within a short period of time various 
fistulas are produced aside from the initial ulceration, in which the larvae can 
usually be fpund in large numbers. 

The evolution of the disease is very rapid, since the larvae ordinarily leave the 
patient 8 to 10 days later. However, the latter has to seek treatment before this 
happens, because of the severit}’’ of the pain. 

The prognosis is good. TiTiatever form of treatment is used, this should be 
preceded by thorough cleansing and drj-ing of the infected region. 

Case Report: A 44 year old patient with positive Wassermann developed deep 
and extensive ulceration on her right labium majus, where a small w'ound of 
surgical nature had preiiouslj’’ been present. One hundred and sixteen larvae 
were removed form the entire lesion and proved to be of the Cochliomjiahorai- 
nivorax variety. 

^ Treatment was directed against syphilis, with bismuth injections. In addi- 
tion, specific therapy for the myiasis consisted of intravenous injections of mer- 
cury oxycyanuret (Prado Moreira’s method) every other daj', and daily local 
applications of iodoformized ether with xylol (Stabiles’s method). The results 
were very good, and complete healing of the lesions occurred. 

(I am sure that it will surprise most of our American readers that the larvae of the com- 
mon fly can become parasitic in the tissues of the human vulva, and that such extensive 
lesions may be produced. Tte author of this report, a highly trained gynecologist of Sao 
Paulo now in this country, and the author of an excellent monograph on leucoplakia of the 
J^va, tells me that a number of instances of this type of vulvar lan'al infestation have 
been reported in South America.— Ed.) 
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are yet unknown in the literature. This case is included within the group of 
lymphangiomas of the female genital apparatus, i.e., ovaries, tubes, uterus and 
vulva. Attention -is focalized on its macroscopic and microscopic features in 
compaiison with other vaginal lesions; some hypotheses regarding its histogenesis 
are suggested and, finally, the therapeutic problem is brought forth. 

Case report: 42-year-old patient w'ho had seven years ago noticed a growth the 
size of a walnut, asj'mptomatic, situated on the posterior vaginal wall. Three 
j'ears later, after having had severe hemorrhages preceded by a period of amenor- 
rhea, the tumor started growing rapidly. Pelvic examination revealed a left 
ovarian cyst and a large protuberance of the posterior vaginal wall, due to the 
presence of an elongated mass the size of a fist, cameous in consistency, fixed and 
painless. Through rectal exairunation, it seemed that the rectal wall was not 
involved. 

Biopsies showed the tumor to be a lymphangioma of the simple type, according 
to Lecene’s classification. The histologic picture was essentially that of several 
cavities presenting the proper structure of Ij^mphatic vessels and lacunae, 
separated by strands of connective tissue. Within the latter there were numerous 
lumina lined b 3 '- endothelial elements and surrounded b 3 ' delicate elastic filaments. 
In some areas deposits of hemosiderin could be found and, at deeper levels, 
muscle fibers. 63 ’- means of silver impregnation, the supporting tissue wms seen 
to be made up of a delicate reticular network. The patient was treated with 
radium, but the results are not reported. 

(This growth, according to the histological description, appears to have been sgeauino 
lymphangioma, a very rare tumor of the vagina. Since the rectal wall was not involve , 
one wonders why it could not have been e.vcised, which vvould seem to have been a belter 
plan than radiotherapy. Since there %vas apparently considerable endothelial overgrow , 
perhaps the tumor is more properly to be classified as a lymphangioendothelioma, wit a 
least a certain degree of malignancy, — Ed.) 


MYIASIS OF THE VULVA 


OcTAviANO Alves de Lima, Jk. 

Rev. de ginec. e d’obst., 39: no. 2, 1945 

In this paper the writer presents a general review of the literature concerning 
the rare occurrence of myiasis in the vulva, describes its clinical picture an 
presents a case of his owm which he had the opportunity of studying. 

Myiasis refers to the lesions produced in men and mammals as a resu 0 
parasitism of the larvae of flies. They are quite frequent in various parte ^ ^ 
body (ears, nose, etc.), but, on the other hand, their occurrence m the vul 

common ogont of myiasis of the cviw 
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the woman’s, but it is the phj'sician’s responsibility to teach her the correct facts 
about genital health. It is useful to spread information that discharges and 
abnormal bleedings are the first symptoms of cancer of the cerviv, but it is far 
more important to emphasize that the time to detect the disease is before it causes 
symptoms, which is possible only by routine pelvuc examinations. It should also 
be taught that menopause means the cessation of monthly bleeding and that 
discharges and irregular bleeding are neither phy'siologic nor to be tolerated during 
the climacteric. 

Some method must be used to impress upon the patient with the disease the 
fact that her life depends upon obedience to her physician’s instructions and 
adnce. Several patients in this series whose nmlignancj' was diagnosed refused 
to receive treatment. If it is necessary to scare patients to death in order to 
frighten them into life, then that must be done. 'RTiatever is necessary to induce 
them to submit to diagnosis and treatment would be justified; their lives are at 
stake. However, the patient is not likely to be impressed ivith the urgency of 
her disease until physicans begin to comprehend its urgency. It is emphasized 
that all physicians, and not merely gjuiecologists, must share this responsibility. 

In general, it ma}' be said that a woman who is examined yearly from the ages 
of 25 to 35 years, and twice yearly thereafter, has taken adequate prophylactic 
measures against the development of cerrical cancer. Attention to the cervix 
after childbirth w'ould also be helpful. 

The economic and social factors implicit in carcinoma of the cervi.x are dis- 
cussed, and attention is called to the tragic plight of women w'ho are discharged 
from the hospital because treatment is useless and the facilities of the institution 
must be saved for those who can be helped. 

(Conunent has already been made, in the preceding number of the Survey (p. 402), on 
the courage and honesty of the authors in their papers, of which this is the third, devoted to 
a pitiless analysis of the past derelictions and inadequacies of treatment in the large series 
of cases coming under treatment in their clinic. It is quite certain, from the intelligent 
viewpoint of the authors, that the present day management of cases in the same clinic shines 
by contrast. 

I agree with the authors that our greatest hope for improvement in results must be in 
getting an increasing proportion of our cases in the early favorable stages of the disease. 
The authors rightly call attention to the importance of education of women. In spite of all 
the propaganda of the past twenty -five years or so, there are still many women who delay 
because of the entire absence of pain, or because they have the foolish idea that e.vcessive or 
irregular bleeding is natural at the change of life. On the other hand , the skirts of our own 
profession are far from clean. It is particularly tragic to encounter cases in which the 
vioman herself has been alert and intelligent enough to seek periodic examination, or has 
Bought advice because of abnormal bleeding, but has been dismissed by her doctor with a 
perfunctory e.vamination, or no e.vamination at all, and perhaps the advice to go home and 
orget about it. Only the most meticulous e.vamination of the cervix, not only by palpation 
but by minute inspection in the best possible light, can be considered conscientious. .4.nd 

e doctor must train himself to learn the characteristics of very early lesions, and he must 
o ow through relentlessly with biopsy if there is the slightest doubt. For these differ- 
entiations he will usually wish to refer the patient to the gynecologist trained in such tech- 
^^1 procedures, especially since they involve pathological differentiation studies. In 
B group of eases, the patient must be nut to a little trouble, and the doctor must sweat a 
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CARCINOMA OF THE CERVIX; AN ATTEMPTED FOLLOW-UP STUDY 
OF 500 CASES. Ill, THE ROAD TO IMPROVEMENT IN RESULTS 

Petek Graffagnino and Euzabeth M. McFbtridge 
New Orleans M. & S. J., 98: 399-405, 1946 


In 2 preceding papers 'based on an attempted follow-up of 500 cases of carcinoma 
of the cervix certain statistical data were presented and certain therapeuticand 
diagnostic considerations were presented. The most important statistical fact 
was that of the 397 patients whom it was possible to follow-up, 358 are known to 
be dead and 39 are known to be alive for periods varying from 7 to 12 years after 
treatment. The most important therapeutic consideration was that during the 
years of this study the radio-therapeutic facilities of the hospital were utterly 
inadequate, but that the best use was not always made of such facilities as were 
available. The most important diagnostic consideration was that at least 27 
patients who consulted physicians outside the hospital when first symptoms de- 
veloped received egregiously wong adduce, while the hospital staff wns not always 


free from diagnostic errors. 

The purpose of this, the third paper in the series, is to analyze the end-resul 
in these 500 cases from the standpoint of the patient’s responsibility for her owm 
fate, and to consider how it would be possible to improve the results in t s 
disease by the application of certain educational and prophylactic measures. 

The solution of the problem of carcinoma of the cervix is not therapeu lo 
improvement, important as such improvement would be, but rather diagnos ic 
improvement, which does not mean seeing the patient immediately after e 
onset of symptoms. A number of patients in this series appeared at the hospi a 
within 2 or 3 weeks, and sometimes Avithin a few days, after their first symptoms, 
which were usually in the form of hemorrhage, yet some of them had advance , 
incurable stage 4 disease. The idea of constant, continuing attention to 
pelvic organs in the absence of symptoms must be presented to every woman an 


kept before every physician. .„„+nmof 

A vaginal discharge, 'svith or without spotting, is the most frequent sy P 
carcinoma of the cervix and, judging by this series, is also the 
Irregularities of menstruation, particularly at the time of the menopa , 
next in point of frequency. Pain and hemorrhage were .u ^ 

brought the patients most promptly to the hospital and it may be sigm c 
these were the presenting symptoms in 11 of the 39 patients knoivn stiU to 


There must be a different educational approach if the present 
best that can be achieved by the efforts and 

during the past 2 decades. The ultimate responsibility for her oivn fate y 
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In the present study, the authors u-ere unable to show that porphyrins are 
related to malignancy. However, this does not mean that the porph 3 Tin 
hypothesis has been disproved, for the proof of a definite relation to malignancy 
may be a very difficult endeavor. 1 figure. 

(This is a rather difficult paper to read and digest. Perhaps one should not feel too badly 
about this^since the studies reported are of rather negative and hypothetic nature, in spite 
of the rather interesting color reaction described. — Ed.) 


TREATMENT OF CHRONIC CERVICITIS 

lOtRE John ICahnaky 
Clin. Med., 63 : 47-50, 1946 

Cervicitis may be acute or chronic, mild or severe, productive or non-produc- 
tive of leukorrhea. The most common symptom or sign is a thick sticky leukor- 
rhea which does not itch or bum. If the cervicitis is due to Monilia albicans or 
Trichomonas vaginalis, there is a thin itchy leukorrhea. 

In a young girl near puberty, cervicitis is usually due to a previously dormant 
congenital ectropion which, under the influence of estrogen, produces mucus. 
Cervicitis during married life may be due to gonorrhea but is more often due to 
pyogenic microorganisms or an infected laceration of the cerru-v following labor. 
In women past the menopause senile changes. Trichomonas vaginalis and cancer 
cause cervdeitis. 

Acute cerrdcitis clears up spontaneouslj' in 2 to 4 weeks if sulfadiazine is given. 
Chronic cervicitis accounted for 94 per cent of the cervicitis cases seen in the 
author’s clinic. Chronic exocervicitis is usuallj' seen in cases of syphilis, lepto- 
thrix in Monilia, Trichomonas, non-specific and mild gonorrheal infections. 
Chronic exocervicitis (ectropion) is usually seen 6 weeks to 6 months after child- 
birth. Gonorrheal cervicitis first appears as an acute cherry red lesion surround- 
ing the entire external os. After the acute stage subsides the chronic stage is 
formed. Acute endocervicitis usually is associated with acute gonorrheal 
exocervicitis. Chronic endocervicitis usually follows acute gonorrheal 
endocervicitis. 

^''®^^^ent is begun within one to 5 days following the last day of menstruation, 
he vagina and cervix are cleaned with 2 cotton applicators. 

(a) ^cent, simple superficial areas of red ectropion are gently coagulated or 
cauterized over the entire area. 

P^d ectropion with small cysts but without endocervicitis is treated by 
eep ‘w’hole erosion” cauterization or coagulation. 

(c) Old ectropion with chronic endocervicitis is coned out widely, followed by 
lagml packs of floraquin or negatan and cotton. The packing is done twice a 
^eekfor Svveeks. After 3 weeks the patient doucheswith 5 tablespoons ofvinegar 
0 er douche bag, 2 to 3 times a day for one month. 
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bit more over the diagnosis, but the reward is that such patients*have a fine chance for cure. 
There are two old sayings in this connection which are still true, and will always be true; 
(1) The doctor who always has cancer “on the brain” is the one most likely to make early 
diagnoses; and (2) The easier the diagnosis of cancer ^the worse the prognosis.— Ed.) 


STUDIES ON THE RED FLUORESCENT PORPHYRIN DEPOSITS ON 
VAGINA AND CERVIX; A POSSIBLE AID IN THE DETECTION 

OF MALIGNANCY 


E. G. Jones, H. N. Shaw and F. H, J. Figgb 
Am. J. Obst. & Gynec., 61: 467-479, 1946 


The authors’ interest in the relation of porphyrins to gynecolo^c problems 
steins from the postulate that there may be etiologic factors preceding, and some- 
times accompanying, the development of carcinoma of the cervix. Previous 
work which supported this hypothesis led to the supposition that the presence 
of porphyrins may, on occasion, lead one to suspect a carcinomatous lesion of the 


cervix which otherwise would not be detected. 

The authors have made a stud}* of normally menstruating women to determine 
the frequence of red fluorescent (porph 5 'rin) deposits at different phases of t e 
menstrual cycle. Determinations were made by the inspection of vagina 
tampons for fluorescence. Areas of fluorescence were described according o 
intensity as traces, slight, plus 1, plus 2, plus 3 and plus 4. 

It was found that 10 per cent of the women studied showed large amoun s o 
this red fluorescent material immediately following each menstrual perio , a on 
28 per cent more showed fairly large amounts following one menstrual ’ 
but not after every menstnial period, while 62 per cent of the women showe o 
traces or no porphyria postmenstrually. 

Culture from swab of the cervix of some of these women showed po P y 
producing organisms of staphylococci, streptococci, actinomyces, dip er 
and coli. Biopsy of the cervix of a representative group of these s 
fluorescence and a control group of others not showing fluorescence ai e 
demonstrate any evidence of microscopic change produced by this j 

A survey of red fluorescent deposits intermenstrually revealed that traces o 
fluorescent material in the vagina are not uncoinmnn at 
intensely red fluorescent secretions are rare enough to be ^garde 
The latter finding may possibly prove to be a dia^ostic 
abnormal uterine flow, not associated with poss bleeding ^ 
the limitations and possibilities of this test. The te.st fo . determine 

material is simple and dramatic, and it requires no special 
its presence other than a standard “black lamp outfit T1 
qfitute for examination, biopsy, curettage, or any of the tests n , j 

totioTof malignancy, but may bn used as an adjunct to ’ 

SuS in focusing attention on the problem of care, noma of the uterus. 
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Intermenstrual pain and dj’semenorrhea are referred to in the symptomatology. 
Both are due to the increasing secretion of mucus by the cervical gland in response 
to the estrogens. The cervLx appears large, hard and nodular, due to the 
presence of retention cysts on its surface. It is more or less fixed, according to the 
extent of infiltration of the paracervical tissues. 

As to its histogenesis, the author favors both the migratory and celomic 
mullerian theories, and like Goodall, is inclined to believe that this condition 
represents a pathological endocrine activity and imperfect metabolism. Dif- 
ferential diagnosis ought to be made with cysts of the vagina and endometriosis. 

Treatment by simple removal of the gross lesions is ad\'ised in young women 
presenting no other allied conditions, although recurrence is apt to occur. When 
endometriosis coexists and if the patient is young, a bilateral partial oophorec- 
tomy is justified. Androgenic therapy can also be of help. 


The writer reports two cases of endocervicosis, the first haring been previously 
referred to at the Brazilian Gynecological Society in 1943. 

First case: A 30 year-old patient complaining of intense secondary dysmenor- 
rhea. Menstruation 11/2/28. Had had one child 7 j-^ears ago and 3 criminal 
abortions. Pelvic examination revealed in the left fornix, adjacent to the left 
cervical wall, a round, sensitive nodule, vesicular in appearance, and on the 
right side, three other smaller ones located within the vaginal wall. The cervix 
appeared normal. Uterus retroverted and fixed and both parametria sensitive 
and thickened. Reexamined at the premenstrual phase, thenodules were ex-traor- 
dinarily sensitive. With a previous diagnosis of vaginal endometriosis, the 
larger nodule was extirpated and the others electrocoagulated. Histopathologic 
examination revealed the presence of occasional cerxical glands and mild chronic 
mflammatory reaction, thus leading to the diagnosis of endocervicosis. 

Second case: A 54 year old patient had had her menopause 10 years ago. 
For the past 8 months she had complained of slight blood}’’ vaginal discharge. 
Pehic examination was negative. Endometrial biops}"^ revealed nothing. 
Cervical biopsy showed a chronic cervicitis. Due to increase of the sympto- 
matologj', a vaginal hysterectomy was performed, foUow’ed by uneventful re- 
covery. One month later, however, patient started complaining of pain in the 
vagina. Pelidc examination showed a red granular lesion located in the surgical 
scar of the vagina. It w’as extirpated and the histopathological examination 
revealed the presence of endocervical glands lined bj’’ taU cells with light cyto- 
plasm containing granules of mucin, and dense fibrous stroma with elastic fibers 
s.nd inflammatory reaction. 


_ (The mere fact that ectopic cervical glands are found deep in the cervical stroma or even 
m the paracervical tissues, or that they exhibit the “well-known cyclical changes” which I 
0 not think are so well known in the case of the cervical glands, does not justify the desig- 
ns ion of endocervicosis. Under the influence of chronic inflammation it is common to note 
Marked adenomatous proliferation of the glands, and they may be found far away from the 
aetvical canal, hloreover, they are often found beneath the squamous epithelium of the 
Ela vaginal fornices. When to this we add the fact that cervical 

nds may at times show developmental ectopia, it would, in the present state of our 
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(d) Chronic endocervicitis with no ectropion is treated by wide but shaliow 
conization followed by the after treatment described above. 

(e) Large chronic hypertrophied cervix with or without ectropion or chronic 
endocervicitis is treated by wide shallow conization and the same after treatment. 

(f) Chronic exo- and endocervicitis mth or without lacerations is treated by 
peelization of ectropion and wide shallow conization of the cervix, followed by 
floraquin and cotton. 

(g) Small erosions of the cervix are treated by acidulated tablets (floraquin) 
and vinegar douches. Gonorrheal erosions are treated in the same manner with 
sulfadiazine by mouth. 

During the past 10 years there have been 709 carcinomas of the cerm at 
Jefferson Davis Hospital. Durihg the same period, more than 5000 cervices have 
been coned. So far, not one case in the 5000 coned has developed carcinoma. 
2 figures. 

(Five-thousand conizations in 10 years is a “powerful lot" of conizations. It would seem 
that in such a large number of even ostensibly normal women, an occasional case of cervical 
carcinoma would develop. Such findings would mean nothing unless the oases have really 
been meticulously followed up for many years — ^no mean job with 6000 women. While 
chronic irritative lesions of the cervix are still looked upon by most gynecologists as prob- 
ably playing at least some predisposing role in cancer, I have been impressed with the fact 
that many of our early cases, including quite a number of accidental “lucky finds”, have 
been in cases showing little or no evidence of chronic cervicitis or erosion. — Ed.) 


“ENDOCERVICOSIS" 

Alvaro de Aquino Salles 
Anais Brasileiros de Ginecologia, 19: 1-12, 1945 

According to the writer, endocervicosis is defined as an heterotopic differentia- 
tion of the cervical glands, which, under hormonal influence, undergo cychca 
changes similar to those of normally located glands. This condition has alrea y 
been reported in the literature. Thus, Sammartino, in 1934, published an 
article on “Heterotopic proliferation of the endocervical mucosa. Cervica 
adenomyosis”. In 1940, J. von Torzsay-Kiss reported some similar cases as 
“Endometriosis of cervical origin”. In 1943 Goodall refers to a new dise^e 
characterized by an invasion of the deep tissues, cervical and paracervica , 3 
the endocervical mucosa. . . , 

Pathologically, endocervicosis is characterized by the heterotopic cervica 
glands, with their well-known structure and functional activity in contigui 5^ 
with a fibrous tissue. The glands may extend to the adjacent tissues and pene 
trate deeply throughout the cervival structures. According to Goodall, a agn 
sis of endocervicosis can be made only when the condition has become ex 
cervical and has invaded the deep paracervical tissues. 
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The common teachings of "biopsy every suspicious lesion” cannot be empha- 
sized too strongly. In this instance the correct diagnosis v/ould never have been 
made had tins procedure not been employed. 2 figures. 

(While decidual reaction in the cervi.v is relatively rare, we have over the years seen a 
good many instanceajn our laboratory. In some cases only small patches of decidual cells 
are seen, but at times broad fields of cells, ns tiTiically decidual as those seen in the endo- 
metrium, are noted. I heartily endorse what the authors say as to the importance of biopsy 
in all suspicious lesions 'of the cervix. — Ed.) 


ADENOhlYOSIS 
F. B. Nowean 

J. Bowman Gray School Med., 4: 20-25, 1946 

Adenomyosis has been defined bj’ Not'ak as a condition characterized by a 
benign invasion of the endometrium into the uterine musculature with a diffuse 
overgrowth of the mjmmetrium. The term adenom 3 msis is used loosely and is 
quite frequen% confused with adenomyoma. It is suggested that the word 
adenomyosis be used as defined in this paper and no other term be used for the 
defined condition. 

Adenomyosis is alwaj's associated .with mjmmetrial hyperplasia and the endo- 
metrial islands are not associated with collection of blood \rithin the mjmmetrium. 
Examination of the cut surface reveals a trabeculated whorl-like appearance 
vith indefinite nonencapsulated areas consisting chiefly of concentricaUj’- h 3 fper- 
trophied myometrium about the endometrial islands. The myometrium is 
generally firm, sometimes bard. Microscopically the important feature is the 
abnormal presence of endometrium within the myometrium. 

Many theories have been advanced as to the etiolog 3 ’^ of adenom 3 msis with the 
most widely accepted theor 3 ’’ being that the condition represents a simple benign 
invasion of the m 3 mmetrium by normal endometrium. The actual mechanism 
of such a phenomenon is not clear, but it has been suggested that normally the 
myometrium exerts a certain ph 3 fsiolo^cal pressure against the invasion by the 
endometrimn, with which it is in direct and constant contact, and the loss, 
absence or diminution of such pressure may permit invasion or intermingling. 

Adenomyosis Ls a fairly common pathological lesion, haxing been reported in 
from 1.6 to 8.6 per cent of gynecological cases. It is a progressive lesion w'hich, 
m most instances, starts after 35 3 'ears of age; most frequently it is found in 
Women between the ages of 35 and 50 years. 

Fibroids of the uterus are encountered in 40 per cent of cases of adenomoysis 
^d endometriosis in approximately 20 per cent. No investigator has been able 

o demonstrate an association between uterine carcinoma and previous 
adenomyosis. 

Multiparous women are more commonl 3 ’- affected than primiparous or nulli- 
Parous women. Almost 50 per cent of 140 cases of adenom 3 msis investigated 
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knowledge, be rather hard to make out a good caae for endocervicosis as a condition anal- 
ogous to internal endometriosis or adenomyosis. I have personally seen no cases in which 
I felt justified in making this diagnosis. — Ed.) 


AN UNUSUAL DECIDUAL REACTION IN THE CERVIX 


Joseph Klein and L. H. Domeier 
Am. J. Obst. & Gynec., 61:' 423-426, 1946 

Normally the mucous membrane of the cervix does not participate in the 
formation of the decidua. However, according to Novak, ectopic islands of 
decidual reaction may be observed in the cervix, the reaction being considereda 
metaplasia involving patches of mesenchymal cells which are sensitive to the 
hormones elaborated during pregnancy. The observation of an unusual vara- 
tion of a rare pathologic entity warrants the reporting of the foUovdng case. 

The patient, a 23, year old primigravida, was first seen on July 20, 19M and t e 
date of confinement was estimated as January 31, 1945. Examination of t e 
cervix revealed no polyps, erosions or new growths and no unusual changes nei® 
observed on December 12, 1944. On February 6, 1945, the patient experience a 
painless vaginal hemorrhage of about one cupful of blood. She was adnutte o 
the hospital, at which time there werp no evidences of shock, acute aneima o 
toxemia of pregnancy. The sudden onset of painless vaginal bleeding m n 
gross evidence of premature separation of the placenta led to a , 

diagnosis of placenta previa. Preparations were made for possible a 
delivery. Vaginal examination revealed no evidence of placenta . 

external os of the effacing cervix was dilated one and a half fingers’ bread • 
entire anterior lip of the cervix was replaced by an e.xtremely m 

the gentlest manipulation of which resulted in profuse bleeding. o f °f,,rther 
.erosions were visible or palpable. Since parturition appeared unnunen ^ 

investigation was postponed. Following a labor of 5 hours an ™ 
living child was delivered; e.xpulsion of the placenta and membranes 
followed bv undue bleeding. A biopsy was obtained from the cerwa 
exposing a raw surface which bled so profusely that it was 
chromic catgut ligatures to secure hemostasis. The postpa 
uneventful. The pathologic diagnosis was decidual reaction of t ' j 

This case is unusual in that decidual reaction in the cemx wa^ not asso 
vnth polyps. Furthermore, microscopic exa^ation .^,j,riations 

more than the ordinary type of decidual reaction. Marked h 
of the decidual cells seen at and below the free nmrgira of the specim _ ^ 

trasted rvith a more mature cell-type present at the site of ai^ 
the authors believe, an unusual degree of papillarj^-like 

cervical glands encompassed by I biopsy of the cervix at 4 weeks 
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The case is reported of a woman, 57 years of age, in whom the menopause had 
occurred 3 years prior to her admission to the hospital. Seven weeks before 
admission she had noticed a slight spotting of blood. E.\'amination revealed 
that the uterus was enlarged to about the size of a pregnancy of 4 months’ 
duration. Total h 3 ’sterectomj' was performed and the specimen was sent to the 
pathological department. 

hCcroscopiu examination revealed the presence of a large amount of normal fat 
tissue, supported bj' a fibrous framework. TSTiile fat comprised about 70 per 
cent of the tumor, fibrous tissue predominated in some areas. A diagnosis of 
lipofibroma of the uterus was made. 1 figure. 

(As mentioned by the author, lipomata of the uterus are exceedingly rare. In our labora- 
tory we have seen a small number of myomata containing large areas of genuine fat, not only 
from a gross standpoint but on the basis of differential staining. The theories enumerated 
by the author are those commonly suggested for the histogenesis of fatty tumors in the 
uterus. Where real fat is found in a myoma, it would seem that the tumor is probably a 
mixed one, in the sense of arising from two different anlagcn. — Ed.) 


A CASE OF INTESTINAL OBSTRUCTION ASSOCIATED WITH COM- 
PLETE PROCIDENTIA 

Doreen Daley and E. N. Callum 
J. Obst, & Gj’naec. Brit. Emp., 63: 68-69, 1946 

The authors present the case of a 62 year old woman who was admitted to the 
hospital trith the complaint that “the womb had been coming donm for the pre- 
vious 10 months.” Her bowels had not moved for 2 daj's and she had been 
unable to retain food or liquids for 5 day's. 

Examination revealed slight general distension of the abdomen, a reducible 
umbilical hernia, no visible peristalsis, shifting dullness in the flanks and in- 
creased bowel sounds. At the ^mlva a complete procidentia could be seen. 
The cer\Tx was eroded and covered with a foul discharge. From a round 
opening, one inch across, in the posterior fornix, there e.xtruded a coil of small 
intestine, some 18 inches long, nith its mesentery. In the middle of the loop 
there was a gangrenous area and on the left side of the intestine there was an- 
other gangrenous organ, supposed at the time to be the appendix. 

At laparotomy' it was found that the last 2 or 3 feet of ileum had been dragged 
down into the pelvis with 18 inches of it actually prolapsed through an aperture 
in the everted pouch of Douglas. The ileum was resected at the level of the 
pehde brim and a side-to-side anastomosis w'as performed between the proximal 
loop of the ileum and the transverse colon. The resected loop of bowel was 
withdrawn from the hold in the posterior fornix. The structure which' had 
been taken for the appendix was found to be the left Fallopian tube, and this 
^ as ligated at its base and removed. In spite of transfusion and other measures, 
he patient died some 24 hours later and an autopsy- was not obtained. 
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by Dreyfuss had had more pregnancies than deliveries. It is suggested that 
repeated childbirth or abortions play a r61e in the genesis of adenomyosis. 

The most frequently encountered symptoms are metrorrhagia, menorrhagia 
and lower abdominal and back pain. 

Since adenomyosis occurs predominately in women who have had one or more 
pregnancies and who are nearing the end of their reproductive period, surgical 
removal of the affected uterus is the usual form of therapy. 

(That the origin of the aberrant endometrium in cases of uterine adenomyosis is from the 
surface mucosa should not be spoken of as a theory, for this explanation was demonstrated 
beyond any doubt many years ago, especially through the pioneer work of Cullen and 
Meyer. The earlier viewpoint championed by Von Recklinghausen, to the effect that the 
endometrial islands are of mesonephric origin, has long since been disproved. His mists e, 
which now’ seems so patent, was not unforgivable, as his work w'as basd upon the ? 
hand-cut sections, which made serial study difficult and unreliable. The microtome 
not come into use until some years later. — ^Ed.) 


LIPOhlATA OF THE UTERUS, WITH REPORT OF A CASE 

J. D. Hicks 

M. J. Australia, 1: 184-185, 1946 

A tumor of the uterus containing fat cells is of interest in that less ^ 
such tumors have been recorded in the literature and some specu ation is exc 

as to the origin of fatty tissue in this organ. . , the 

About i of the reported specimens appear to be simple lipoma 
majority contain a good deal of fibrous tissue or smooth muscle. ^ PJ 
age of the tumors are sarcomatous in nature, the malignant activity g 
more in the muscle cells than in the fat. The chnical histones of ^ 

tvith fatty tumors are similar to those nresence of 

majority of the tumors are found in the fundus of the uteru . P 

fat may be suspected by the pale yellow color of the tumor or y 

ency. The fat content of individual tumors vanes from one a 

but the larger tumors are likely to contain greater proper lo 

muscular tissue. 

Three possible sources of the fat cells in these tumors are. ^^erentiating 
(1) They may arise from cells which retam the poten ^ f om uni- 

into fat cells-from the totipotent primitive mesenchymal cell-or from 

ce.. • 

transformation of connective tissue or ^rous oj undergo 

(3) Connective tissue cells, or muscle cells, o 
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(ThiB unusual case is of much interest, showing not only that in a uterus of this completely 
duplicate type, apparently a uterus didelphys, a normal full term pregnancy and labor may 
often occur, but also that a twin pregnancy, with a fetus in each of the two uterine cavities, 
may progress to full term and eventuate in normal deliverj’. In general these duplicating 
anomalies call for conservative obstetrical management, although there seems to be no 
doubt that there is a somewhat increased incidence of miscarriage, and that in some cases 
dystocia may call for operativ’e management. — ^Ed.) 


Dterus didelphys 

Harley E. Anderson 
Am. J. Obst. & Gynec., 61: 69&-701, 1946 

This case report is presented to add another case of uterus didelphj"s to the 
literature. It also differs from many others in that this patient was seen late in 
the childbearing age, although only a few months after marriage. 

A 38 year old nullipara entered the hospital complaining of severe disabling 
dysmenorrhea. Laparotomy had been performed 5 j'ears pre\douslj', revealing a 
double retroflexed uterus and double vagina. A Baldy- Webster uterine suspen- 
sion had been done. 

At e.xamination vith iodized oil injected into the right cerv'ical os, the oil 
failed to enter the uterine cavity. When the cannula was introduced into the left 
cervical opening, the iodized oil flowed freely into the endometrial cavity and 
left fallopian tube. 

A subtotal hysterectomy was done and, upon opening the uterus, the right 
endometrial cavity was found to be compktelj' obliterated by a fibroid tumor. 
The left side of the uterine corpus contained a very narrow endometrial cavity. 
2 figures. 

(Some years ago I saw a patient with uterus didelphys and with multiple myomata of 
moderate size in both uteri, so that a double hysterectomy was done, as she was then in her 
forties. This woman had in earlier years passed through two normal pregnancies, with 
normal labors.— Ed.) 


the DISTRIBUTION OF THE NERVES TO THE ADULT HUMAN 

UTERUS 

Ann Freeman 

Am. J. Cfiin. Path., 16: 117-123, 1946 

^ this paper the author summarizes the anatomic distribution of the ex-trinsic 
of the hmnan uterus and adds the results of a re-examination 
0 he distribution of the extrinsic nerves as they enter the peritoneal connective 
tissues laterally. 
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The question arises as to the cause of the perforation. There was no history of 
trauma to the prolapsed vaginal wall. If the perforation was spontaneous, 
the authors believe this case to be unique. 1 plate. 

(In this unusual case the patient obviously had a large pelvic enterocele in association 
with her complete prolapse. While there was no history of trauma, it would be easy to 
understand how even slight trauma would bring about the prolapse of the intestine in this 
patient, or how a decubitus ulcer might bring about the same effect. In a large enterocele 
of this sort there is nothing between the bowel and the outside of the body except the peri- 
toneum, a delicate areolar layer, and the overlying mucosa. — ^Ed.) 


“DOUBLE PREGNANCY IN A UTERUS BICORNIS" 
ADENOMYOSIS 

Pkangisco Jaime and Severiano G. Cristobai. 

Anales del Ateneo del Instituto de Matemidad y Assistencia Social, Buenos 

Aires, 223-229, 1945 

The authors report a very interesting and unusual case of double pre^sncy 
occurring in a uterus bicomis bicollis, each of the full term fetuses lying , 
half of the uterus. Both of them were alive and healthy, weighing respec ive y 

2.300. and 2.800 grs. j c i n + nree- 

The case report concerns a 35-year-oId patient who had had 5 full term p b 

nancies and normal labors. The sixth and last one had been of twins, prem 
(7 months) inth spontaneous delivery. „„-^«^veTY 

On examination, a full term pregnancy was observed. The 
much enlarged, rounded and bUobular, since the tumor was ^vided mto 
halves, both of them contracting simultaneously and presenting fetal ^ 

cervix could be felt, thick and soft. A diagnosis of tivin pregnancy m a P 
septate uterus was then made. However, on a second e-— 
cervical orifice was noted. Therefore, two different cephalic P®^^ 
palpated through both orifices, being separated by a fleshy sep u ^ g 

SlLeters in thickness. Then a diagnosis of double pregnancy m a bicoUis typ 

of double uterus was established. cnn-n ifter bv the 

The patient delivered first the fetus on the left side, indpDendently. 

one on the right side, labor occurring simultaneously distinct 

On palpating the abdomen in order to observe uterine re , 

uteri could be felt. The convalescence ivas uneventful, the p 

discharged 8 days later. anomaly: there 

A hysterogram performed months later confirmed entirely 

,wat one vagina, two distinct although united cervices and two bodies 

independent of each other probable that the 

According to further information obtained. ^ been a double 

patient’s previous tivin pregnancy was really mo P ^be first one 

Lgnancy too, occurring in the same manner. This case repre 

to be reported in the Argentine literature. 
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THE CONTRIBUTION OF THE THECA INTERNA CELLS TO THE 
FORMATION OF THE HUMAN CORPUS LUTEUM 

W. W. Greuuch 
Anat. Rec., 94: 464-465, 1946 

Three different \dews on the histogenesis of the corpus luteum have been 
advanced: (1) that it arises exclusively from the cells of the membrana granulosa 
(Sobotta, R. Meyer, R. Schroeder, et ah); (2) that the granulosa cells degenerate 
and that the luteal cells are derived exclusively from the cells of the theca interna 
(C. H. von Baer, His, Koelliker, et al.); and (3) that both the granulosa and the 
theca interna cells contribute to its formation (Waldeyer, Luschka, et al.). 

In the present study, corpora lutea of various ages rvere obtained at operation 
from young women in whose reproductive organs there was no gross evidence of 
disease. The specimens were fixed immediateh' in Bouin’s acetic mixture and 
one-half of each was embedded in paraffin and the other half in celloidin. Sec- 
tions were cut at 5 or 6 micra. 

Kodachrome photomicrographs of these sections demonstrated that, contrarj’^ 
to what is now the generally accepted \iew, the theca interna cells appear to 
contribute significantlj' to the formation of the human corpus luteum. A study 
of similar preparations from a young, human corpus luteum of pregnancy suggests 
that the theca interna cells continue to be added to it throughout its functional 
life. 

(I believe that some injustice is done to men like Mej'er and Schroeder in attributing to 
them the belief that the corpus luteum arises exclusively from the cells of the membrana 
granulosa. They undoubtedly hold the view, as does everyone else, that the lutein cells 
of the corpus luteum are of granulosal origin, but they certainly do not overlook the fact 
that the theca interna contributes to the formation of the corpus luteum. This is apparent 
even on the simplest histological examination of any mature corpus luteum. Well marked 
septa of the theca interna divide the lutein cells into compartments, and these theca cells 
themselves often show luteinization changes, though always readily distingiushable from 
the granulosa lutein cells. The name of paralutein cells was given to these theca lutein cells 
by an Italian investigator, Pinto. — Ed.) 


“FOLLICULAR CYST SIMULATING A CORPUS LUTEUM CYST’' 

Washington Bruno 

Archives de la Sociedad Argentina de Anatomia Normal y Patologica, 6: 232-241, 

1944 

The writer reports an unusual and interesting finding on an ovarj' removed 
rom a 42 year-old patient with retroversion and mjmma of the uterus, four days 
prior to menstruation. 
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According to the literature, nonmyelinated and myelinated extrinsic nerves 
extend from the abdominal segments of the spinal cord to form the mesenteric 
and hypogastric plexuses. Trunks coursing from these plexuses enter Franken- 
hauser’s ganglia making synapses here, and extend medially to enter the uterus 
at the uterocervical junction. According to many accounts, these trunks in the 
peritoneal connective tissues of the uterus divide outside the myometrium into 
branches which extend upward toward the fundus and downward into the cervix 
to form the intrinsic nerve supply of the uterus. 

These relations were re-examined in serial sections from a nulliparous uterus, 
obtained immediately postmortem from the body of a 14 year old girl. Grossly 
the uterus showed no unusual changes. 

Microscopic examination of these sections showed that large nerve trunks 
approach the uterus laterally on both sides of the cervix in the loose connective 
tissue. These trunks are accompanied by large branches of the uterine artenes 
into' the myometrium. Small and medium-sized ganglion cells were found in the 
large trunks in the extrauterine tissues at a level corresponding to the interna! 
os. Structures identified as Vater-Pacim'an corpuscles were connected with large 
trunks and branches of the nerves as they entered the connective tissues slightly 
above the uterocervical junction. At this level, branches from the large trunla 
accompanied blood vessels, entering the cervical wall parallel to the cavum an 
extended inward. Outside the myometrium these trunks divided into branches 
which extended upward toward the fundus and downward through the cervix. 
These branches extended into the inner half of the myometrium. Other large 
nerve trunks, less numerous, passed along the lateral sides of the uterus and a so 
accompanied large blood vessels. At a level corresponding to the fundus large 
branches ascended in the connective tissue of the broad ligament, entering t e 
myometrium parallel to the cavum and divided immediately. Several nei^ 
trunks sent fibers into the inner fourth of the myometrium and into the a 
layer of the endometrium. The number of trunks diminished from the eve o 
the internal os toward the fundus. 2 figures. 
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These structures, which have never been described before, consisted of small, 
free annular formations found in the ovarian stroma, mainly at the peripheiy of 
the corpus albicans and usually within the clear space Ijdng between the latter 
and the reticular framework, or in the connective centre of the corpus luteum; 
thus, in places where the reticulum exhibits transformation or groning phe- 
nomena. They show the staining reactions of the reticulum and at times the}' 
are attached to the fibers of the latter b3’’ means of a sort of pedicle. The 
annular filament is usually homogeneous and the lumina empty, with no fat 
reaction such as is seen in the lutein cells. 

Since they are found in those areas where active growing or transformation of 
fibers is obser\md, the author is inclined to believe that these structures are 
related to the formation of reticulum fibrils, which should be possible according 
to the “inobionas”’ theorj' of Cajal-Rio Hortega, by which the connective 
fibers are made up of functional units called "inobionas”, just as the nerve fibers 
are made up of “neurobionas". 

By means of local factors, these elements could possibly be liberated from the 
fibrils where they are formed, and by division or conglomeration arrange them- 
selves in a linear waj', thus ^^ring rise to a reticular or collagenous fiber. 


“ETIOLOGY OF ENDOhlETRIOSIS” 

CONRADO ZnCKERSIANN 

Ginecologia j' Obstetricia de Mexico, 1: 47-52, 1946 

In a brief review the writer summarizes the different etiologic factors and 
histogenetic theories brought forth to explain the occurrence of endometriosis. 

According to the writer, this disease is better explained on an endocrine basis. 
Thereby, estrogens in larger quantities or persisting for an exceedingly long period 
of time, cause overgrowth of the endometrium. The endometrial cells may then 
migrate through intercelular spaces, Ijmphatics or veins into the uterine wall 
and pelvic cavity, where thej' can lodge and grow. 

The same estrogenic factor produces at the same time ovarian, peritoneal, 
tubal, uterine and perhaps vaginal sclerosis too, and may contribute to the de- 
velopment of mjmmas and fibromas. 

The excess of estrogens maj’^ be related to a deficiency in the production of 
progesterone. Therefore, by normalising the level of one of these hormones, it 
is possible to obtain a normal balance of the other. 

_ Progesterone facilitates the excretion of estrogen and thereby its diminution 
m the pelvic area. 

author’s easy solution of this vexed question is of course based on no available 
evidence, yen' will deny that hyperplasia of the endometrium is due to such excessive or 
persistent estrogen stimulation, but it is a far cry from such hyperplasia to the endometrial 
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Grossly it looked very touch like a cystic corpus luteum the size of a hazel-nut, 
containing clear fluid ivithin its cavity, which seemed to be epitheh'alized. 
However, careful microscopic examination showed it to be a solid corpus luteum 
surrounding almost entirely an adjacent follicle cyst, thus very closely resembling 
a lutein cyst. 

Histologically the wall of the cyst presented four distinct layers of cells: 1) 
an external one of connective tissue cells, in connection with the ovarian stroma; 
2) typical lutein tissue with paraliitein cells on its external surface; 3) a layer of 
fibrous tissue Avith hemorrhages and blood vessels, representing the former centre 
coagule of the corpus luteum, surrounded internally by another layer of lutein 
tissue and paralutein cells; 4) a vascular connective tissue. Close to the lumina 
there were several cells forming a discontinuous epithelial lining, thus looking 
exactly the same as the lumina of a follicle cyst, which is lined by an epithelial 
layer that can be later on partially or totally cast off. 

It is quite possible that such a picture may be reproduced when two follicles 
are growing close to each other. As one of them ruptures to become a corpus 
luteum, the neighbour one undergoing cystic changes continues to grow and 
presses against the collapsed one, causing its invagination. Hence, the corpus 
luteum on developing encircles the latter almost entirely. 

The writer is inclined to believe that such a disposition may constitute what 
has been improperly designated as groups 111 and IV of lutein cysts (lumina 
presenting flat or columnar epithelial lining) according to Fraenkel's classification 
(1898), the interpretation of which has aroused much discussion, although no 
satisfactory e.xplanation has been offered. 


(This is an interesting histological observation, and the author’s' explanation of t e 
rather confusing picture of a corpus luteum apparently engulfing an adjacent follicle seems 
to me to be a valid and plausible one. Anyone accustomed to e.vamining ovaries micro 
scopically must have noted how a growing corpus luteum not infrequently adapts its direc 
tion of growth to adjacent structures, and also vice versa. It is quite possible also that s 
picture of a low epithelial lining of the lumina of corpora lutea reported by some of 
older authors may have been produced by just such a process as the author has descri e 
—Ed.) 


“CONCERNING A PECULIAR DISPOSITION OF THE OVARIAN 
RETICULUM AND ITS POSSIBLE SIGNIFICANCE” 

Washington Bkuno 

.lAi'chivos de Histologia Normal y Patologica, 2; 531-540, 1945 

By using the Rio Hortega’s method of impregnation (double impregnatio 
with silver nitrate and carbonate) following previous treatment wt po 
permanganate and oxalic acid, the author was able to demonstrate some very 
peculiar structures on examining sections of human ovary. 
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lower abdominal pain or intractable dysmenorrhea without relief. Endometrial 
lesions of varjdng extent were o\’erlooked or misinterpreted. The authors 
emphasize the fact that endometriosis should be given its proper place in the 
diagnostic armament of general surgeons, internists, endocrinologists, urolopsts 
and physicians in general practice. 

The authors have divided their cases of intestinal endometriosis into 2 main 
groups: (1) those having endometriosis invohdng the rectum, and (2) those hav- 
ing the lesion higher up in the intestinal tract. In 41 cases in wliich the rectum 
was involved, the 4 commonest symptoms, in order of frequency, were lower 
abdominal pain, rectal pain or pain with bowel movement, dyspareunia and back- 
ache. In 12 cases nith endometriosis proximal to the rectum, the 5 commonest 
sjTnptoms were lower abdominal pain, nausea and vomiting, rectal pain, consti- 
pation and gas and generalized distress. In both groups, the sjmptoms were 
more pronounced during menstrual time. 

Endometriosis is a progressive, adhesive penetrating lesion which may require 
such radical treatment as castration. However, in a young woman desiring 
pregnancy, a supreme effort should be made to conserve ovarian function, even 
though only partial removal of the endometrial tissue is possible. Subsequent 
x-ray castration may then be resorted to if symptoms should persist or recur, 
widespread lesions invohdng only superficial or relatively unimportant structures 
are surgically removed or destroyed with the nasal loop cautery. Deep lesions, 
such as chocolate cysts and adenomyomas, are resected in almost direct propor- 
tion to the patient’s age and parity. Cauterization of the surface of deep lesions, 
when complete removal seems to be hazardous, frequently gives symptomatic 
relief. 

The vaginal approach, both in diagnosis and treatment, has found increasing 
favor with the authors. The diagnostic use of colpotomy is of value. In treat- 
ment, the vaginal operation ordinarily should not be chosen under the following 
conditions: (1) In patients whose clinical symptoms suggest bowel involvement; 
(2) For those patients in whom sterility is of first importance; (3) Grossty ex- 
tensive lesions associated ■with fixation of organs; (4) In instances of fixed retro- 
version •which cannot be easily reposed; and (5) WTiere extraneous symptom 
may indicate abdominal exploration. 

(A good many of the 11 symptoms enumerated by the authors are not of much value in the 
differential cUagnosis of endometriosis, but some are, such as rectal dysmenorrhea (not 
necessarily merely rectal pain at defecation), dyspareunia, and sterility of unexplained 
ongin, though there are many unexplained cases other than those with endometriosis. 

_ Perhaps more important than the 83 ’mptomB are the signs on the pelvic examination in many 
rases of endometriosis, particularly the presence of one or more nodules in the uterosacral 
ligaments. These may be small, like buckshot, but in other cases as large as a cherry or 
much larger. They indicate uterosacral "implantation”, and -when present, make the 
oiagnosis reasonably certain, especially when associated with a tender, adherent enlarged 
or even a mass of considerable size giving the impression of a small thick-walled 
aunerent cyst. The uterosacral involvement e.xplains the premenstrual or menstrual pain 
m the rectum, lower sacral or coccygeal region. 

The authors’ comments on the importance of conservative surgery in the younger group 
o patients can be heartily endorsed. Subsequent pregnancies are not rare, and many pa- 
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invasion of the muscle in adenomyosis and, even more, to the ectopic occurrence of endo- 
metrium at various sites in the pelvis. The latter seems to presuppose that some vestigial 
sensitivity to the ovarian hormones persists at these various sites, unless one chooses to 
explain them all on the tubal regurgitation concept of Sampson. I have ahvays felt that 
some common thread of relationship runs between hyperplasia, adenomyosis and pelvic 
endometriosis, and this thread may well be of endocrine nature. But this is very different 
from saying that all these conditions are produced by endocrine factors alone. — Ed.) 


A COMPARATIVE ANALYSIS OF THE DIAGNOSIS AND TREAT- 
MENT OF ENDOMETRIOSIS, INCLUDING A REPORT OF FIFTY- 
THREE CASES OF 'INTESTINAL ENDOMETRIOSIS 

S. T. Thierstein and E. Allen 
Am. J. Obst. & Gynec., 61: 635-642, 1946 

In a comparative study of the case records of 569 patients operated upon for 
endometriosis (previous^’’ reported) with a more recent group of 317 patients 
operated upon by the same surgeons during the last 4 years, certain general 
changes in diagnosis and treatment were noted. 

In diagnosis, a carefully taken clinical history may reveal such symptoms as 
the folloiving: 

1. Dyspareunia. 

2. Rectal pain caused by passage of stool or gas; this pain is usually present 
only at menstrual time. 

3. Recurrent diarrhea coicident with the menstrual period. 

4. Symptoms of low grade bowel obstruction at period time. 

5. Unexplained sterility. 

6. Extension of menstrual backache to the thigh and often to the lower leg. 

7. Abnormally increased bladder irritability at menstrual time. 

8. Low deep pelvic discomfort caused by jarring of the body. 

9. History of acquired dysmenorrhea in a multipara or a change in type o 

pain of functional dy^smenorrhea in a nullipara. _ _ , 

10. Appearance of the symptom-complex resembling that of pelvic infection m 
a patient over 35 years of age, since pelvic infection becomes increasingly 

during this decade. , 

11. Finding of blood in the stool at menstrual time w'hich cannot be accoun e 

for by the commoner forms of rectal pathology. _ • • l c. 

The routine employment of combined rectovaginal pelvic examination 
undoubtedly been greatly responsible for more accurate diagnosis. Th^ s ou 
be performed on the unanesthetized patient, since exquisite “poi^t ten 
may direct the examiner’s attention to minute nodules. Examination s ™ 
be made during the menstrual period or on the day preceding e 

number of patients in this series had been operated upon elsewhere for 
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of the tumor in all directions, well delimited neoplasm of medium size, tumor 
presentiog smooth surface and solid portions); 3) x-ray plate alone or followed 
by hysterosalpingography may lead to a correct diagnosis whenever the tumor 
contains rudiments of teeth or fragments of bone; 4) in order to establish a 
(hagnosis of dermoid cj'st of the ovary, one must bear this latter possibility in 
mind. 

(The incidence of dermoids in the rather small group of 68 ovarian neoplasms studied was 
11.4 per cent, which is slightly higher than the usual figure of 10 per cent given by many 
authors. As a matter of fact, the latter figure is probably higher than the true incidence. 
A recent study of a much larger group of 225 cases by Blackn'ell, Dockerty, Masson and 
Mussey (Am. J. Obst. & Gynec., Bl: 151 (February), 1946), gave an inicidence of only 5 per 
cent, and this would seem to me more nearly correct. 

The 4 conclusions drawn by Urrutia epitomize very nicely, it seems to me, the clinical 
considerations which should lead one to suspect that a palpable ovarian tumor is probably a 
dermoid cyst. — ^Ed.) 


OVARIAN DERMOID CYSTS 

E. Rohan Widdiams 
Brit. J. Radiol., 19: 88, 1946 

The author discusses the diagnosis of an ovarian dermoid cyst by .x-ray ex- 
amination. The presence of an ovarian dermoid cyst may be suspected or con- 
fidently diagnosed by the recognition of one or more of the follondng appearances: 

(1) Tooth formation may be associated with limited ossification. Indi\adual 
dental structures may be seen as unformed denticles or as fully developed teeth. 
It is more common to see groups of dental structures than a single tooth. It 
may be stressed that the size of the group of dental structures is no measure of 
the size of the cyst. 

(2) Calcification in the wall of a cyst maj' be partial or complete. 

(3) Transradiancy of the cyst-mass owing to the high fat content of the seba- 
ceous material. An oval or rounded area of transradiancy may be seen in the 
pehds demarcated by a more opaque peripheral ring. Sometimes a mottling is 
observed, due to the hair content of the cyst. 4 figures. 

(The x-ray appearances indicated in the abstract by (1) and (2) are those commonly con- 
wdered to point to the probability of a dermoid cyst, especially if a tumor can be palpated. 
That indented under (3) is probably less frequently recognized. A clinical feature of 
dermoid cysts to which some of us attach significance is the fact that they are not infre- 
quently palpable in front of the uterus or broad ligament, while most ovarian cysts tend to 
®wing downward and backn-ard. There are, however, many exceptions to this from both a 
positive and negative standpoint, although a Staff man can at times impress the interne by 
taHng a chance and predicting that a cyst located as above mentioned will be a dermoid. 
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tients are relieved of their symptoms, even though there may be a reaiduni of endometriosij 
m the pelvis. Some, however, may need secondary operation later. 

As to the vaginal approach, I do not believe that this will appeal to most gynecologists, 
and for myself, I would say that this is especially the type of lesion in which I would prefer 
the abdominal route. The frequent thickening and infiltrstion of the uterosacral ligaments 
and the frequent welding of the rectum to the posterior surface of the cervix and lower 
corpus would seem almost a priori to make the vaginal route more difficult and more haz- 
ardous. Nor does it give one the opportunity of observing the distribution of the aberrant 
endometrium in the pelvis and thus reaching an intelligent conclusion as to the nature and 
scope of the operation indicated in the particular case. Certainly it would be impossible 
by the vaginal route to eliminate the possibility of the intestinal involvement which the 
authors especially emphasiae in their paper. The authors themselves call attention to 
these contraindications, but my impression would be that most of the cases in which they 
are absent would probably be those in which a reasonably positive diagnosis of endometrio- 
sis cannot be made preoperatively. — Ed.) 


“ENDOMETRIOSIS” 

Joaquin Correa 

Ginecologia y Obstetricia de Mexico, 1: 41-46, 1946 

In a brief review, the writer regards the definition, history, sites, incidence 
and nosology of endometriosis. 

As to its frequency in Mexico, only a very few eases have been reported. This 
low incidence of the disease is certainly due to the lack of systematic pathologic 
examination of the surgical specimens that have been removed. 


“A CLINICAL STYDY OF DERMOID CYSTS OF THE OVARY” 

Manuel Urrutia 

Ginecologia y Obstetricia de Mexico, 1: 25-34, 1946 

.From 1938 to 1945 there were 3111 cases admitted to the Gynecological De- 
partment of the “Hospital General” of Mexico. These cases included ® 
plasms of the ovary (2.18%), from which 7 (0.2%) were dermoid cysts. ere- 
fore, the incidence of dermoid cysts in relation to all neoplasms of the ovary i 

Following a brief study of these cases from a purely clinical standpoint, the 
author draws the following conclusions: 1) the clinical history y 

suffice to make a diagnosis of dermoid cyst; 2) f ”ce 

information in a great number of cases, so as to permit one to suspec P 
of the neoplasm (anteposition of the cyst in relation to the uterus, grea mo 
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In 9 of the 21 cases in this series there Avas a historj' of amenorrhea followed by 
remenstruation, representing an incidence of 42.8 per cent. Five patients were 
classed as haAnng premenopausal amenorrhea, or an incidence of 23.8 per cent and 
4 cases were classed as postmenopausal bleeding, or an incidence of 19.05 per cent. 
Five cases are summarized in this paper because of the finding of granulosa-cell 
tumor associated with a historj’ of premature menopause (amenorrhea vdth 
resumption of menstruation). The ages of these 5 patients Avere as follows: 
43, 45, 40, 23 and 40 years of age. One of these patients menstruated tmce 
after removal of the granulosa-cell tumor, and is now approximately 3 months 
pregnant. 

The phenomena of amenorrhea followed bj’ menstrual return is knowm to be 
the result of hormonal disturbance, but the exact mechanics of the amenorrhea 
in women Avho are far from their menopause, with a subsequent menstrual flow 
calls for further enlightenment. lOaften states that the prolonged amenorrhea 
is due to structures similar to corpus luteum or albicans in the tumor. 

All patients in this series Avere operated upon. The diagnosis aa'ss made after 
operation on gross and bj’ liistologic means. Some cases Avere diagnosed onty 
after microscopic examination. Fo11oaa--up studies shoAv that all patients are 
Ih’ing and haA’e no eA'idence of recurrence. 

(Without haA’ing bothered to count the cases in the literature, I feel sure that many more 
than240 could be gathered. I myself have e.xamined slides or tissu’e from considerably more 
than half that number. The bulk of these have not, of course, been from our omi depart- 
ment, the material haA-ing been sent in from outside sources for diagnosis. In the few years 
of operation of the Ovarian Tumor Registry, about 25 cases of granulosa-cell carcinoma 
haA’e been received. The tumor is, of course, a relatiA'ely rare one, but not nearb’ as rare 
as some appear to believe, and considerably more common than arrhenoblastoma or 
dysgerminoma. 

Amenorrhea is not rare, in spite of the estrogen production of the tumor, just as hj^jer- 
plasia of the endometrium, also an estrogen-induced lesion, may be associated with amenor- 
rhea (polyhormonal amenorrhea). The endometrium in granulosa tumor cases is not 
always hyperplastic, not infrequently showing more moderate proliferative pictures cor- 
responding to an early interval phase. Only 2 of the 21 cases reported are said to have been 
diagnosed as malignant, and all patients are noAv reported as living and well. I do not 
believe this giA'es an accurate index of the malignant potentialities of this tumor type. 
While certainly far less than those of the common tj’pes of ovarian carcinoma, many inr 
stances of recurrence and death have been reported. MoreoA'er, the recurrences are some- 
tunes late, as long as 12, 13 or even 18 years after the original operation. It will probably 
be a good many years before a sufficient number of follow-up studies are available to form 
a more accurate opinion as to the degree of clinical malignancy of this group of 
tumors. — ^Ed.) 
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ARGENTAFFIN CARCINOMA (CARCINOID TUMOR) ARISING 
IN AN OVARIAN DERMOID CYST 

W. J. Blackwell and M. B. Dockerty 
Am. J. Obst. & Gynec., 61: 575-577, 1946 

While studjTOg a large series of dermoid cysts the authors encountered a verj' 
small nodule of argentaffin carcinoma (carcinoid tumor) in an ovarian cyst. 

At operation on a 59 year old woman, bilateral ovarian dermoid cysts were 
found and the uterus contained multiple small fibromyomas. Hysterectomy 
and bilateral salpingo oophorectomy were performed. 

Each of the ovarian "dermoids” was approximately 8 cm. in diameter, uni- 
locular and almost completely cystic. The content of sebaceous material, hair, 
and so forth, and the small “dermoid processes” were not remarkable grossly. 
In one of the tissue blocks routinely selected from the left ovarian tumor a 
microscopic-sized portion disclosed, with hematoxylin and eosin preparations, 
an appearance which at once suggested the diagnosis of carcinoid tumor. The 
cells were small, prismatic in shape, dark-staining and granular, and wTre 
arranged in islands and strands which showed a degree of palisading of the 
peripheral layers. Preparations on other blocks, using silver impregnation 
methods showed numerous argentaffin granulations in the cytoplasm. Attempts 
to establish the identity of the gastrointestinal tissue of origin were unsuccessful. 
The authors submit this case as representing the fourth example of argentaffin 
carcinoma (carcinoid) occurring within a dermoid cyst. 3 figures. 


GRANULOSA-CELL TUMOR OF THE OVARY; REPORT OF FIVE 
CASES WITH PREMATURE MENOPAUSE (AMENORRHEA) 
AND THE RECURRENCE OF MENSTRUATION 

E. E. Rhoads 

Am. J. Obst. & Gynec., 61: 560-564, 1946 

A review' of the literature show's that, to date, some 240 cases of granulosa-cell 
tumors have been reported. Only 21 cases w'ere found in the records of t e 
University Hospitals of Cleveland and of these, only 2 w'ere diagnosed as nm g 
nant. All of these cases in w'hich the uterus was removed or a curettage w'as one 
show'ed hypertrophy of the uterine musculature and hyperplasia o le 

endometrium. , , „ . 

Granulosa-cell tumors w'ere catalogued according to the follomng age g P • 
(1) prebuscent or childhood; (2) adult (those within the range of normal 
ation) ; and (3) postmenopausal. All 21 cases in this senes were in the secon 
third groups. The youngest patient wrns 23 and the oldest 69 years o age. 
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In 9 of the 21 cases in this series there was a historj' of amenorrhea followed by 
remenstruation, representing an incidence of 42.8 per cent. Five patients were 
classed as ha\’ing premenopausal amenorrhea, or an incidence of 23.8 per cent and 
4 cases were classed as postmenopausal bleeding, or an incidence of 19,05 per cent. 
Five cases are summarized in this paper because of the finding of granulosa-cell 
tumor associated with a historj' of premature menopause (amenorrhea with 
resumption of menstruation). The ages of these 5 patients were as follows; 
43, 45, 40, 23 and 40 years of age. One of these patients menstruated twice 
after removal of the granulosa-cell tumor, and is now approximately 3 months 
pregnant. 

The phenomena of amenorrhea followed bj' menstrual return is known to be 
the result of hormonal disturbance, but the exact mechanics of the amenorrhea 
in women who are far from their menopause, with a subsequent menstrual flow 
calls for further enlightenment. lOaften states that the prolonged amenorrhea 
is due to structures similar to corpus luteum or albicans in the tumor. 

All patients in this series were operated upon. The diagnosis was made after 
operation on gross and b 3 ' histologic means. Some cases were diagnosed onlj’- 
after microscopic examination. Follow-up studies show that all patients are 
living and have no e\ddence of recurrence. 

(Without having bothered to count the cases in the literature, I feel sure that many more 
than 240 could be gathered. I myself have e.vamined slides or tissu'e from considerably more 
than half that number. The bulk of these have not, of course, been from our own depart- 
ment, the material having been sent in from outside sources for diagnosis. In the few years 
of operation of the Ovarian Tumor Registry, about 25 cases of granulosa-cell carcinoma 
have been received. The tumor is, of course, a relatively rare one, but not near!}' as rare 
as some appear to believe, and considerably more common than arrhenoblastoma or 
dysgerminoma. 

Amenorrhea is not rare, in spite of the estrogen production of the tumor, just as hyper- 
plasia of the endometrium, also an estrogen-induced lesion, may be associated with amenor- 
rhea (polyhormonal amenorrhea). The endometrium in granulosa tumor cases is not 
always hj'perplastic, not infrequently showing more moderate proliferative pictures cor- 
responding to an early interval phase. Only 2 of the 21 cases reported are said to have been 
diagnosed as malignant, and all patients are now reported as living and well. I do not 
believe this gives an accurate index of the malignant potentialities of this tumor type. 
While certainly far less than those of the common tj^pes of ovarian carcinoma, many inr 
stances of recurrence and death have been reported. Moreover, the recurrences are some- 
tunes late, as long as 12, 13 or even 18 years after the original operation. It will probably 
be a good many years before a sufficient number of follow-up studies are available to form 
a more accurate opinion as to the degree of clinical malignancy of this group of 

tumors.— Ed.) 
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A CONTRIBUTION TO THE PROBLEM OF MASCULINIZA'tlON 


H. F. Bbttinger and H. Jacobs 
M. J. Australia, 1: 10-13, 1946 


Masculinization of a normally developed woman is known to occur either (1) 
as part of a general disturbance of. endocrine function or (2) as a result of a 
neoplasm. In the latter group the most straightforward cases are caused by 
arrhenoblastoma of the ovary. The development of the masculinization syn- 
drome and its disappearance after removal of the tumor are well understood. 

Greater difficulties are encountered in cases in which the disturbances are 
apparently produced by cells of the type of the adrenal cortex. In some of these 
cases a well-defined tumor of the adrenal cortex can be demonstrated but such a 
tumor may be absent and the syndrome ascribed to a hyperfunction or dysfunc- 
tion of the adrenal cortex. Adrenal cortical cells may, furthermore, give rise to 
ovarian neoplasms. The authors present a case which is pertinent to the many 
aspects of the problem of masculinization. 

The patient was a young girl, aged 14 years, who reported a noticeable swelhng 
of her abdomen about 6 weeks prior to examination. The swelling had been 
associated ivith neither pain nor vomiting. The menarche had occurred at 
years of age and the menstrual periods had been normal. ^ During the las 
weeks the patient had had several copious but painless^ vaginal hemorrhages. 
Examination revealed some features of masculinization, including grow o 
hair on the face, poorly developed breasts and a hypertrophic clitoris. e 


abdomen was filled by a large semisolid mass. ..... • 

At operation, large amounts of yelloirish fluid escaped from the imtia mcis . 
A large multilocular cystic tumor was found in the position of the le ova , 
attached to the Fallopian tube. The tumor, which was partly degenerate^ 
was removed ivith the left FaUopian tube. The patient’s recovery uneven^ 
ful and she was discharged weeks after operation. Six years ® J . . 
was no evidence of a recurrence of any symptoms or signs and the m 

features had disappeared. nspudo- 

Microscopic examination of the tumor estabhshed it as a -L jn 

laucinous cystadenom.. The only nnnsn.1 finding , van a 
the structure of the stroma of the tumor. Often the connective . , 

:l:: Im mature type. However, in some ptos ‘t- 
amounts of a cellular tissue which was indistinguishable fro 


STauthors conclude that masculinization was 

a luteinized theca inlema and that these g figures, 

the neoplasm of the pseudomucinous group of ovanan tumo . 

Without having available sections or Pbotomicrographs of the timor de 
-Z, no intelligent comment can be 
n reported, by Geist and others, m which lutem-iike 
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ovarian atroma appear to have caused maBcul'mization. Certainly the pseudomucinous 
cystadenocarcinoma in itself could scarcely have been responsible. The whole question 
of sex differentiation is still far from clear, and this statement certainly applies to the 
apparently interlocking roles played by the adrenal and the gonads in some of these cases, 
as in the well known cortico-gonadal syndrome associated with certain adrenal tumors. 
For that matter the adrenal cannot be excluded from consideration as a possible factor in 
the masoulinization syndrome seen with arrhenoblastoma, perhaps on the basis of the 
intimate embryological relation between the adrenal cortex and the ovarian medulla. I 
have never felt that Meyer’s explanation of the masculinizing effects of arrhenoblastoma, 
simply on the basis of the derivation of the latter from originally male-directed cells, is the 
whole ansiver to the question. 

Even more confusion e.xists as to the masculinization symptoms which have been re- 
ported with certain cases of luteoma. What we know as to the general nature and hormone 
function of lutein cells makes it difficult to believe that genuine lutein cells could exert a 
masculim’zing effect, and it has seemed more probable that the tissue concerned in these 
cases is really of adrenal origin. This uncertainty has led to the convenient but defeatist 
application of the designation masculinovoblastoma to tumors of this doubtful character. 
-Ed.) 


OVARIAN INVOLVEMENT IN HODGiaN’S DISEASE 

E. L. Heller and W. Palin 
Arch. Path., 41; 282-289, 194C 

It is apparent, from a perusal of the literature, that ovarian involvement in 
Hodgkin’s disease is infrequent. Gemmell theorized that ovarian hypofunction 
might be responsible for the occurrence of the disease in women, but in his 
series of 57 cases of Hodgkin’s disease in the female he described no lesions of the 
ovarj' to substantiate this concept, which in several cases was based on a history 
of reduced or suppressed menstruation. That infiltration of the ovaiy in 
Hodgkin’s disease can be of considerable extent is illustrated in the follondng 2 
case report summaries. 

Case I The patient, a 69 year old white woman, was admitted to the hospital 
complaining of abdominal pain, loss of 30 pounds in the previous 6 months and a 
cough of 3 weeks’ duration. 

Examination revealed a poorly nourished patient vvith evidence of idtamin 
deficiency. None of the superficial lymph nodes was enlarged and the chest was 
essentially' normal. The abdomen was distended with evidence of free fluid and 
an indefinite mass was noted in the epigastrium. During the first 6 days her 
temperature varied, reaching 102 and 103 degrees F. Laboratory studies yielded 
essentially normal findings except for a moderate aneiraa. Signs of pulmonary 
consolidation developed, and although the temperature returned to normal after 
one week of suKamerazine therapy, she was unable to take food, became pro- 
'gressively weaker and died 20 day's after admission. 

Autopsy revealed moderately' intense pulmonary congestion and edema and 
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ascS; fluTd There was 400 cc. of clear 

were ltt P^ntoneal cavrty. a'Jrroughout the omentum and mesentery 

S ZrZT ^°des. varying from 2 to 5 cm. in diamete^ 

their cut surfaces studded vnth small irregular areas of necrosis. A large 

extended from the inferior surface of the dl- 
fvS ? r “ bifurcation. This mass was composed of lymph nodes 
whose cut surfaces were similar to those of the mesenteric group. With the 
excep nm o the left ovary the abdominal viscera were not noteworthy. The 
u erus, ot a lopian tubes and the right ovary showed advanced involutionarj’ 
atrophy; the left ovaxy was irregularly enlarged. It was in normal position, 
was ree y movable and no enlarged lymph nodes were in close proximity. The 
capsu e was intact. On section an irregular nodular mass was seen replacing 

e u of the stroma. The cut surface of the tissue w'as similar to that of the 
abdominal lymph nodes. 


Microscopic examination revealed 2 types of lesions. Throughout the abdomi- 
na ymph nodes, which w'cre regarded as the primary site, the picture was that 
o Hodgkin s sarcoma (Ivarsner) wdth large irregular reticuloendothelial cells 
spreading diffusely throughout the interstitial pulp and sinusoidal spaces, and 
exhibiting numerous mitotic figures. Pleomorphisra was particularly pro- 
nounced. The second type was that designated as Hodgkin’s paragranuloma 
(Jackson and Parker), in which the infiltrate consisted of masses of closely spaced 
lymphocytic cells of mature type, containing feiv of the larger reticuloendothelial 
cells which characterize Hodgkin’s disease. Both of these types formed the 
ovarian tumor. Although the characteristic granulomatous reaction was not 
observed in this case, if one accepts the broader concept of Hodgkin's disease 
as one with a variable pattern, subject to mutations and transitions in wHchthe. 
tumor changes into the sarcomatous and almost pure lymphoid variants, the 
diagnosis becomes tenable. 

Case II. A 35 year old white Avoman Avas first seen AAdth the complaint of 
continuous pressure and cramplike pains in the right lower abdominal quadrant 
and progressiA'’e abdominal enlargement of 6 AA'eeks’ duration. Abdominal 
examination revealed a firm non-tender mass in the epigastrium. Peh'ic exami- 
nation revealed an irregular, firm nodular mass in the region of the right ovary- 
Similar nodules AA^ere felt in the cul-de-sac. Laboratory studies Avere noncon- 
tributory and the clinical impression Avas that of OAmrian cancer AA'ith metastatic 
involvement of the abdominal lymph nodes. 

At laparotomy the right ovary and a biopsy specimen of the omentum were 
removed. A large solid mesenteric mass, firm and fixed on all sides, Avas noted 
in the epigastrium. Recovery AA-as uneventful and the patient was discharged 
on the 16th postoperative day. 

Pathological examination revealed a greatly enlarged ovary' covered by a thin 
intact capsule. On section the parenchy'matous and stromal elements were 
found to have been largely replaced by a heavy cellular infiltration associated 
Avith considerable fibrosis. The predominating cells Avere of lymphoid type, 
the majority' being typical mature lymphocytes tightly' packed in large numbers. 
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The occurrence of larger cells of reticuloendothelial type, resembling poorly 
developed Stemberg-Reed cells, scattered eosinophils and the fibrosis led to a 
diagnosis of lymphoblastoma, probablj' Hodgkin’s disease. A similar infiltration 
was noted in the omentum. 

Following this report a discrete subcutaneous nodule was detected in the 
patient’s right arm. 'When this was excised and examined, sections revealed a 
lymph node showing a diffuse l}unphoid infiltration of the germinal centers and 
interstitial structure and reticuloendothelial cells; in the peripheral areas larger 
reticuloendothelial cells of the Stemberg-Reed tj^pe were numerous. 

That the ovarian involvement in both of these cases was not the result of fusion 
■with, and direct extension from, contiguous lymph nodes was manifested by the 
fact that the organs were freely movable, in normal position, unattached to 
neighboring nodes and each surrounded b 5 ' an intact ovarian capsule. In Case I 
sarcomatous cells were identified within the lumen of veins within the substance 
of the ovarJ^ This probablj’’ serves to explain the genesis of the infiltration in 
tins organ. 2 figures. 

(I have personally observed no instance of this type, although I have seen 2 cases of 
lymphosarcoma of the ovary, both apparently secondary to lymphosarcoma elsewhere in 
the abdominal cavity. The photomicrographs accompanying the authors’ paper seem ^ 
justify their (fiagnosis. Since one is apt to think of Hodgkin’s disease as a disease charac- 
teristically involving lymph glands, it is difficult to e.vplain the involvement of such an 
organ as the ovary. — Ed.) 



FEMALE UROLOGY 


AN EVALUATION OF METHODS FOR THE TREATMENT OF 
URINARY INCONTINENCE 


Albert H. Aldridge 
Am. J. Obst. & GsTiec., 51 : 299-315, 1946 

Out of the variety of.coDditions, well known to cause urinary incontinence, 2 
major causes are responsible in a high percentage of patients. They are ob- 
stetrical trauma and damage to tissues from malignant neoplasms either alone 
or in combination mth irradiation therapy used to eradicate such growths. 
Incontinence of urine resulting from these injuries may be due to fistulous com- 
munications between the urethra, bladder or ureters and the vagina or uterus. 
However, the most frequent cause for loss of urinaiy control is incompetence o 
the urethral sphincter mechanism which controls urination. 

The literature reveals that van Roonhuysen, 1663, was the first to “&cover 
and put into e.xecution a well-defined plan of operative treatment.’ His tec 
nique, as recorded, is interesting. With the patient in the lithotomy posi ion, 
the fistula was exposed with a speculum. The margins of the fistula were e 
nuded and brought into apposition with sharpened goose quills w'hich were e 
in position by silk threads. The wqund was dressed with flat wcks “ 
wth warm balsam oil and the vagina was filled with sponges saturate 
oil of sweet almonds. Jobert deLamballe w'as probably the first to . 
the importance of avoiding tension on the margins of a wound. Contn 
of other surgeons include: (1) “flap splitting”; (2) free mobilization of W 
and separate suturing of the bladder and vaginal walls; .. 

peritoneal closure of vesicovaginal fistulas; and (4) suprapubic ra P 

operations for urinary fistulas. Mpnuda- 

Sims’ contributions to the original procedure for closure of a fist ^ 
tion of its margins and closure ivith some form of mteirupted ^ 
included improved exposure of the fistula and the use of si ver ^ of 

certain instruments developed to insure exact placemen , the 

these sutures. The author’s experience wuth the Sims ^ urethral 

conviction that it is best suited for the closure of small to nwderate swe 
and bladder fistulas which are reasonably accessible and are loca 

flat surfaces. fiotnlas are based on 

At present, operative techniques for closure of un J J ^ operation 
the original techniques. The modem Preparation of the ,o im- 

includes not only steps to eliminate urinary mfecti upon 

prove the general health of the patient. Success ^P^^ gu5ted to 

accurate localization of the fistula a,nd selecti 9 ^ 

conditions found before and at the tune of operation. Repair 

590 
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tecbiiique -which depends upon denudation of its margins should never be at- 
tempted unless closure can be accompfished without undue tension on the sur- 
rounding tissues. Flaps developed for closure of a fistula should be made up of 
the entire thickness of the vaginal wall to insure optimum nerve and blood 
supply. The importance of closing a fistula -ndth the first attempt is obvious. 
Every surgical failure decreases the chance for ultimate success. 

Vaginal plastic procedures are successful in curing about 80 to 90 per cent of 
patients who have urinary incontinence due to relaxation or partial destruction 
of the urethral sphincter muscles. If function of these muscles cannot be re- 
stored by vaginal plastic procedures, an attempt to establish urinaiy control by 
transplantation of adjacent muscles and fascia should be considered. A tech- 

TABLE II 


Summary of irealment of ItS urinary fistulas 
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4 
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* Transvesical closure of fistula. 

t Reconstruction of urethra — Farrar technique. 

t LaForte operation using reotocele to close opening in urethra and bladder. Martius 
technique for incontinence. 

§ Complete hysterectomy. Repair of fistula by transperitoneal route. 

nique for this purpose, recently described, has been successful in 9 out of 10 cases 
operated upon by 3 gynecologists. As a means of rehetung urinary stress in- 
continence, transplantation of fascia should alwaj's be combined tvith va^al 
plastic surgery. It should never be used as a substitute for the standard vaginal 
plastic procedures in use for the same purpose. In all plastic procedures involv- 
ing the anterior vaginal wall, it is important to separate the wall of the vagina 
from that of the bladder in the natural plane of cleavage. 

The author presents a series of 118 urinary fistulas. Approximately one-third 
were caused by obstetric trauma, about one-half by surgical trauma, and 15 per 
cent by malignant neoplasms of the uterus, alone or in combination with irradia- 
tion therapy used in treating such tumors. The results of treatment of these 
118 cases are summarized in Table II. 4 figures. 
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(This is a most informative yet simply written paper by an able plastic surgeon in a hos- 
pital whose liistory has been intimately linked up with the development of plastic gyneco- 
logical surgery. It gives a concise review of methods available for the correction of urinary 
fistulas as well as of “stress incontinence”. The author emphasizes the importance of in- 
tensive efforts to close fistulas at the first operation, since failure so commonly means 
greater difficulties at subsequent attempts. His insistence that in all plastic procedures 
involving the anterior wall the vagina be separated from the bladder in the natural plane of 
cleavage will be endorsed by everyone with experience in this field. Aside from anatomical 
disadvantages, it avoids the more difficult dissection and the far greater vascularity which 
follows if one gets into the wrong plane. Although the now widely and successfully used 
method of flap splitting and free mobilization of the bladder has been known for a half 
century, it took a great many years before it permeated our specialty. It was the common 
practice among gynecologists of a generation ago to resort to the Sims type of operation, 
perhaps with many failures before final success, in the closure of the larger fistulas, most of 
which are now successfully treated by a single operation based on the above mentioned 
principles. 

As regards stress incontinence, the author presents a brief but satisfying review of the 
simpler techniques, such ns that of Kennedy, successfully employed in the great majority 
of cases. For the smaller group of cases not cured by these conservative plans, Aldridge 
again calls attention to the operation described by him in 1942, employing a combination 
of vaginal plastic surgery with transplantation of the abdominal fascia. (Am. J. Obst. & 
Gynec., 44: 398, 1942). A modification of this plan has recently been suggested by Studdi- 
ford (Am. J. Obst. & Gynec., 60: 119, 1945) whose paper was abstracted and commented upon 
in the February issue of the Survey, p. 134. A number of instructive illustrations accom- 
pany Aldridge’s article, as w'cll as several tables. One of these, showing the results in the 
treatment of 118 fistulas, is reproduced above. — Ed.) 


VESICOVAGINAL FISTULA; AN IMPROVEMENT IN THE 
CHAFFIN METHOD OF POSTOPERATIVE TREATMENT, 
USING CHAFFIN SUCTION DRAINAGE 


R. C. Chaffin 


Am. J. Surg., 71: 305-311, 1946 


The results of surgical treatment of bladder fistulas were unsatisfacto^ unti 
about the time of the publishing of the author’s original argicle advocating t e 
prone position of the Bradford frame for complete drainage. A review of e 
literature since that time indicates that surgical results are more univerea y 
satisfactory. The position of the patient caused some discomfort and complaint 
due to the rigidity of the Bradford frame. In the present paper the ““ 
removed the woman from the frame and placed her in bed tvith stil e e 


The^following is a step-by-step operative technic which yields 

Ld results in an easy operation. The patient is placed in the Trendelenburg 

l.^Two Gelpi retractors are used, one to separate the buttocks at the anal level 
id the other to spread the vagina. 
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2. Cover retractor vith towels to avoid suture tangles. 

3. Sims’ retractor in the perineum, is pulled up by a strong assistant. (Usually 
it is necessary to incise the perineum to the sphincter ani to get good exposure.) 

4. Pull down the cervix (if cer\ax is absent, the scar above the fistula is seized 
in the tenaculum). This places the surgical site directly in front of the operator 
■vrith good exposure and an opportunitj' to work on a flat surface. Lateral re- 
tractors aid in exposure. 

5. A vertical incision is made o\’er the fistula, one cm. above and below, through 
the vaginal wall (small tonsil sponges and long tissue forceps are used for 
sponging). 

6. Carry dissection back one cm. in all directions and hold vaginal flaps with 
long Allis or sutures. 

7. Suture the bladder opening with gastrointestinal chromic catgut and curved 
needle, intemipted. 

8. Close vaginal wall with any suture of choice; gut, silk, linen, cotton or wire. 

9. Place a small rubber catheter (plain, hot Pessar) into the bladder about 2 
inches and secure with cotton cord and adhesive. 

10. Cut off the catheter at about its middle or fairly close to the perineum, 
attach by “T” glass connection to a ^ inch pure gum tubing, sufficiently long 
to reach over the bed (3 to 4 feet). Attach a small rubber tube to the side arm 
of the “T” tube and bring up and strap to buttocks with adhesive. This re- 
mains open for suction air intake. 

11. Place the patient in her bed, not on the Bradford frame, in the prone posi- 
tion. '‘This is the point where icc remove the pathnl from the Bradford frame 
where she has been for ten or fifteen years and make her more comfortable." 

From this point the Chaffin suction technic applies. The long, large catheter 
extension tube with the “T” tube making a vent for air intake, goes to the Pratt 
bedside pump which maintains a constant suction of 20 inches of water and is 
continued for 10 days to 2 w'eeks. The urine flows out of the bladder to the bed 
level bj-^ gra%dty. The suction pump picks it up at this point and lifts it over the 
edge of the bed, or even over the thigh more effectively than the Bradford frame 
and gra\-ity method, with much greater comfort. The author cautions that 
suction must not be applied to a closed catheter as it -n ill not empty the bladder 
without the admission of air. 

Suction dminage is applicable to scores of surgical fields and especiallj'- fits this 
pathological entity. Suction drainage lowers mortality in all abdominal surgery, 
possibly as much as 80 per cent and in ureter and bladder fistulas and transplants, 
13 adequate insurance against failures or complications. 14 figures. 

(tthile there are many possible difficulties and hazards in the operative and postoperative 
care of bladder fistulas, I doubt whether most gynecologists would class among the major 
ones the difficulty of keeping the bladder empty after operation. For this purpose the re- 
tention catheter is almost universally employed and, like the author, I prefer the plain 
catheter to one of the mushroom type, because of its lesser traumatic possibilities. While 
the suction drainage plan described by Chaffin might be an additional safeguard in some of 
he more difficult and doubtful cases, it would not seem necessary in the average case. The 
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risk of catheter plugging would probably be less, but hot that imposed by slipping out of the 
catheter. In no other type of gynecological case is the importance of postoperative nursing 
greater than in the management of fistulas. Fortunate the gynecologist who has a perma- 
nent nursing staff well trained in such matters, rather than the constantly shifting nursing 
personnel on which these responsibilities are more commonly put! — Ed.) 


THE RADIATION TREATMENT OF CARCINOMA OF THE 
FEMALE URETHRA 

‘J. Jackman and R. D. Bacon 
Pennsylvania M. J., 49: 518-519, 1946 

The purpose of this paper is to report the technic of radiation therapy of 
carcinoma of the female urethra as used by the authors; to describe the reactions 
and complications, both early and late, to this method of therapy; and to list the 
immediate results in a small series of cases observed during the past 5 years. 

Most primary urethral malignant tumors are squamous carcinomas. A 
definite diagnosis depends upon histologic examination of biopsy tissue. After 
removing adequate tissue for biopsy, the cautery may be used to destroy as much 
of the lesion as possible. When the diagnosis is established and the tissue has at 
least partially healed, x-ray therapy maj"- be started. This is administered by a 
cone adapter nith the cone directly against the external meatus, covering all of 
the diseased area. The following factors are used; 200 kilovolts, 15 milliamperes, 
Thoraeus filter, 50 cm. focal distance; 300 r (measured in air) are given daily for 
5 or 6 da3's. This is followed immediatel}’' bj'^ radium element needles, 3 or 4 
10 mg. needles being inserted radially around the urethra and parallel to its long 
axis. For the volume of tissue treated a gamma roentgen dose of 3 to 4 thousand 
is used, eoncentration of the dose being attempted around the external meatus. 
If enlarged nodes are palpable in the inguinal areas, radical dissection is carne 
out, which may be followed by high voltage roentgen therapy. 

Excessive irradiation is not very well tolerated bj"^ the urethral area ond t e 
leeway between an adequate therapeutic dose and overdosage is small, e 
angiectasis and post-irradiation stricture may result. 

The authors have treated 8 cases of urethral carcinoma in the past 5 years. 
Seven of the patients are living and one is dead. Five patients are at presen 
free from symptoms and signs of disease. The 6th, originally treated ® 
ago, although without evidence of local disease is suspected of having 
metastases. The 7th is now being treated for local recurrence, 16 months a er 
the primary treatment. The patient who died presented evidence of mguma 
node metastases when first seen; both the urethral primary lesion and the me 
tases were microscopically proved as squammus cell carcinoma. Treatmen c 
sisted of inguinal and urethral dissection as well as .x-ray and radium therapy 
these areas. Death occurred 7 months later. 
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Although 5 and possibly 6 of the 8 cases are free of disease for a fetv months to 
5 j’ears after primarj' tieatment, a favorable prognosis cannot be given them until 
more time has elapsed. It is noted that the presence of metastases to the inguinal 
lymph nodes is a very unfavorable sign. 

(The results in the 8 cases reported by the authors are better, I believe, than those com- 
monly observed. Many of these cases are observed late, and only in the occasional case 
does surgery, without undesirable loss of sphincter function, find a place in treatment. I 
have now under my care a huge diffuse urethral carcinoma extending upward into the vesical 
neck, and forming a large mass almost filling the vagina. The patient had had hematuria 
for 6 years. Incidentally, urethral carcinoma of this large size may be difficult to distinguish 
from primarily vaginal growths, although the latter, when they reach considerable size, 
commonly show ulceration and vegetation on the vaginal surface. Even a large urethral 
carcinoma, on the other hand, is apt to be covered by a smooth vaginal mucosa. The 
picture is different with urethral carcinomas in the meatal end, sometimes secondary to 
caruncles, and characterized by an ulcerated fungoid appearance. — Ed.) 


IS URETERAL STRICTURE AN ETIOLOGICAL FACTOR IN 
THE GENFJ3IS OF RENAL CANCER? 

Gut L. HmsTJEK 

Urol. & Cutan. Rev., 46: 32-57, 1946 

The author has found in most instances that cancer of the kidnejf is associated 
tvith bilateral ureteral stricUire. From what is known concerning the capital 
r61e of ureteral stricture in causing hydronephrosis, renal infections, calculus 
formation and nephritic processes giving rise to the so-called essential hematurias, 
It seems reasonable to conclude that stricture, with its .urinary stasis and renal 
injuries, is probably one of the chief factors in the development of renal cancer. 

If use is made of the methods which reveal stricture and of the logical cysto- 
scopic methods for the relief of this malady, in another quarter-centurj’- there 
should be a great reduction in the incidence of renal cancer. 

Every bleeding kidney should be considered as the seat of cancer until reason- 
able proof is established to the contrary. If the treatment of ureteral stricture 
results in prompt cessation of hematuria, one is justified in making the diagnosis 
of probable “essential” hematuria, but the patient should be carefully supervised 
for a prolonged period. If pain, hematuria and tumor are present, dilatation of 
ureteral stricture may result in cessation of the pain and hematuria, and, if there is 
a fanuly history of congenital cystic kidney, one is justified in concluding that the 
tumor belongs in this category. 

When the cancer kidney is not definitely outlined by palpation or routine uro- 
grai^, a prompt diagnosis may be reached by combining vvith the urogram an 
outlining of the kidney with the peri-renal air injection. 

When the patient has such profound anemia, to.xemia and asthenia that imme- 
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risk of catheter plugging would probably be less, but hot that imposed by slipping out of the 
catheter. In no other type of gynecological case is the importance of postoperative nursing 
greater than in the management of fistulas. Fortunate the gynecologist who has a perma- 
nent nursing staff well trained in such matters, rather than the constantly shifting nursing 
personnel on which these responsibilities are more commonly put! — Ed.) 


THE RADIATION TREATMENT OF CARCINOMA OF THE 
FEMALE URETHRA 


■J. Jackman and R. D. Bacon 
Pennsylvania M. J., 49: 518-519, 1946 

The purpose of this paper is to report the technic of radiation therapy of 
carcinoma of the female urethra as used by the authors; to describe the reactioM 
and complications, both early and late, to this method of therapy; and to list t e 
immediate results in a small series of cases observed during the past 5 years. 

Most primary urethral malignant tumors are squamous carcinomas, 
definite diagnosis depends upon histologic examination of biopsy tissue. ^ 
removing adequate tissue for biopsy, the cautery may be used to destroy as muc 
of the lesion as possible. When the diagnosis is established and the tissue as a 
least partially healed, x-ray therapy may be started. This is administere y 
cone adapter with the cone directly against the external meatus, covenng 
the diseased area. The following factors are used: 200 kilovolts, 15 milhamper , 
Thoraeus filter, 50 cm. focal distance; 300 r (measured in air) are given dai y 
5 or 6 days. This is followed immediately by radium element "eemes, d 
10 mg. needles being inserted radially around the urethra and ® ° j 
axis. For the volume of tissue treated a gamma roentgen dose of 3 to . 

is used, concentration of the dose being attempted around the externa , 

If enlarged nodes are palpable in the inguinal areas, radical dissec ion 
out, which may be followed by high voltage roentgen therapy. 

Excessive irradiation is not very well tolerated by the urethia 
leeway between an adequate therapeutic dose and overdosage is sm 
angiectasis and post-irradiation stricture may result. ^ 

The authors have treated 8 cases of urethral carcinoma P 

Seven of the patients are living and one is dead. ted 5 years 

free from symptoms and signs of disease. The 6th, orijna y^ 
ago although without evidence of local disease is suspec months after 

Sies." The 7th Is now being treaW for 

the primary treatment. The patient who died . .^e metas- 

node metastases when first seen; both ^^Sml Treatment con- 

tases were microscopically proved radium therapy to 

sisted of inguinal and urethral dissection as weU as x ray a 
these areas. Death occurred 7 months later. 
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VAGIN.^ HYSTERECTOMY; A RECORD OF RESULTS BASED 
ON THE ^TOIR TECHNIQUE 

E. E. Rhoads axd P. R. Zeit 
Am. J. Obst. & G 3 'nec., 61: 533-537, 1946 

That vaginal hj’sterectom 5 ’' is a procedure of inestimable value is hardly de- 
batable. Any so-called routine technique must be modified in each indiwdual 
case and the description of a number of techniques and their end-results in the 
hands of various opearators is of value in evaluating the operation. Thus, the 
authors present a description of the technique of Dr. W. H. Weir and the end- 
results obtained at the Universitj' Hospitals of Cleveland. 

From 1928 to 1942 there were 6017 hj-sterectomies performed. Of this total, 
3641 were abdominal hj-sterectomies and 2091 were supracer-vical hysterectomies. 
Three hundred and eighty-five vaginal hysterectomies were done, or a percentage 
cf 6.39. Dr. Weir’s technique was used in 205 of these cases. 

This technique, which the authors describe in the present paper, is felt to have 
g?ven very satisfactory' results. An important feature of the technique is sutur- 
ing the base of the bladder to a united upper pedicle. In using the suture method, 
adequate outlet wth good exposure is necessary'. Plication of the uterosacral 
ligaments is extremely important to prevent recurrent prolapse and enterocele. 

One hundred and ninetj'-two of the 205 patients have been followed up from 2 
to 10 years. The results show a mortality of 1.04 per cent, recurrent rectocde in 
2.60 per cent, recurrent cystocele in 3.64 per cent and prolapse of the vaginal 
vault in 2.08 per cent. There was one pelvic abscess (.52 per cent), shortened 
vagina in 2.08 per cent, urethrocele in 1.04 per cent, stress incontinence in 2.08 
per cent and vesico%'aginal fistula in .52 per cent. There were 3 enteroceles, 2 
of which were overlooked at operation (1.04 per cent), and one of which was 
recurrent (.52 per cent). The 2 overlooked enteroceles were corrected satis- 
factorily by later operation and the vesicovaginal fistula healed spontaneously 
oraking a corrected total of 14 unsatisfactory cases, or 7,07 per cent. 

Although, according to Danforth, postoperative hemorrhage is a not infrequent 
occurrence, there was but one in this series requiring secondary operation. 

(GyBecologists all have their little individual tricks and touches, not only in vaginal 
oysterectomy, but with practically all operations. Instead of “suturing the base of the 
bladder to a united upper pedicle”, many of us prefer to employ a suburethral triangular 
stitch embracing the combined iofundibulo-pelvic ligaments and the subpubic ligament on 
^ch Bide in those cases in which there is an associated large cystocele which calls for repair. 
Aoo much stress cannot be put on the obliteration of the cul-de-sac by a purse-string suture 
bffloracing the uterosacral ligaments, and this will usually avoid the later development of 
pelvic enterocele, which is urged by some as an argument against vaginal hysterectomy in 
prolapse cases. Postoperative hemorrhage of slight amount is not rare, as in most other 
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diate operation is out of-' the question, bilateral opening of the ureters for good 
drainage often yields surprising results in the improved condition of the patient. 
In case of doubtful diagnosis, the cathetcrized bladder urine should be repeatedly 
examined during the waiting period since it sometimes yields tumor cells, thus 
clinching the diagnosis. 

In the treatment of bilateral stricture in hundreds of patients who had chronic 
pymlitis or infected stone kidney on one side only, the author has reason to believe 
that the sterile kidney became infected due to catheterization in no more than 
4 or 5 instances. If one does not approve of dilating the supposedly normal 
ureter before removal of tl.e cancer kidney, he should certainly^ see that this is 
done before dismissal of the patient as an insurance for optimal health of the 
remaining kidney and as prophylaxis against future cancer on that side. 

Twelve case reports are presented. 33 figures. 

(Howard A. Kelly, who devised the direct method of cystoscopy for women, may be called 
the father of female urology, and Hunner has been the outstanding exponent in this field 
for many years. Certainlj' his discussion on the diagnosis of renal cancer, based as it is on 
an enormous experience, will be accepted as authoritative. As to the etiological role o 
ureteral stricture, there will probably be no unanimity of opinion, partly because of differing 
viewpoints as to the interpretation of strictures, partly because many will feel that stricture 
is perhaps not the type of “chronic irritative” lesion which is commonly thought to play a 
predisposing role in cancer development. Dr. Hunner would probably agree that here, as 
with many other supposedly predisposing factors in the cancer field, the verdict would nve 
to be the old Scotch one of “not proven.” — ^Ed.) 
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which adenocarcinoma of the corpus was diagnosed 2 years after the performance 
of a diagnostic curettage and Watkins interposition operation. Following a 
most difficult complete hysterectomy, the patient made an uneventful recovery. 
She now has a bladder capacity of’ 24 ounces with occasional lapses of muscular 
control. 

A number of cases have been reported in which the interposition operation was 
done without tubal ligation during the childbearing period. Practically all 
patients aborted or went on to term and ceserean section. However, some of 
these patients have w'om retention catheters from the eighth week on. 

A case is discussed in w'hich the patient’s complaint was frequency of urination, 
of such a degree that she was miserable. Three years previously a Watkins 
operation and sterilization had been performed. Cystoscopic examination re- 
vealed a bladder capacity of only 100 cc., markedly elevated bladder floor and 
congested ureteral orifices. It was concluded that the s 3 '’mptonis were due purely 
to a mechanical reason by the uterus being pushed beneath the bladder. 

The author concludes that the Manchester-Fothergill bladder advancement 
operation or vaginal hj'sterectomy should offer enough choice of procedure in 
cases where the Watkins operation formerly has been used. 

(As the author states, the complete Watkins interposition operation has apparently gone 
Jnto the discard, though we shall probably for some years meet with an occasional instance 
of undesirable late complications, such as the author describes. While I have personally 
not encountered adenocarcinoma in an interposed uterus, I would be inclined to believe 
that radium therapy, applied within the cavity after incising of the uterus through the 
vagina, would be a better plan than radical operation, which would certainly be difficult. 
On the other hand, in a case of moderate-sized myomas, with profuse bleeding, in a pre- 
viously interposed uterus, the removal of the latter through the vagina proved rather sur- 
prisingly easy, though under such conditions one must be on the guard against bladder 
injury. Certainly there would be no justification for performing the complete interposition 
in child-bearing women without tubal sterilization, nor would there be any need for such 
interposition in view of the availability of simpler and safer methods. — ^Ed.) 
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HYSTERECTOMY; INDICATIONS FOR THE VARIOUS TYPES 

OP OPERATION 

David A. Bickbl 
J. Indiana M. A., 39: 110-112, 1946 

The author reviews a small group of personal cases and also statistics on hyster- 
ec omy o^rations from large teaching clinics and general hospitals. These 
s u ^ icate that the trend in pelvic surgery is to remove the entire uterus 

ysterectomy is performed, and to do the operation vaginally when con- 
ditions permit. 

standpoint of operative technique and safety, some operators prefer 
e subtotal operation, and also prefer it in cases of extensive pelvic inflammation 
or endornetriosis. Because of the danger of the development of malignancy and 
the persistence of chronic infection in the cervical stump, the total operation 
should be the operation of choice for those familiar with pelvic surgery. If a 
diseased cervix is not removed it should be thoroughly treated pre- or post- 
operatively and examined at regular intervals. 

Vaginal hysterectomy definitely is becoming the choice operation for the 
correction of uterine prolapse and removal of the uterus in the same procedure. 

(A brief summarizing paper which, I believe, states present trends correctly. — ^Ed.) 


LATE COMPLICATIONS OF THE WATKINS INTERPOSITION 

OPERATION 

Clayton T. Bbecham 
Am. J. Obst. & Gynec., 61: 416-419, 1946 

The author states his impression that today the ordinary bladder advancement, 
the Manchester-Fothergill operation, and vaginal hysterectomy are gradually 
replacing the Watkins interposition operation. This is probably due to the Wat- 
kins operation causing a distortion of pelvic anatomy. The complications of 
the Watkins operation which are cited in this paper have come under the au- 
thor’s care, although the operations were done elsewhere. 

McGlinn, in 1927, reported a case of carcinoma of the uterine body occurring 2 
years after a Watkins operation. Bissel stated that he had encountered 2 such 
cases while Corvese added another report. The author presents a fifth case m 
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IS NORMAL SEMEN? 

Sherwix a. Kaufmax 
Human Fcrtil., 2: 3-11, 1946 

Complete semen analysis in a group of 40 men of repeatedly proved fertility 
is presented by the author as a preliminarj' report. The onlj"^ consistent finding 
in this series was a lugh percentage of normal morphological forms in evmrj" case. 
The wives of the men studied were all pregnant at the time of study, now have 
2 or more normal children, and have never had a spontaneous miscarriage. By 
means of a questionnaire, further evidence of high fertility has been ascertained 
in 31 of the cases. 

The' age of the men appeared not to influence the results in any manner. The 
ages varied from 27 to 54 3'ears, the average being 37.0 j-ears. 

The volume of the ejaculate averaged 3.0 cc. No direct correlation was noted 
between the volume and the sperm count per cc. 

No constant relationship was seen between \dsc0sit3' or turbiditj', and anj^ 
other phase of the anah'sis. 

Motilitj’’ estimivtions revealed an average of 61 per cent motile cells at the end 
of 3 hours. At the end of 6 hours, the motility averaged 46 per cent and at the 
end of 12 hours the average was 2.8 per cent motile forms. Three specimens 
showed definitelj' poor motilit}’, including poor quality of motion, and 2 of these 
had a markedly reduced spermatozoan count. 

The spermatozoa count per cubic centimeter was less than 60,000,000 in 6 of the 
40 cases. Tnm cases had counts less than 40,000,000 per cc. The average 
count for all cases was 107,100,000 per cc. 

The average total count was 332,000,000. Seven specimens had total counts 
below 150,000,000, and 5 of these had counts below 60,000,000 per cc. 

In the studj' of morpholog}% the average percentage of normal forms was 89.4 
per cent. Abnormal forms ranged from 3.0 per cent to 18 per cent vdth an 
average incidence of 10.6 per cent. In no case did the percentage of abnormal 
cells exceed 18 per cent. 

(The plan of study followed in this paper is somewhat similar to that employed some 
y^reago by Hotchkiss and his co-workers in that the men chosen for semen studies were 
ose of demonstrated fertility. Surprisingly low counts were reported in some of Hotch- 
■ 5S cases, counts far below the 60 million minimum limit for fertility which was at one 
ime set. In a number of Kaufman’s cases also the count was well below this figure, and 
f tliat still lower counts characterize the semen of some unquestionably 

et 1 e men. The morphology would seem to be a more reliable index, as investigators 
PPear to be in pretty general agreement that a high percentage of abnormal forms, above 
per cent, is quite sure to mean infertility. — ^Ed.) 
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HUMAN FERTILITY 

C. Scott Russell 
Lancet, 1: 300-303, 1946 

According to Pearl the relative sterility of the human organism is truly the 
marvel rather than fertUity.” This conclusion is based on the study of 199 
couples who must have taken on the average about 24 months to conceive. Be- 
cause c imcal e.yperience in the author’s country does not support this view, a 
s oil investigation was carried out wth the main object of obtaining an estimate 
of the time taken to conceive. 

Records of 197 first conceptions and 96 second conceptions were available 
and were analyzed for this study. Details of third and subsequent conceptions 
were not recorded. It was found that nearly two-thirds of the pregnancies 
started within 3 months of natural coitus. This finding does not, therefore, 
confirm Pearl’s conclusion. 

A trend was apparent suggesting that second babies are conceived slightly 
more easily than fii'st babies. 

Two-thirds of the women interviewed had practised birth control before the 
first conception, and the same proportion had practised it between the first and 
second conceptions. Coitus interruptus was the usual method of birth control. 
The duration of successful contraception was significantly shorter , in couples 
who had not conceived than in those who had conceived at once. The failure 
of birth control was significantly greater between the first and second concep- 
tions than before the first. The explanation may be either the longer duration 
of contraceptive effort or the increased use of coitus interruptus at that time. 
No significant difference was demonstrated between the ease of conception in 
women who previously had and those who previously had not practised birth 
control. 

The author criticizes Pearl’s data from the foUowdng 2 points of view: ( 1 ) the 
statement that his group of 199 couples is “reasonably representative” is ques- 
tioned, and (2) it is suggested that his method of obtaining accurate information 
about the practice of birth control was so unsatisfactory that much of his data on 
this subject must be viewed with suspicion. 

(While Raymond Pearl was a distinguished statistician, the conclusions reached by 
Russell will probably impress most gynecologists as more in keeping with actual experience 
than Pearl’s. — Ed.) 
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husband’s infertility, the ■wife, 'with her husband’s consent, submits to artificial 
insemination by a donor other than her husband. It may also happen that she 
resorts to such a procedure without her husband’s consent or knowledge. Such 
a case was presented to the Ontario (Canada) Supreme Court in 1921. 

The parties were married in Canada and, shortty thereafter, sailed for England. 
The husband returned to Canada and the wife remained in England for several 
years, during which time she submitted to artificial insemination without her 
husband’s knowledge, the semen specimen being provided by another man. 
She returned to Canada with the child and sued her husband for divorce and 
alimony, charging that his neglect and cruelty drove her to the act described. 
The court held that the ■wife’s submission to artificial insemination (by another 
man, without her husband’s consent) was adulterj^ the essence of which was 
not necessarily the moral turpitude involved, but the surrender of the repro- 
ductive powers of the ■wife to another man. The court said: “Sexual intercourse 
is adulterous because in the case of the woman it involves the possibility of 
introducing into the family of the husband a false strain of blood. Any act on 
the part of the "wife which does that would, therefore, be adulterous.” 

The author concludes that if the ■wife submits to artificial insemination "without 
her husband’s knowledge or consent, the offspring thus produced is illegitimate. 

The real field for the application of artificial insemination is when the wife is 
fertile and the husband sterile and when, because of their mutual desire for a 
child, the husband consents to the procedure. The question of legitimacy under 
these circumstances was the subject of an editorial in the American Medical 
Associaiion Journal, which took the ■view that the child is illegitimate. In this 
editorial it was pointed out that the husband’s consent does not alter the 
fundamental concept of legitimacj^ which requires that the child be the actual 
offspring of husband and wife. If that concept is ■vdolated, even with the best of 
mtentions, the resulting offspring is illegitimate. 

(In the case reported by Schatkin, where the insemination was done ■without the knowl- 
edge or consent of the husband, the verdict of illegitimacy rendered by the court is not 
Burprising. More important is the fact that even with the full knowledge and consent of 
the husband, the question of the legitimacy of the child may still be brought up, and, if this 
viewpoint is presented to the prospective patient, as it should be, her enthusiasm for the 
procedure -will probably be much dampened. She is likely to choose adoption instead, 
li^le I suppose that there is justification for occasional resort to insemination, it is a rather 
disagreeable, messy procedure, with very definite legal connotations. In every large 
community there are likely to be a few enthusiasts for the method, and I am always glad to 
icfer seekers for “testtube babies” to them. — Ed.) 

THE LEGITIMACY OF ARTIFICIAL INSEMINATION 
Ajuvn F. Guttmachek 
Human Fertil., 2: 16-17, 1946 

In general, legal interpretation is resistant to tbe passage of time and to the 
associated changes in social attitudes. None of the legal opinions referred to by 
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THE RELATION OF HYALURONIDASE IN THE SEMINAL 
FLUID TO FERTILITY 


B. E. Greenberg and S. L. Gabqkll 
Human Fertil., 2; 1-2, 1946 


It has been suggested that hyaluronidase may be the enzyme which is respon- 
sible for the dissolution of the corona of the ovum which thus allo^vs the sperm 
easier penetration. The persent paper concerns the relationship of the concen- 
tration of spermatozoa to the amount of hyaluronidase present in a sperm 
specimen. 

Hjmiuronidase is an enzyme which decreases the viscosity of solutions con- 
taining hyaluronic acid. The authors chose the umbilical cord of the new-born 
as a good source of supply of hyaluronic acid. A special viscosimeter^ was set 
up for measuring the action of hyaluronidase from the spermatic fluid. The 
general findings were that the concentration of hyaluronidase in spennatio 
fluid is in direct proportion to the number of spermatozoa found in a given 


specimen. 

Such findings provide an opportunity for an additional check on possible errors 
in the count of spermatozoa and they offer a probable explanation why, w en 
there is not enough hyaluronidase in the spermatic fluid for the dissblution o 6 
egg of the corona, no pregnancies take place, even though a small number of goo 

motile spermatozoa is found. _ u + -f ia 

It was found that the spermatozoa do not carry hyaluronidsase but tha i 
present in the spermatic fluid itself. If hyaluronidase is essential for the sso^^ 
tion of the corona and if spermatozoa do not carry hyaluronidase, it ^ 

that there must be some other mechanism of transportation of the semina 
and spermatozoa in addition to the passage of the individual spermatozoa 


into the cervix and tubes. „„;,io<;ei3 

On this assumption, the authors established the fact that no hya ur 
present in the normal tubes of a female rabbit. Then they copulate^ ^^tubes 
killing the female wdthin 30 seconds after copulation. The ^ 

were removed and the presence of hyaluronidase was definitely esta is • 
is concluded that in all probability there is some mechanism of suctio 
causes the sperm fluid to appear in the tubes of animals. 


ARTIFICIAL INSEMINATION AND ILLEGITIMACY 
Sidney B. Scbatkin, 

Human Fertil., 2: 14r-16, 1946 

If husband and wife are both fertile, yet the latter cannot ^ficial 

iifficulty or impossibility of normal - -latio^ reso^ be had^^ 

nsemination with the husband as t may be that due to the 

legitimacy of the offspnng thus created. However, it m y 
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“HYPERTKICHOSIS IN THE YOUNG WOMAN — ONE HUNDRED 
CASES. INFLUENCE OF THE HYPOADRENALISM” 

Enriqxje CaktHiU) and Maktin Calto 

Aiiales del Ateneo del Institute de Matemidad y Assistencia Social, Buenos 

Aires, 195-200, 1945 

The authors report studies made on 100 cases of so-called hypertrichosis of tee 
feminine type in young women between adolescence menopause. This 
form of hypertrichosis ought to be distinguished from tee vinloid hiisutism seen 
at the menopause. 

The symptomatology seems to indicate that the cause of this syndrome hes 
in a deficiency of tee ovarian-adrenal functional synergism. Besides the 
hypertrichosis, such patients also complain of weakness, easy fatigue, psycMc 
depression, anorexia, vagotonic symptoms, cephalalgias, disturbances in pig- 
mentation, menstrual disorders (usually amenorrhea or hypomenorrhea and 
ocassionally metrorrha^a). The blood pressure is frequently low (bote sj'^stolic 
and diastolic), tee basal metabolism varies from minus 10% to minus 20% in 
the majority of cases, and the sugar tolerance is rather high. 

According to its etiology, the authors believe that treatment shimld be based 
on the administration of pluriglandular products not containing pituitary 
principles, but, on tee other hand, rich in ovarian hormones. Results of treat- 
ment are not reported. 

(Hypertrichosis is one of the most distressing of feminine problems, especially when it 
involves the face. Aside from the rare cases in which it is part of the syndromes produced 
by removable endocrine tumors, such as arrhenoblastoma, adrenal tumors of the ovary, or 
certain cortical lesions, no known method of hormone therapy seems to be of avail. The 
authors of the above paper do not report their results, and one can be sure that they were 
poor after the methods of treatment they advise. I have seen no good results from the use of 
estrogens, which so many have advised, nor do there seem to be any worthwhile results 
reported by others. 

The chief measures in treatment are psychological and cosmetic. Manj' of these patients 
look upon hirsutism as evidence of masculinization, which it usually is not, for it is often 
seen in patients who otherwise are typically feminine, with normal menstruation, normal 
fertility, normal breast development and the normal psychology of the female. They iieed 
reassurance and enlightenment, for they are morbidly self-conscious of their affliction. 
Modern cosmetic methods will do much to alleviate this unfortunate problem, and the 
better class of beauty shops are a boon. In the milder cases, electrolj-sis can be resorted to, 
while in others bleaching of light hairy overgrowth makes it much less conspicuous. In 
the more marked cases paraffin depilatories keep the situation under control, but in the 
extreme cases frequent shaving is necessary. Various adjuvants to the latter . , such as the 
rubbing in of powdered pumice, are also of value. — Ed.) 
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Mr. Schatkin places in proper focus 3 imperative facts: first, the intent; second, 
that artificial insemination is done with the husband’s full knowledge and consent; 
and third, that it is a procedure utterly devoid of any carnal or sexual contact. 

Carrying out the legal premise that "sexual intercourse is adulterous because 
in the case of the woman it involves the possibility of introducing into the family 
of the husband a false strain of blood,” a hysterectomy would be 100 per cent 
protection against the possibility of comihitting adultery. Certainly if the 
woman without a uterus has extra-marital coitus she could not contaminate 
her husband’s blood line; therefore, logically she would not be an adultress. 
From the physician's point of view, it is the intent which is all important. 

The fact that the husband agrees to artificial insemination is a very important 
matter. The author ivill never undertake a case of artificial insemination unless 
he has had a careful discussion with the husband and is fully assured of his sincere 
desire for this solution to their sterility problem. 

Furthermore, from the physician’s point of view, the fact that artificial insemi- 
nation is an asexual method of impregnation is extremely important. 

The author concludes; 'T honestly believe that if artificial insemination were 
presented to a liberal court, a bench made up of nine Oliver Wendell Holmeses, its 
legitimacy would be affirmed. Some day it -vvill be.” 

(See comment on preceding paper. Guttmacher’s remarks on Schatkin's paper would 
seem to have no bearing on the actual legal status of the problem regardless of the fullest 
and most willing cooperation of the husband. This is particularly true since we do not 
have, nor are we likely to have in the foreseeable future, “a bench made up of nine Oliver 
Wendell Holmeses.” While it has nothing to do with the immediate matter of artificial 
insemination, I should like to relate a rather recent e.\perience illustrating the extreme 
lengths to which some childless women will go in their desire for babies. I w'as consulted by a 
highly intelligent woman whose problem was sterility, and the study soon revealed that this 
was due to the male factor, her husband having a complete azoospermia. The wife was 
told of this, but she declared she would not tell her husband, because she feared it would be a 
tremenduous blow to him. “But,” she said, “I’m going to have a baby, because I believe 
it would make my husband the happiest of men, and I'll have it through intercourse wi 
some other man." I told her I could not make myself her moral mentor, but I w'arned er 
that a single coitus is often unsuccessful, adding jokingly that if repeated she might become 
an addict. However, she insisted that she loved only her husband and was making t e sac 
rifice for his sake and for purely (sic!) procreational purposes. Before many mont s s e 
returned beaming with excitement because she had skipped a menstrual period, an soon 
there was no doubt of pregnancy. She was as happy as a woman could be, and ke'sce v 
shocked a month or two later to read a newspaper account of her suicide. A 
•surmised what might have happened, it was not until some time later that 1 l^rne ro 
member of her family that, without his wife’s knowledge, the husband had ^ ^ . 

vious e.xaminations establishing his absolute sterility. When his wife informed 
pregnancy, angry accusations of adultery were heaped upon her, with threats o > 

and then followed the tragic sequel of the wife’s extramarital insemination.— Ed.; 
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“HYPERTRICHOSIS IN THE YOUNG WOMAN-ONE HUNDRED 
CASES. INFLUENCE OF THE HYPOADRENALISM” 

Enriqtie Cantillo and Martin Calvo 

Anales del Ateneo del Institute de Matemidad y Assistencia Social, Buenos 

Aires, 195-200, 1945 

The authors report studies made on 100 cases of so-called hypertrichosis of the 
feminine type in young ivomen between adolescence and menopause. This 
form of hjTJertrichosis ought to be distinguished from the idriloid hirsutism seen 
at the menopause. 

The symptomatology seems to indicate that the cause of this sjmdrome lies 
in a deficiency of the ovarian-adrenal functional synergism. Besides the 
hj'pertrichosis, such patients also complain of weakness, easy fatigue, psychic 
depression, anorejda, vagotonic s 3 mptoms, cephalalgias, disturbances in pig- 
mentation, menstrual disorders (usually amenorrhea or hypomenorrhea and 
ocassionally metrorrhagia). The blood pressure is frequently low (both systolic 
and diastolic), the basal metabolism varies from minus 10% to minus 20% in 
the majority of cases, and the sugar tolerance is rather high. 

According to its etiology, the authors believe that treatment should be based 
on the administration of pluriglandular products not containing pituitary' 
principles, but, on the other hand, rich in ovarian hormones. Results of treat- 
ment are not reported. 

(Hypertrichosis is one of the most distressing of feminine problems, especially when it 
involves the face. Aside from the rare cases in which it is part of the syndromes produced 
by removable endocrine tumors, such as arrhenoblastoma, adrenal tumors of the ovary, or 
certam cortical lesions, no known method of hormone therapy seems to be of avail. The 
authors of the above paper do not report their results, and one can be sure that they were 
poor after the methods of treatment they advise. I have seen no good results from the use of 
estrogens, which so many have advised, nor do there seem to be any worthwhile results 
reported by others. 

The chief measures in treatment are psycholopcal and cosmetic. Many of these patients 
look upon hirsutism as evidence of masoulinization, which it usually is not, for it is often 
seen m patients who otherwise are typically feminine, with normal menstruation, normal 
fertility , normal breast development and the normal psychology of the female. They need 
Assurance and enlightenment, for they are morbidly self-conscious of their affliction, 
ilodern cosmetic methods will do much to alleviate this unfortunate problem, and the 
riass of beauty shops are a boon. In the milder cases, electrolysis can be resorted to, 
while in others bleaching of light hairy overgrowth makes it much less conspicuous. In 

he more marked cases paraffin depilatories keep the situation under control, but in the 
c.vtreme cases frequent shaving is necessary. Various adjuvants to the latter . , such as the 
rubbing in of powdered pumice, are also of value. — ^Ed.) 
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EARLY HISTORY OF THE HUMAN GERM CELLS 
E. WiiscHi 

Anat. Rec., 94: 506-507, 1946 

About fifty well-preservecl human embryos and fetuses from the Carnegie and 
the Iowa collections were studied to trace the prenatal history of human germ 
cells. A series of twenty-four represent the period during which the primordiai 
gonia migrate from the yolk sac epithelium to the sex gland primordia (12 
somite to 8 mm. stages). Progressing with ameboid movements, the cells ap- 
parently pass through membranes and other obstacles by lytic destruction. 
During the entire migratory period they continue to multiply,, their number 
increasing from about 100 to near 2,000. This indicates an average of four to 
five mitotic sequences for this interval of approximately 12 days. 

At the site of the gonad primordia, the germ cells become individually encapsu- 
lated with follicle cells which are probably derived from the coelomic epithehum 
of this region. With ovarian differentiation they become the granulosa cells; in 
the testicular direction they form sustentacular cells. In female fetusesof 11 
weeks (60 mm.), some ovogonia have entered the synaptic phase, thus becoming 
ovocytes. Three weeks later (93 mm. fetus) the ovoc 3 d;es prevail and ovogomal 
multiplication seems near its end. An estimate based on germ cell counts m 
definite parts of > the sectioned ovaries puts the number of germ cells for this 
fetus in the neighborhood of five million. Since follicular atresia starts early, 
this number decreases even before birth. 

(This study furnishes additional evidence in support of the view that the germ cells do 
not arise from the germinal epithelium, as was formerly commonly believed, but that they 
migrate to the gonadal anlage from a much earlier situs in the epithelium of the hindgu . 
The correctness of this Keimbahn concept has apparently been well established in the case 
of some of the lower animal forms, and there is increasing evidence, such as that pre 
sented by Witschi, that it also applies to the human. — Ed.) 
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PHYSIOLOGY OF PREGNANCY, LABOR AND PUERPERIDM 
VITAMIN E LE^^LS IN ]\IATERNAL AND FETAL BLOOD PLASMA 

J. V. Straumfjord akd Mart Louise Quaife 
Proc. Soc. Exper. Biol. & Med., 61: 369-371, 1946 

Plasma for tLese studies ivas obtained from oxalated blood from the cubital 
veins of women and from oxalated blood from [the placental end of the newlj'- cut 
umbilical cord before delivery of the placenta. Samples from mothers were ob- 
tained immediately after delivery — about J hour later than the cord samples. 
Vitamin E levels were determined by the method of Quaife and Harris. Briefly, 
the method comprises extraction of plasma lipids vith ethanol and petroleum 
ether, hydrogenation to obviate interference due to carotenoids and mtamin A, 
and application of the Emmerie and Engel color reaction to measure total 
tocopherols (vitamin E). 

Plasma vitamin E values were determined on 23 women in various stages of 
pregnancy. The results showed an increased level of tocopherols in the latter 
part of pregnancy; 11 women in the first 24 weeks of pregnane}'' had a mean 
level of 1,17 mg. % tocopherols and 12 patients in the 25th to 36th week of 
pregnancy had a mean level of 1 .62 mg. %. Mean levels of plasma mtamin E for 
men and non-pregnant women have been found to be 1 .05 mg. % and 10.4 mg. %. 
. Plasma vitamin E values were determined on 54 mothers and respective cord 
bloods at delivery. The mean maternal vitamin E was 1.70 and the mean fetal 
vutamin E was 0.34. The mean ratio of plasma vitamin E in the mother to that 
in the infant was 5.7. Thus, vitamin E is similar to other fat-soluble vitamins in 
showing markedly lower values in the infant than in the mother. The correlation 
coefficient of maternal and fetal vitamin E levels showed absolutely no correlation 
between the 2. 

There was no statistically significant difference between the plasma vitamin E 
. levels in male and female infants. There was no correlation between vitamin E 
in the infant and birth-weight. 

It has been shomi that the blood lipids increase in pregnanc}'. Vitamin E 
accordingly behav'es in a similar way. The concentration of lipids in thefetal 
plasma is generally much lower than in the maternal plasma which is likewise true 
of vitamin E. This relationship has been shonn to hold also for vitamin K as 

(See editorial note in August issue of Survey, page 457. — Kd.) 
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measured by prothrombin levels. While this placental barrier may be regarded 
usually as a protective mechanism, it is possible that it does not always function 
in a beneficial way. Administration of supplements of vitamin E to the mother 
during pregnancy might possibly increase the fetal plasma vitamin E. Experi- 
ments to test this point are in progress. 


THE INACTIVATION OF PLACENTAL TOXIN BY HUMAN SERUM 


Charles L. Schneider 
Am. J. Physiol., 146: 140-145, 1946 

A toxic principle which can be extracted from pregnant uteri is rapidly in- 
activated by blood in vitro and in vivo, and if sufficiently small amounts of serum 
are added, only partial inactivation of the toxin occurs. The present inves i 
gation is an attempt to work out a method for the measurement of the mac i 
vating potency of serum. Certain properties of the inactivating sptem a^e 
been studied, and these are presented, together -with their implications or e 
measurement of the inactivating potency. _ . , 

Determination of the inactivating potency of serum is made by measunng 
percentage of toxin inactivated during treatment vdth serum. The percen a 
inactivation of the toxin is determined with the mouse assay. In t^ is as 
the unit of toxin is the minimum lethal dose on intravenous injection in ° ^ 
gram mouse. The toxin is inactivated by the serum from animals oi 
sex. In the present study the serum was procured from pregnant 
during or shortly after labor. The toxin was e.xtracted from rie 

plfl/CcntS'* . T 11 nmoimts 

Results showed that the inactivation of the placental toxm by sma 

of serum came to an end point at which some of the toxicity still 
reaction between the toxin and the serum inactivating ° or 

metric. The inactivating system itself appeared to be gradua y 
inhibited. The relation between concentration of potency 

inactivated was approximately logarithmic. One umt of half 

is defined as that amount which will inactivate a toxic placental e 

strength under the prescribed conditions. _ -lo.+ntLatnreviously 

The toxicity of the extracts of the dned placenta was sim t 
reported for extracts of fresh placenta; that is, the mjection 0 
lethal to mice and sub-lethal doses retolted in focal eadc- 

The author postulates that smce the toxic extracts _P , • ^gg^igators 

Jrium have been found to have certain 

1. t.fin t. toxic extracts of pseudo-pregnant rabbit j Uore is 


metnum nave ueeu .rtd -a • 

have shown that toxic extracts of pseudo-pregnant rabbit 

histaminase, it may be that the ili;’to histamine 

Stamiuase (diamine-otddase). That hmtanunase m not speohe 
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alone, but oxidativelj’’ de-aminates any diamine haA-ing a free amino group is 
consistent inth the conclusion of other investigators. The toxin of placental 
extracts is probably not histamine, since it is heat labile and does not pass a 
cellophane membrane. 

That diamine-oxidase is inhibited by several substances and inactivated b}’’ 
others suggests a possible basis for the decreasing potency of the serum during 
the reaction in the present experiments. The possibility is not excluded that 
the inactivation maj’’ be brought about b 3 '- an antibody reaction. 


THE DURATION OF GESTATION; I^TTH SPECIAL REFERENCE TO 
THE aALCULATION OF THE DATE OF DELR’ERY FROM BASAL 
TEMPERATURE GRAPHS 

Pexdletok Tompkins 
Am. J. Obst. & G 3 mec., 51: 876-879, 1946 

Until recent j'^ears there have been but 2 waj's to calculate the probable date 
of delivery. One is to add 280 days to the date of the last menstrual period, and 
the other is to reckon the duration of gestation from a single coitus, if intercourse 
took place infrequently and on known dates. The first method is subjected to 
several errors, it being possible that the patient remembers incorrectly, falsifies 
the date of her last period, or mistakes “implantation bleeding” for menstruation. 
Most important, this method of calculation is based on the assumption that 
omlation took place 14 days after the beginning of the last period, when it may 
actually have occurred many weeks after menstruation, a circumstance which 
could explain cases of “prolonged gestation” which have been reported. The 
method of calculating from a single coitus is obrdously based on the patient’s 
reports and is not an objective means of determining the date of ormlation and 
fertilization. 

Such objective evidence is available in the form of basal body temperature 
charts. When these are available, one may determine the intenml between 
ovulation and delivery by counting the days; the period of gestation is theoretic- 
ally 266 days, or 38 weeks. The author presents the graphs of 4 patients in 
whom the period of amenorrhea exceeded 290 daj's. In each instance the patient 
felt that the baby was long overdue. Reference to the graphs shows that each 
of these patients omilated more than 2 weeks after menstruation, and that by 
adding 266 days to the date of omilation as determined by the temperature 
graph, none of these patients w'as significantly overdue. 

Thus far, the author’s observations, using the temperature graph as an index 
of ovulation from which to calculate the duration of gestation, have been in 
agreement vith the idea that the normal diuation of gestation is 38 weeks. 2 
figures. 
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A SIMPLE METHOD OF RECORDING UTERINE MOTILITY 

IN VIVO 

B. N. Graver, Patricia Seif and Anne Cameron 
Federation Proc., 6: 172, 1946 

A uterine horn of a rabbit or cat is exposed by an abdominal incision paralleling 
e course of the horn with the anesthetized animal in the supine position. The 
orn ^ through the incision. Two short superficial sutures are so 

p ace in e ongitudinal axis of the horn, 180 degrees in the transverse circum' 
erence t le point of suspension in the broad ligament, that they areequi- 
f ^ respective ends of the horn and include between them appfoxi- 
ma e y a of the free length of the horn. These sutures are then used to 
anchor the horn to the abdominal musculature on opposite sides of the incision. 

thread is then looped under the midpoint of the portion of the horn included 
^ etween the 2 anchoring sutures. The thread is then pulled up through a small 
mverted funnel, fitted vdth a short stem of comparative!}’' large diameter, and 
fastened to a recording lever; the funnel serves as a moist-chamber. In such a 
preparation the blood pressure and respiratory movements may be simul- 
taneously recorded. This preparation permits repeated studies of uterine mo- 
tility in the same animal if asepsis be maintained and a week to 10 days be allowed 
for healing, but if a carotid cannula be used for recording blood pressure, only 2 
e^eriments are feasible. The actions of pituitrin, and various salts of epineph- 
rine, histamine, pyribenzamine, priscol (benzylimidazoline), trasentine and 
atropine in such preparation are reported. 


THE IRRITABILITY OF THE HUMAN UTERUS AS AFFECTED 

BY VARIOUS DRUGS 

G. P. Child, R. A. Woodbury, R. Torpin, W. G. Watson and 

Louise Jarboe 

Federation Proc., 6: 171, 1946 

I 

Human uterine and cervical pressures and electrouterograms were recorded 
simultaneously. Dysmenorrhea patients were very sensitive to pitressin, 0.2 
vasopressor unit of pitressin having a greater oxytocic activity than 0.2 oxytocic 
unit of pitocin. These patients were also very sensitive to uterine distension, 
some patients could tolerate a uterine distention of only 2 cc. 

The spontaneous activity and the response to pitressin and distension were 
recorded before and after the administration of various sympathomimetric dmss, 
parasympatholytic drugs, magnesium salts, calcium salts, barbiturates, quinidme 
and opiates. 

Uterine irritability was reduced by ephedrine, slow injection of epinephrme. 
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beta-dietbylaminoethyl phenyl-alpha-thienj'lglycolate hydrochloride (Steams 
600), beta-diethylaminoethyl phenyl-alpha-thienyiacetate hydrochloride (Steams 
606), magnesium sulfate intravenously, and morphine. In some patients cal- 
cium salts and pitocin reduced uterine pain by converting disorganized uterine 
activity into organized contractions. In other patients some of the drugs had a 
more pronounced effect in reducing the pain nithout any marked alteration of 
the contraction pattern. 


hfON-ESSENTIALITY OF HYPOPHYSIS FOR MAINTENANCE OF 
PREGNANCY IN RHESUS MONKEYS 

Philip E. Smith 
Anat. Rec., 94: 497, 1946 

Thirteen pregnant rhesus monkej's have been hypophysectomized. The 
complete removal of the anterior and posterior lobes has been confirmed by 
examination of serial sections of the hypophyseal region. In the five animals 
■examined the absence of pharyngeal hypophysis vas established. 

In one of the thirteen animals the stage of pregnancy ivas unknown but at 
■autopsy 21 days after hypophysectomy a living 5 cm. C-R fetus was present. 
The remaining animals were hypophysectomized at S2, 40, 41, 47, 60, 74, 78, 
‘98, 102, 106, 155 and 156 d= 3 or 4 days (dated from day 13 of the cycle). Six 
of the animals had normal babies although labor was prolonged, cesarean opera- 
tions being done in three. The six which went through pregnancy were hypo- 
physectomized on day 32, 50, 74, 78, 102 and 106 d: 3. The duration of preg- 
nancy after operation was 131 to 50 days. Gestation peiiods ranged from 159 
to 186 days. No milk was secreted. 

Of the animals which aborted four had pneumonia, including one hypophy- 
sectomized on day 155 of pregnancy. One hypophysectomized on day 41 and 
■one on day 156 aborted, although in fair condition. 

The bearing of the author’s results on the conjecture that in women prolonged 
difficult labor may cause destruction of the hypophysis is discussed. 


ON A HUMAN BLASTULA RECOVERED FROM THE UTERINE 
CAVITY 4 DAYS AFTER OVULATION 

A, T. Hehtigand J. Rock 
■Anat. Rec., 94: 469, 1946 

The specimen was recovered from a uterus removed surgically on the twenty- 
first day of a menstrual cycle previously ranging from 25 to 32 days duration. 
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Probable fertile coitus occurred days previously. Endometrium morpho- 
logically yms characteristic of the eighteenth day, ovulation Laiing occurred 4 
days previously. The stigma of the recent corpus luteum was unhealed. 

The free-lying blastula was obtained in Locke’s solution removed by pipette 
from the cavity of a submerged utenis opened completely at one side and partially 
across the fundus. The specimen was discovered with a binocular dissecting 
microscope using 10 diameters of magnification. Fresh, the specimen measured 
190 X 150 micra but after fixation in Bouin’s fluid, begun 1 hour after removal of 
the uterus, it measured 175 x 124 micra. It was surrounded by a sticky, thick, 
transparent, refractile vitelline membrane which shrank during fixation. 

Following dehydmtion and embedding in celloidin-paraffine, 15 perfect serial 
sections of 6 micra each ivere obtained by Dr. Chester Heuser. Nine blastomeres 
of varying size and shape were present: 5 containing 1 nucleus each, 3 uith 2 
nuclei each and 1 with 3 nuclei. Three of the single-nucleated blastomeres are 
in varying stages of mitosis. A segmentation cavity is just beginning to form. 

Because of the presence of multmucleated blastomeres the specimen is probably 
not normal, although no other human specimen is available for companson. 
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WEIGHT CONTROL, DIET AND FLUID BALANCE IN PREGNANCY 

Charles H. Lotjghran* 

Am. J. Obst. & Gynec., 62: 42-53, 1946 

In the belief that excessive weight gain is a cause of long, hard labors as well as 
of toxemia, and in an effort to promote the comfort of his patients in pregnancy 
nnd afford a prompt return to their previous physical status thereafter, the author 
has enforced a strict dietary regime on 325 consecutive private patients. In the 
beghming the weight allowance was 20 pounds, but later it was reduced to 15 
pounds as the top weight gain for the average woman; however, the larger the 
woman the less n^as the gain permitted and for the unfortunate obese, the ideal 
sought was no gain whatsoever. 

After the general instructions to the patient as to what is e.xpected of her and 
the results that she maj'' expect from complete cooperation, die is given the usual 
complete medical and obstetric examination. The proper diet is stressed and 
■she is told how to prmdde herself noth the proper food intake. Here, this means 
a high protein diet, that is, protein ingested three times a day, which is supple- 
mented by a diet that is low in carbohydrate, high in green and yellow vegetables, 
fruit, and certified milk, either skimmed or whole, as the diet indicates. In this 
way, sufficient protein is ingested, sufficient \dtamins and salts are included, and 
•carbohydrate is provaded in sufficient amount through the ingestion of the vege- 
tables and fruit. All of the hea^'y starches are absolutely eliminated until we 
find just what the woman’s food requirement is. This must be determined be- 
cause many women can eat enormous quantities of food in the nonpregnant state 
without gaining a pound, but pregnancy produces a tremendous gain which must 
he controlled. Added vitamins are provided and, by frequent office visits, her 
weight is maintained so that in her first four or five months she is permitted only 
a maximum gain of one-fourth pound per week, and if she is obese, she is per- 
nutted no gain at all. 

This early diet regulation is important because in the latter months of preg- 
Tiancy, as the woman becomes more sedentary, she is apt to put on e.xcesave 
w'eight. This is not readily controlled because the restriction in diet has not 
Teen started early enough. The patient is seen at least every three weeks at 
hrst and, if she is a diet problem, every week until she strikes a proper average. 
These patients, if gaming beyond their allowance, are put on a 1,200 calorie diet 
plus added %’itamins, which is almost exclusively protein and largely vegetable. 
More food is later added, and her total caloric requirement found so that she will 
gain the allowed progressive amoimt. 

Salt is not restricted in the early months, except the ingestion of highly 
seasoned things, and the excessive use of salt is forbidden. Later, salt is per- 
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mitted only in the preparation of food. Fluids are important. The woman who 
can metabolize water is, of course, the usual type. In pregnancy, however, 
women’s water metabolism is notoriously unsatisfactory,' and patients are re- 
peatedly checked as to the amount of fluid they take against the amount of urine 
they excrete. If there is a sudden weight gain the fluid balance is checked. This 
is done especially in the woman who has been gaining satisfactorily and suddenly 
shows a pound or more gain, with or without transient edema. This means that 
she must at intervals measure her intake and output. Her fluid intake is re- 
stricted to her previous day’s output. The salt is -writhdrawn and, if her fluid 
intake and output does not satisfactorily balance, she is instructed to take mag- 
nesium sulfate every morning to produce fluid evacuation. Loughan has never 
seen any harm from this procedure, and these patients themselves remark how 
well they feel. It is surprising the amount of fluid these patients can lose, as 
evidenced by weight loss. Their intake is then increased, and if they are able to 
metabolize a fair amount of fluid, it is allowed, and a balance struck which seems 
to be best for them. It is also amazing how comfortable they are, how the lassi- 
tude disappears, and, what is more important, how often they ivill ask to be pu 
back on this routine because they feel so much better. In passing, no patien is 
allowed to take less than 20 ounces of fluid a day. This, of course, does not mean 
water allowance alone, but means water in any form, such as tea, soup, nu , o 


One thing we must always watch for carefully is.edema, which becomes mar e 
or persistent in spite of this routine. Patients with edema usually be ong 
either one of two groups; they either eat little protein, or they are heavy P™ 
eaters when not pregnant, and require a great deal more when gravn ■ 
one of these may get a simple nutritional edema which is alarmmg unless pi P 
evaluated ; also, this may be the first evidence of liver dysfunction. i^s yp 
patient persists in having edema beyond a few days, which is no mai 
lieved by dehydration. She balances well and has no other evidence 
fa example, rise i. blood pressure, or albuuunuri.. These pabente 
pitalized to make sure that they are mamtaming the proper regim . , 

Lariobly we find a severe hypoproteipe^., fpJU 

globulin ratio is reserved and the serum-albumm is below^ . 
of course, are headed for trouble. It is not known at this s g , 
bypoproteinemia is an evidence of Over damage or or 

Sy stage of tonic disease, or whether it is simply some We »t natab» 
MoUe edema, but it calls for immediate control ™ 

very high protein diet supplemented with hydrol^te of pr ■ „ i,sns 

^fusion of whole plasma (600 cc.) by vein. This is not ^ 

*h is used in shock. Our blood bank PW-3 this 

this purpose. In ordinary plasma for shock therapy, the . there is 
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nor anj’' further treatment, except a continuation of balance. Amigen is not used. 
It is, of course, ideal in that it includes all the amino acids necessary for growth 
and development, but amigen in its present state can be given only in solution, 
and requires 1,000 cc. of fluid to administer its protein. We are afraid of fluid in 
these cases. 

In theauthor’s325 cases imder theabove regime there were only two that reached 
the delivery stage and the delivery room with edema ; one was a chronic nephritic, 
and the other a cardiac patient. There w^ere in the whole group only 32 cases 
that showed even the slightest transient edema throu^out the antenatal period. 
It mi^t be well here to state that we believe the onset of “toxemia” is concerned 

Houas 



Chaht 1 . Effect of Weight Gain, Diet and Fluid Balance on Length 
OF Labor (Loughran) 

with improper water metabolism. The general statistics of the hospital show 
conclusively the effect of this effort in the reduction of true, pure “toxemia.” 
They show' also the total abolition of eclampsia since 1936, W'here this routine has 
been used. The only exception was a postpartum eclampsia in which restriction 
W'as accidentally discontinued on delivery of the patient. There has not been a 
death from eclampsia since 1936, and only one since 1933 and, in this instance the 
treatment was not used. There were in this group of 325, 27 cases that extiibited 
a transient blood pressure rise of 20 mm. or more, five of these being over 30 mm. 
and one over 40 mm., but none of these reached the hospital with anything but a 
normal reading. These transient raises would be ordinarily disregarded, but 
they W'ere the nearest approach to pre-eclampsia that was observed. The ab- 
sence of albuminuria was remarkable. In these cases we w'ere able to find only 
nine specimens that showed an appreciable amount of albumin. 
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• X beneficial prophylactic effect on toxemia, Loughran is con- 

vinced that these patients had easier, more rapid and less complicated labors. The 
overall gam of all patients was only 14.9 pounds, the primiparas averagmg 15.4 
and th^e multiparas averaging 14.3 pounds. The average labor of the group 
was 6 hours and 17 minutes, primiparas being 7.19 and the multiparas 5.15 hours. 
I he babies in this series were all average in size. There was no baby that was 
abnormally small and there ivas none extremely large. There were no fetal 
^ eaths from dystocia. The direct relationship between weight gain and dystocia 
in^ this series is shown in the accompanynng two charts reproduced from the 
original article. 



Chart 2. Effect of Weight Gain, Diet and Fluid Balance on Dystocia (LougiiRan) 

The author is avowedly diffident about drawing conclusions from this small 
number of cases, but when he compares his findings with the standard, text-book 
figures for the duration of labor, he cannot help but wonder whether the regime 
described may not be responsible for this happy experience. 


SPINAL ANESTHESIA IN VAGINAL DELIVERY; A REPORT 

OF 1,547 CASES 

R. T. Weaver, D. L. Adamson and F. L. Johnson 
Am. J. Obst. & Gynec., 61: 764-770, 1946 

It is the authors’ belief that there is a useful place in obstetrics for spinal anes 
thesia in delivery and that the dangers in its use have been greatly exaggera 
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Therefore, they present in this paper their results nuth small doses of spinal anes- 
thesia during vaginal delivery in 1,547 patients, vuth reference to fetal and 
maternal mortality, difficulties, dangers and possible advantages. These pa- 
tients vere delivered during the 10-j^ear period from Jan. 1, 1935 to Dec. 31, 
1944. 

. There has been a notable increase in the number and percentage of patients 
delivered b}"- this ‘means at the authors’ hospital. In 1935 only 2 patients (0.02 
per cent of the total deliveries) had spinal anesthesia, whereas in 1944, of 3,410 
deliveries, nearly 22 per cent received spinal anesthesia. 

The technique is essentially the same as for intradural block. The anesthetic 
of choice is novocain crj-^stals dissolved in about 2 cc. of spinal fluid, injected into 
the 3rd or 4th lumbar interspace without barbotage. The small dose em- 
ployed, 50 mg., is sufficient to give a painless delivery, but does not materiallj’’ 
decrease uterine contractions. The authors have found that difficulty in ob- 
taining a satisfactorj’’ tap is an objection, more imaginarj’- than real, to the use of 
spinal anesthesia. 

In this series of 1547 patients recei\’ing spinal anesthesia, there were 63 “fail- 
ures”, or 4.2 per cent. These include all patients recei\dng any other anesthetic 
whatever. There were 5 patients recorded as harung some form of shock, but 
only one of these cases fits the commonly accepted picture of procaine hj^dro- 
chloride shock. There were no maternal deaths in the entire series, either im- 
mediate or during the puerperium, from any cause. There were 43 stillborn 
babies and 17 neonatal deaths, giving a combined fetal mortality of 3.7 per cent. 
During the same period of time, the combined percentage in the authors’ hospital 
was 5.1 per cent. During the past 5 3 'ears, when spinal anesthesia was used viith 
increasing frequency, there was a progressive drop in stillbirths and neonatal 
deaths from 5.7 per cent in 1940 to 4.7 per cent in 1944. 

In analyzing the 43 stillbirths, it was found that in only 8 patients was there a 
reasonable chance of obtaining a normal babj”- when the anesthesia was given. 
Of the 8, 2 were breech presentations in primiparas, one an internal podalic ver- 
sion after a long labor, one an abnormally large baby, one a 27-week premature, 
one had the cord tndce around its neck and very ti^t, and 2 were midforceps 
deliveries. Of the 17 neonatal deaths, 11 had a considerable degree of pre- 
maturity, 3 had congenital abnormalities incompatible vdth life, one had hemor- 
rhagic diathesis, one died of bronchopneumonia, and one from cerebral hemor- 
rhage. Careful review of the hospital records fails to show the anesthetic drug 
as a contributing factor in any of these fatalities. 

From experience with this series of patients, the following conclusions have 
been drawn: 

1 Spinal anesthesia in small doses is a safe anesthetic for vaginal deliverJ^ 

■ 2 ^Fetal loss is decreased. It is of special value in premature babies. 

3 ^Analgesic drugs can be used ndth less danger. 

4 ^Rapid pain relief is experienced in over 95 per cent of patients. 

5 Obtaining an anesthetist is imnecessary. 

® ^Third stage and postpartum bleeding is diminished. 
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7 — ^Nursing care is simplified. 

8 — ^Patients’ satisfaction and approval are almost unanimous. 


THE INDUCTION OF LABOR WITH METHERGINE; 
PRELIMINARY REPORT 


Emanuel P. Farber 
Am. J. Obst. & Gynee., 61: 859-865, 1946 


The author reports the use of a new synthetic ergot preparation, methergine, 
for the induction of labor in 30 consecutive cases. Satisfactory results were 
obtained in 27 of these patients. 

Routine induction of labor is not advocated, and only those patients in whom a 
specific indication for induction exists should be considered candidates for in- 
duction. The principle maternal indications are toxemia of pregnancy , pernicious 
vomiting, intrauterine fetal death and premature rupture of the membran^. 
Fetal indications are postmaturity and polyhydramnios. Maternal an e 
indications are premature separation of the placenta and placenta previa. 
Among the contraindications are any acute infectious disease, cardmc decomp® 
sation and cephalopelvic disproportion. _ 

The preparation used in this study contained 0.25 mg. methergine per 
doses were given orally, diluted with about 10 to 15 cc. of water. In the s 
cases only 5 min ims of methergine were given every hour for 5 doses, n e 
maining 19 cases the dose was increased to f cc. for the first dose and cc. ev 
30 minutes thereafter for 4 doses. All of the cases conducted y c 
schedule were successful and no ill effects resulted from the increase ose. 

Methergine was shown to have the ability to induce labor wit m “ ^ 
as with ruptured membranes. There were no maternal or feta 
The length of labor was materially shortened in those cases induced vn , 
gine and third-stage blood loss appeared to be less than in patients w o we 
labor spontaneously. 


(Great caution must be exercised in using any ergot derivative or c i ^ 

: know of three cases in which ergonovine was given to pregnant wom 
ake. All three patients had severe tetanic contractions and as a r ® jn tlie in- 

lied. Wolf has reported very unfavorable results from “se g^ ^ 

luction of labor. The dosage he employed was 0_ 25 mg^ In a t ^ 

nature rupture of the membranes were successful. In 2 cases p hahv-- died; she 

ase the patient had stormy but ineffectual pains for 10 hours In 

vent 8 days longer without pains and finally was induced s“ecessfu y by t 
otLr caL uterine tetany set in after 6 to 23 
•egular pains developed but when the babies were born 2 to 23 hours 
,hOT-ed evidence of damage. (Zentralbl. ffir Gynak., 62. 1258 but as long as 

it is a derivative of ergot, some skepticism about its safetj 
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Alvf E\^ALUATION OF THE HOGBEN PREGNAKCY TEST 


E. C. Fotte and G. E, S. Jones 
Am. J. Obst. & Gynec., 61: 672-677, 1946 

The Hogben pregnancji- test, based upon egg extrusion in the South African 
clawed toad {Xenopus hevis), has been foimd to be accurate between 96 and 100 
per cent in some 5300 tests reported. Of these, no false positive result has as 
yet been recorded. 

In the present paper the authors present the results of the Hogben test on 157 
cases presenting diagnostic problems. These cases may be classified according 
to diagnosis as follows: 60 intrauterine pregnancies, 11 abortions, 2 ectopic 
pregnancies, one abdominal pregnancy and 68 nonpregnant cases. 

There were 14 false negative results and 7 or 8 of these were performed before 
the 40th day of pregnancjL It would seem, therefore, that a normal intrauterine 
pregnancy cannot be diagnosed bj^ the Hogben test with any accuracy before 
the 40th day of gestation. Following this period the expected accuracy ap- 
proaches 96 per cent. Appro.ximately two-tbirds of threatened or incomplete 
abortions vlll ^ve positive Hogben tests. Cases of corpus luteum cysts, sus- 
pected of being ectopic pregnancies, give negative reactions. 

These results are comparable with those obtained with the Friedman test 
and show the Hogben test to be a satisfactory one for clinical use. The most im- 
portant clinical advantage of the Hogben test is that it gives no false positive 
results. 


AH EVALHATIOH OF THE GUTERAIAH PREGNANCY TIST 

A. G. Morrow R. S. Benua 
Am. J. Obst. & Gynec., 61: 685H391, 1946 

Forty-nine specimens from 5 nonpregnant women were tested by the Guterman 
method. Nineteen poritive and 2 doubtful tests were obtained. These results 
show that false positive tests for pregnancy are' obtained frequently during the 
luteal phase in nonpregnant women. In one case of an apparently normal preg- 
nacy of 7 weeks’ duration, a negative Guterman test was obtained. 

Guterman maintains that a positive test in the presence of amenorrhea indi- 
cates a normal pregnancy. There are several conditions in which this assxxmp- 
tron is not valid; a positive test may be obtained when large amounts of 17- 
ketosteroids are present in the urine, as in arrhenoblastoma. In the presence of 
amenorrhea, the Guterman test may be positive on the basis of a functioning 
corpus luteum without pregnancy. 
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HEMODYNAMIC CHANGES IN SALT DEPLETION AND IN 

DEHYDRATION 

J. R. Elkinton, T. S. Danoivski and_A. W. Winkler 
J. Clin. Investigation, 26: 120-129, 1946 

The purpose of the present study is to correlate changes in the several com- 
partments of the body fluid mth the dynamic changes in the circulation follow- 
ing salt depletion and water depletion. Such a study should assist in defining 
the role of water and salt loss in the pathogenesis of traumatic shock. 

Fasting unanesthetized female dogs were used for the experiments. Acute 
sodium chloride depletion was produced by the intraperitoneal injection of a 
specific amoimt of 5 per cent glucose followed by the withdrawal 4 or 5 hours 
later of an equal amoimt of peritoneal fluid containing salt. Acute water deple- 
tion in excess of salt ivas produced by the intravenous injection of a solution con- 
taining 10 per cent urea and 5 per cent glucose I’esulting in a copious diuresis, 
Total balances of water and chlorides were measured at the end of each expen 
ment. Hemodynamic measurements were made before and after depletion m 
the following sequence: circulation time, cardiac output and arterial pressure. 
The effects of 4 or 5 hours of acute salt depletion ware compared with those ot 
7 or 8 hours of acute water depletion. Thus, approximately equal degrees o 
contraction of extracellular fluid ware produced in both groups of anima s. 

The results of these experiments showed that salt depletion in untmuma ize 
animals produces a form of peripheral vascular collapse closely resembling 
seen in traumatic shock. Plasma volume, cardiac output, circulation ra e a 
blood pressure all decline sharply, and protein cfisappears from t e p as ^ 
Water depletion alone with a comparable decline in extracellular vo ume 
not produce peripheral vascular collapse, although carihac ^ 

ume, mean arterial pressure and circulation rate may decline. Usually very 

or no protein disappears from the plasma. _ u^onlption. 

The authors call attention to the loss of circulating protein with sa P 

This loss of protein, so closely associated with the disproportiona e 
plasma volume, suggests a causal relationship. The ° u deple- 

percents with regard to traumatic chock are clear. Ertrac'Mm salt 
tion if severe enough will cause shock without any element of trauma, 
to o1 toafe shock, such as that produced by ““^ctr 

limb, this factor of salt loss may outweigh all 4 

types, such as that associated with hemorrhage, it may be les P 

■ figures. 
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PRECONCEPTIONAL PROGESTIN THERAPY IN 
HABITUAL ABORTION 

Robert N. Rutherford 
Am. J. Obst. & Gjmec., 61: 652-659, 1946 

A brief report is presented investigating the use of progestin alone in the treat- 
ment of habitual abortion. The results are encoura^g. 

By definition, habitual abortion is limited to those cases who have had at least 
3 sequential abortions and the patients included in this stud}’- were in this cate- 
gorJ^ Tlie husbands were of proved fertility and the patients were sho-wn to 
ormlate regularlj'- bj'^ endometrial biopsy if suspicion of abnormal catamenia was 
raised. Cenncal erosion, adnaval or uterine tumors, malpositions of the uterus, 
all were corrected. Both partners were given a routine of balanced diet, ade- 
quate mtamin intake and accepted habits of rest and exercise. 

Of a total of 63 cases, 54 had had 3 consecutive abortions and 9 had had 4 or 
more abortions. The patient was taught to calculate her fertile period as be- 
^nning some 18 days before flow was anticipated and continuing until the 10th 
day before flow. Exposure to pregnancy was made overy other day during this 
period. The patient gave herself injections of 5 mg. of progestin everjf other 
day from the 18th day until flow super%mned. If pregnancy occurred, the in- 
jections were continued every other day imtfi the beginning of the 4th month, 
and then every 3rd day until fetal motion was felt. 

Of the 54 patients ha\Tng had 3 consecutive abortions, 31 went on to deliver 
mble infants although only 21 went to full term. Of the 10 who did not go to 
term, 3 infants died of prematurity. This would give a percentage of 57.4 
delivered enable children, as compared with the expected fetal surxdval in this 
group of cases of 27 per cent. 

Of the 23 cases who aborted, the incidence of proved pathologic ova was 69.1 
per cent; the remainder were normal embryos vith defective maintenance. 

Of the 9 patients having had 4 or more consecutive abortions, only 4 cases 
carried to Hability, with 3 full-term infants and one premature who surwed. 
The salvage rate in this group was 44.4 per cent, as compared with an expected 
. salvage of 6 per cent. Of the 5 patients in this group who aborted, 2 had normal 
emblems and 3 had pathologic ova. 

This was a clinical stud}"- alone and no properly controlled hormonologic studies 
were carried out. The series of patients was small and is subject to further 
mvestigation. The author believes that there is no reason that this regi- 
men should not be applied to any patient who has had a previous spontaneous 
abortion, whether progestin is used alone or uith other agents. 
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ACUTE RENAL FAILURE COMPLICATING ABORTION 


, J. V. O’Sullivan and W. Spitzer 
J. Obst. & G3Tiaec. Brit. Emp., 63: 158-176, 1946 

An extensive summary and analysis of the literature on renal failure compli- 
cating abortion has not been reported previously. Up to 1941 only 15 cases of 
abortion with renal failure among 48 cases occurring in pregnancy could be 
discovered. Since then, only 2 cases (Dingle’s) and the authors’ 2 have been 
reported. The poor prognosis is evident from the fact that up to the present 
time, only 9 cases of cortical necrosis in pregnancy ^vith recovery can be found 
in the available literature. 

In the present paper the authors present 6 cases of acute renal failure coinpu- 
cating abortion and one case of a multipara who developed acute renal failure 
folloiving the injection of sterile glycerine into the cord for delayed separation o 
the placenta. A clinical and pathological study of these 7 cases shows that reM 
failure is one of the most serious complications of pregnancy. The ages o e 
patients ranged from 19 to 45 years; the majority of the patients faU in the ig ^ 
age groups. There were 2 primiparae in the group, all of the remaining pa len 
being multiparae. Thus, it would appear that multiparity predisposes to tries 
renal complications. The 6 abortion cases were distributed from 12 wee 'S 
24 weeks of gestation. It is interesting that all cases of renal cortica necr 
occurred at a time when the placenta had already developed. 

In regard to etiology, the authors group these renal complications m o 
which occur in non-septic abortions and septic abortions. It 
5 out of these 6 cases of abortion ivere septic, a jiroportion which m 
importance of infection as a factor in the causation of the acute renal ms > 

in this series. The possibility of the sulfonamides having some par i 

ogy cannot, of course, be excluded. j following 

The salient features of conservative treatment of oliguria and 
abortion ate: (1) ample fluid intake to overcome the 

(2) alkaline fluids by mouth prophylactolly, for twimte o d^ 

(3) high doses of ascorbic acid as a diuretic, and vitamin Bi to p ® ^ of 

and (4) maintenance of intake and output charts, and routme examination 

blood-urea and catheterized specimens of urine. „i foUnre in these 

Decapsulation should have no place in the treataent 
cases. Among the 9 recovered cases of renal ^e authors' 

literature, 8 recovered ivithout this surgical proce _ B 
patients upon whom decapsulation was 
with suppression of urine and azotemia responded excellent y 
nic block with 1 : 2000 anethaine. 8 figures. 
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ADVANCED ABDOMINAL PREGNANCY 
P. COODIX 

Canad. M. A. J., 64: 483-485, 1946 

The following case is reported to illustrate some of the difficulties and compli- 
cations of abdominal pregnancy. 

The patient, a 29 year old primipara at full term, was admitted to the hospital 
for deliveiy on June 3, 1945. The expected date of confinement had been May 
29, 1945, and since that daj’’ she had had backache and mid-abdominal pains at 
irregular intervals. The family history revealed that her mother’s first preg- 
nancy had been complicated by pernicious vomiting. 

The patient’s first admission to this hospital had been in November, 1944, 
when she was about 3 months pregnant. Her complaint at that time was con- 
stipation, nausea and vomiting and intermittent cramps in the upper abdomen. 
Her temperature on admission was 99.4, pulse 84, blood pressure 104/72. General 
physical examination was negative. Pehdc examination showed a softened 
cemx and lower uterine segment, and the uterine fundus reached the level of the 
pubic symphysis. Fallopian tubes and ovaries could not be palpated. A few 
days later she fainted, was seized with molent cramps in the low’er abdomen and 
back, and vomited copious amounts of thick coffee-ground fluid. Temperature 
and pulse w'ere elevated to 100.4 degrees F. and 120, respectivelJ^ Graduallj’’ 
her sjTnptoms subsided and she carried on to full term with no untoward event. 
There was no vaginal bleeding at anj' time during pregnancy. 

At the time of her second hospital admission phyacal examination rvas es- 
sentially negative. The fetal back and head could be palpated; the latter was 
engaged deep in the pehds. No uterine contractions could be felt though the 
patient was msibly contorted mth intermittent abdominal pains. An attempt 
to induce labor \vith castor oil, quinine and pituitrin was made on the day of 
admission and wns repeated 2 daj'’s later without success. Several hours after 
the second induction the patient had epigastric pains and vomited clear fluid. 
By June 7, she appeared acutelj’" ill, vomiting copious amoimts of dark drown, 
foul smelling fluid. Her symptoms then resembled those at her preAuous hospital 
period in November. It was felt that she was suffering from some atjqiical form 
of toxemia and, because of her poor general condition, it was decided to empty 
the uterus by cesarean section. 

Under spinal anesthesia the abdomen w'as opened and the peritoneum, omen- 
tum and fetal membranes w^ere found glued together by adhesions. The fetus 
lay free in the abdominal camtj'. Incision of the membranes resulted in profuse 
bleeding. The child was extracted and a considerable amount of old clotted 
blood was removed. The placenta was attached to the lateral and anterior 
abdominal w’alls, to the broad ligament, left ovar 3 % several coils of small intestine 
and to the trans%mrse colon. It was easilj’’ freed and removed. The left Fallopian 
tube was elongated and scarred. During removal of the placenta the patient 
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went into shock and hemorrhage became difficult to control.. The incision was 
closed without drainage. 

The newborn showed no gross abnormalities but died 21 hours after birth of 
atelectasis. 

After operation the patient responded to blood transfusions, but a pinpoint 
perforation in the intestinal wall led t6 an accumulation of gas in the peritoneal 
cavity and necessitated incision for drainage 12 days postoperatively. The 
development of pneumonitis was treated by penicillin and the patient recovered. 
When seen one month after discharge, she was in excellent health. 

Obviously, this patient had a tubal abortion during her first hospital period in 
November, 1944, as evidenced by the scarred Fallopian tube and old blood clots 
found at operation. However, the absence of vaginal bleeding and the pre- 
dominance of vomiting caused the case to be mistaken for hyperemesis gravi- 
darum on both hospital admissions. 


AN UNUSUALLY LARGE TUBAL PREGNANCY 

Robert Greene 
West. J. Surg., 64: 247-249, 1946 

The author presents the case of an exceptionally large tubal pregnancy. Al- 
though it was originally suspected that this patient had a tubal pregnancy, the 
suspicion was not confirmed until the mass had been removed from the abdomen. 
The patient, a 35 year old woman, was first seen on August 3, 1945, complaining 
of amenorrhea since June 5, 1945, with nausea, vomiting and severe cramping 
pain in the left lower quadrant, but no vaginal bleeding. Ectopic pregnancy was 
suspected, but the absence of bleeding and subsiding of pain suggested that she 
probably had a pregnancy of the left cornu of a bicornate uterus. As her couise 
progressed, she had a normally enlarging tumor of the pelvis although she con- 
tinued to have pain in the left lower quadrant. In October she began to have a 
bro^vnish vaginal discharge, but never any bright bleeding. On December , 
fetal heart tones could not be elicited. An x-ray revealed the fetus in the mi 
abdomen. Assuming that the fetus was dead, it ivas decided to wait for a spon 
taneous emptying of the uterus. On January 16, 1946, the patient ‘ 
symptoms of shock and intra-abdominal bleeding ivas suspected immedia e y- 
Because of an improvement in her condition and a rapid sedimentation ra e, 
laparotomy was deferred until February 2, when the abdomen was opene an 
the left tube was removed intact. The uterus was very small and wns so c ose 
adherent to the enormous tube that the 2 masses had been palpate as on 

through the vagina. _ .• * r The 

The tumor measured approximatley 20 cm. in its greatest diame e . 

tissue was irregular in shape, lobulated and for the most part encapsu a 
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dissection, there Avere found the remains of a markedly distorted, somewhat 
macerated, partially absorbed fetus, measuring approximatel}’’ 17 cm. in length. 
The pathologic diagnosis was “encapsulated fetus, placenta, blood clot from 
missed abortion of ectopic pregnancy of approximately 5 lunar months invohdng 
both fallopian and ovarian tissue.” 1 figure. 


CONCERNING TWO CASES OF FULL TERM ECTOPIC PREGNANCY 

J. UsEEOs Casas 

Toko-Tinecologia Practica (Madrid, Spain), 6: 175-191, 1946 

The author reports 2 cases of full-term ectopic pregnancy seen uithin a short 
period of 2 years. 

Isl case: A 43 year-old-woman, with menarche at the age of 18, and vith 2 
prcAnous labors. The first one, prolonged, urith dead fetus, followed by sepas; 
the second one, normal, 17 years ago. L.M.P.: 2/15/42, normal. In the begin- 
ning of March, patient had metrorrhagia of 3 days’ duration, which recurred 
again on Alarch 15th, lasting until April 8. On April 26, she suddenly passed 
some blood, but had amenorrhea thereafter. On 11/12/42, examination re- 
vealed a fetus of 8| months size, in longitudinal position, and it Avas interesting 
to notice that the feet could be felt as if thej’’ were just underneath the skin. 
The cervix aatis very high and, on the left side, a tumor like a child’s head could 
be palpated ©ving the impression of being the uterus. Fetal ausculation was 
normal. However, due to the fact that it seemed so suggestiAm of the uterus, a 
diagnosis of fuU-term ectopic pregnancy or a pregnane}’’ occurring in the cornu 
of a double uterus was made, and surgerj’^ adAused in order to saAm the child’s 
life. On laparotomy a uterus the size of a 3 months pregnancy was foimd AAath 
normal adnexa on the left. The right tube AAns Amry elongated and it circum- 
scribed a cystic tumor the size of a full-term uterus la5Tng entirely free Avithin the 
peritoneal cavity. It was opened and a Ua'^c fetus aaus removed, which howeAmr 
died one hour later in coUapse. Due to difficulty in remoAong the sac, a subtotal 
hysterectomy was performed, followed by uneA’^entful recoverjL The placenta 
occupied more than | of the sac surface, and it Avas Amry flat. 

This case seems to be a prue unruptured tubal pregnanej’’ localized in the 
ampullar portion of the tube. This hypothesis is justified by the folloAving facts: 
p Total freedom of the sac Avithin the peritoneal caAuty, A\ith the e.xception of 
its inferior pole; 2) The e.xtemal surface of the sac was shiny and smooth like 
peritoneum; 3) The disposition of the placenta, which occupied more than f of 
the cyst, AV'as very flat and presented a velamentous insertion of the cord. 

Snd case: A 32-year-old woman AAnth 2 previous pregnancies, first labor normal 
and second one breech, both folloAA’ed by normal puerperia. L.M.P,: 10/15/43. 
FolloAving a period of two months of amenorrhea, the patient had some bleeding 
but Avithout pain. At the third month, pains of contractile character deAmloped 
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mainly in the left lower abdominal quadrant. After the sixth month the pains 
became more severe, especially with fetal movements. On 5/20/44, the patient 
was examined, when a 7 months old fetus was diagnosed in transverse position, 
with head lying on the left; a semi-solid tumor could be felt occupying the whole 
infra-umbilical region of the abdomen. The cervix was very high. Contiguous 
to it there was a transversely lobulated tumor, the inferior portion being of more 
soh'd consistency resembling an empty uterus, the size of a 3 month-old preg- 


nancy. The other portion, softer, was adherent to the uterus. 

On the basis of the history and pelvic findings, a diagnosis of ectopic pregnancy 
was made. On July 17, the patient stated that she had not been feeling fetal 
movements for the last 2 days, and also no pain. A laparotomy was performed 
some days later, which revealed a sac containing a small amount of liquid, and 
adherent to the bowel and omentum. It was in contact with the left uterine 
cornu at the level of the tube and round ligament insertions, which were free. 
The tube ran into the sac to a certain extent but finally exteriorised itself again, 
its fimbriated end being entirely free. The ovary was not included in the sac. 
The right tube also ran into the sac, inside which it could be followed. The sac 
was opened and a female, dead and macerated fetus was removed. A rig 
salpingectomy and resection of left adnexa were performed together wit re- 


moval of the sac, followed by uneventul recovery. ^ u i • to 

This case is evidently one of secondary abdominal pregnancy , belonging 
the tubo-abdominal group. It seems that the pregnancy was formerly loca e in 
the isthmic portion of the left tube and, due to rupture of the latter, i ec 
secondarily abdominal. Although the clinical data point toward a 
occurring in the left tube, the pathological findings, on the other hand, rnmcarn 
the right tube as the presumable site of the gestation (mtrasacular posi . 
tube Although it ended in a portion of the sac free of placenta). _ No pathologic 
changes could be detected in the tubes on microscopic examination. 

(It would seem likely that both of these cases 
pregnancy, in spite of the fact that the first was considered by the X^ewhat differ- 
prcgnancy in an unruptured tube, and that the findings at "P^Xntnregnancies. In the 
ent from those seen with most secondary abdominal or broad ligam p ^ [ f,.pe. 

■“‘on“r. .1.0, .. .«th«r th. ge.U.tio„ ;v.. of ^ 

Since the fetus had succumbed some time previously, the removal of th p 
enough, which it is not when the fetus is still alive.— Ed.) 


' histogenesis of hydatidifobm mole 

Nicholas M. Alter 
Am. J. Path., 22; 638-639, 1946 

vpre observed in the last 15 years among 83,225 aeiive 
^ving a proportion of one in 1,400 pregnancies. 
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Case 2 illustrates the clinical and pathological findings of a benign mole- 
Microscopica%, Aulli n-ere all ndthout blood vessels. Over the surface anaplastic 
proliferation of trophoblasts vas seen. The glj’-cogen content in the benign type 
was marked. Mostly OA’er the surface of Langhan’s cells, sjmcj'tial giant cells 
were seen vith vacuolated cjiioplasm which often took fat stains. In the stroma 
regressiA’e changes were seen vith cj'st formation; near the surface trophoblasts 
invaded the stroma and might be fovmd at a distance. 

The malignant course is typified by case 41. Malignant chorionepithelioma 
was found in the uterus removed 7 weeks after the mole. Upon nucroscopic 
examination a diffuse proliferation of small cubiodal cells was seen; there was no 
structural arrangement; necrosis and hemorrhage were extensive; the cells showed 
anaplasia, some mitotic figures, and pyknotic nuclei; they contained no glycogen. 

Hj^datidiform moles give a variet 5 ' of histolo^c pictures depending on their 
situation in utero, regressive changes due to retention in utero, and changes after 
removal. Hydatidiform moles in silu naturall}’^ can give additional information. 
Such a uterine specimen wa s removed in case 7. On cross section a ra ther orderly’’ 
arrangement was obsen’ed. hlicroscopic examination revealed more exuberant 
epithelial proliferation near the blood supply at the base than in the interior. 
"Where trophoblasts were less proliferated and more differentiated they formed 
lacunae ob-vdously for fluid exchange replacing vascularization; such channels 
could be obserx’ed over the surface as well as within the xdlli. 

To e.xtend this structural study’, suitable specimens were pieced out from 
physiologic solution. One such preparation was 30 cm. in length. Microscopic 
sections of the alternating blebs and stems had epithelial covering of tropho- 
blasts, which in places invaded the deeper laymrs and seemed flattened at the lin- 
ing of the cax’ity. They formed also partly hyalinized masses ■v\ithin the stems. 
The blebs of the mole were analogous to retention cysts Mth retained material 
of metabolism due to complete lack of drainage. In material from abortions the 
avascular xdlli showed marked trophoblastic proliferation Mth bud-like out- 
growth of branches. 

The author summarizes by saying that a true hydatidiform mole is an epi- 
thelial neoplasm of the chorionic trophoblast v-ith secondary cystic changes of 
the stroma in unioxmlar pregnancy. This epithelial proliferation shows rarious 
degrees of the histologic changes found in malignant growth: anaplasia and in- 
vasion, which are, however, intrinsic characteristics of these embiyonal cells. 
Evidence seems to indicate that these proliferative changes are due to the dis- 
appearance of the allantoic circulation. Cystic changes of chorionic \alli due to 
regression of the final vascular system are false moles, as obsen’ed in early abor- 
tion, ectopic and other imioxoilar pregnancies. 
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CHORIONEPITHELIOMA 

W. Pelton Tew 
Canad. M. A. J., 64: 469^72, 1946 

The author presents an historical review of this disease and a description of its 
pathology, clinical features and treatment. Four cases of chorionepithelioma 
are reported. Two of these are alive and well 7 years after operation and 2 have 
died. One of the 4 was associated ivith a hydatidiform mole. Three cases 
followed an earl}'^ pregnancy or abortion and one followed a full or term labor. 

Chorionepithelioma may occur in a typical or atypical form; both varieties 
seem to be equally malignant. In a few rare instances the primary growth imy 
occur outside the uterus; several cases have originated in the Fallopian tu e. 
Chorionepithelioma metastasizes rapidly. Borland, in a presentation o 
cases, reported metastasis to the lungs in about 75 per cent, to the vagina in 

per cent, and to the brain in 5 per cent. • a It 

Chorionepithelioma may occur at any age during the childbearing peno . 
commonly foUows a pregnancy, which may terminate in full term labor, a or ion 
or hydatidiform mole. Hydatidiform mole is associated ivith the 5’’°^ 
about 50 per cent of cases. However, only about 5 per cent of the hyda i w 
moles become chorionepitheliomas. The commonest early symptom is a 
vaginal bleeding, and occasionally there are painful uterine contractions, na 
and vomiting. Early diagnosis is important, since early active treatmen 
only treatment of any value. The final diagnosis is dependent upon 4 pom • 
(1) history of continued bleeding after an abortion or labor; (2) tbe patnoi & 
findings from a diagnostic curettage; and (3) a positive t of 

test is commonly strongly positive even in diluted specunens. jg 

choice is a radical panhysterectomy for all cases where this 
follmved by treatment ivith deep x-ray. When operation is not poj 
of radium and deep x-ray is the only alternative, but this has yi 
satisfactory results in the author’s experience. Wpedine folloiving 

The importance of a thorough mvestigation of any Lie cureb 

an abortion or even a full terra labor is emphasized. An early go 
tage and Friedman test are of paramount importance. 


TOXAEMIA OF PREGNANCY 
Simon Gold 

Canad. M. A. J., 64: 456^63, 1946 
The classification of the toxemias oi 

ommittee on Maternal Welfare is presented, and the author 
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acteristic sjTuptoms of the condition. These include excessive gain in weight, 
usually associated uith edema, l^'pertension, albuminuria and symptoms ref- 
erable to the central nenmus S 3 fstem. S 3 'mptoms of the renal, gastrointestinal 
and risual s 3 ^st€ms also appear. 

The clinical importance and interpretation of generalized edema in pregnanc 3 ’' 
Tvithout hypertension and albuminuria are discussed. SLxty-five per cent of all 
pregnant women show some edema during pregnanc 3 ’'. In almost ever 3 ’- normal 
case a diuresis begins about 24 hours after deliver 3 ’^ and edema usuall 3 ’' disappears 
within 5 da 3 fs following deliver 3 '. Theories which have been postulated to e.x- 
plain pregnanc 3 " edema are briefl 3 ' as follows: 

1. Anselmino and Hoffmann and Le^^y-Solal suggested that excess posterior 
pituitar 3 ' secretion was the responsible factor. 

2. Poten thought that the enlarged uterus exerted pressure on the ureters. 

3. Strauss, Barath and Weiner and Bona believed that increased h 3 '^drostatie 
pressure in the capillaries was responsible for edema. 

4. Eastman and Strauss strongly supported the theor 3 ’- of hypoproteinuria. 

5. Eufinger suggested the theory of plasma colloid instability. 

The normal exchange of fluids between the blood stream and the tissues is a 
result of a fine balance between (a) the h 3 'drostatic pressure of the blood in the 
capillaries which tends to force fluid out of the blood stream into the tissues and 
(b) the plasma colloid osmotic pressure which tends to draw fluid into the blood 
stream. If the colloid osmotic pressure of the serum proteins is less than 20 
cm. of water, edema may occur. Such a low pressure usually is associated with 
a senun protein concentration of less than 5.5 gm.%. The average serum protein 
concentration in nonpregnant women is 7.5 gm.%, and in normal pregnant 
w'omen, 6.5 gm.%. There is a decrease in serum protein concentration in preg- 
nancy which occxns regardless of diet or protein intake, and which reaches a 
minimmn at-SO weeks. 

The author states that it is generall 3 ’’ accepted that edema of pregnanc 3 ^ is 
not associated with increased hydrostatic pressure, capillar 3 '' permeability to 
protein, anemia and \dtamin B deficienc 3 '-, 

Dieckman and Wegner studied the serum proteins in relation to the increased 
plasma volmne in pregnanc 3 ^ (up to 65 per cent above the normal nonpregnant 
level), and found that the protein was increased by 18 per cent at term above the 
normal nonpregnant level, but since the plasma volume was increased to a greater 
degree, there was an actual decrease in protein concentration. Thus, it would 
appear that the lowered protein was the result rather than the cause of water 
retention. 

The retention of sodium parallels that of water. There is a positive balance 
of this ion during' the latter months of pregnancy; part of this is attributed to the 
needs of the fetus, but there is also an altered capacit 3 '^ for excretion. Whenever 
edema forms, mineral salts, especially sodium, must be present. Administration 
of large amounts of sodium leads to water retention in normal indi^dduals. Tire 
author concludes that the production of edema in pregnancy is a result of re- 
tention of the sodium ion. 
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CHORIONEPITHELIOMA 

W. Pelton Tew 
Canad. M. A. J., 64: 469-472, 1946 


The author presents an historical review of this disease and a description of its 
pathology, clinical features and treatment. Four cases of chorionepithelioma 
are reported. Two of these are alive and well 7 years after operation and 2 have 
died. One of the 4 was associated with a hydatidiform mole. Three cases 
followed an early pregnancy or abortion and one followed a full or term labor. 

Chorionepithelioma maj'’ occur in a tj^iical or atypical form; both varieties 
seem to be equally malignant. In a few rare instances the primary growth nwy 
occur outside the uterus; several cases have originated in the Fallopian tu e. 
Chorionepithelioma metastasizes rapidly. Borland, in a presentation o 
cases, reported metastasis to the lungs in about 75 per cent, to the vagina in 
per cent, and to the brain in 5 per cent. • H It 

Chorionepithelioma may occur at any age during the childbearing peno . 
commonly follows a pregnancy, ivhich may terminate in full term labor, a or im 
or hydatidiform mole. Hydatidiform mole is associated ivith the 
about 50 per cent of cases. However, only about 5 per cent of the hydati w 
moles become chorionepitheliomas. The commonest early symptom is a no 
vaginal bleeding, and occasionally there are painful uterine contractions, nan 
and vomiting. Early diagnosis is important, since early active treatmen is 
only treatment of any value. The final diagnosis is dependent upon d poi | 
(1) history of continued bleeding after an abortion or labor; (2) t e pa o 
findings from a diagnostic curettage; and (3) a positive Friedman ^ 

test is commonly strongly positive even in diluted specimens.^ ^ This is 

choice is a radical panhysterectomy for all cases where tins possi e- 
followed by treatment with deep x-ray. Wlien operation is not Ppsa > 
of radium and deep x-ray is the only alternative, but this has yie 

satisfactory results in the author’s experience. LUpdina folloiving 

The importance of a thorough investigation of any unusual ^ . t- 

an abortion or even a full term labor is emphasized. An early diagnostic 
tage and Friedman test are of paramount importance. 


TOXAEMIA OF PREGNANCY 
Simon Gold 

Canad. M. A. J.. 64: 456-463, 1946 

rhe cbssifiotion ot the teenhas of Pf 

.mmittee on Maternal Welfare ,s presented, and the anther o 
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women served as controls. None of the women investigated in this study pre- 
sented anj"- history of pre^dous cardiac disease.' 

The 2 women classified in Group 1 were 31 and 35 years of age, respectively.^ 
In both patients toxemia of pregnancy was manifested by hj'pertension, al- 
buminuria and edema. Both patients e.xperienced acute left ventricular failime 
during labor, but recovered uith appropriate treatment. The electrocardiograms 
for these patients were characterized by the waxing and waning of the sjmi- 
metrically inverted T wave in leads I, CF2 and CF4 , and of an upright sjunmetric 
T wave in lead III, the absence of any pronounced S-T devdation and the absence 
of changes in the QRS complex characteristic of myocardial infarction. These 
changes simulate those occasionally seen in acute nephritis. 

It is of interest that neither patient complained of pain in the chest at any 
time nor did either patient show any lowering of the diastolic blood pressure at 
the time of cardiac failure. In one case no drop of the systolic pressure occurred. 

In -vdew of the pathologic obser\mtions in similar cases reported by others, the 
authors believe that the electrocardiographic changes were produced b3'’ focal 
mimcardial necrosis, infiltration or edema rather than bj' a rajmcardial infarction 
secondary to occlusion of a coronarj'- artery. The occmrence of coronar5'' occlu- 
sion in a young woman without any history of antecedent cardiac disease would 
be most unusual. It would appear that the ultimate prognosis in patients who 
recover from cardiac failure in toxemia of pregnancy is better than that following 
coronary disease; therefore, a correct interpretation of the electrocardiographic 
pattern in these cases is of practical value. That the changes observed in the 
electrocardiograms of these patients uith cardiac failm’e simulate those occa- 
sionally seen in acute nephritis is significant in \dew of the fact that the pathologic 
cardiac changes in acute nephritis, while different from those in toxemias of 
pregnancy, may also include edema with occasional inflammatory and degenera- 
tive changes of the cardiac muscle and its serous membranes. 

The authors believe that the focal myocardial necrosis, edema and infiltration 
m to.xemias of pregnancy are the essential factors w'hich lead to a mimcardial 
W'eakening and consequently may act as a precipitating mechanism in the 
cardiac failure. 

Only 4 out of 10 cases of toxemia of pregnancj-^ in w'hich cardiac failure did not 
develop showed electrocardiographic abnormalities, and in none of these cases were 
the changes as pronounced as in the 2 cases which developed cardiac failure. In 
none of the 4 cases were patterns present resembling an atjrpical acute infarction 
of the anterior wall or acute nephritis. 

Inversion of the T wnve in leads CF2 and CF4 occurring during the last tri- 
mester of pregnancy and reverting to its normal upright fonn within one week 
following delivery is possibly a result of dilatation of the heart. This occurs in a 
small percentage of normal and toxemic patients. 

Transient first degree auriculoventricular block maj' occur. One case is de- 
scribed in which this occurred in the postpartum period of a patient with toxemia 
of pregnancj'^. 6 figures. 



630 


OBSTETRICAL AND GYNECOLOGICAL SURVEY 


The main features in the treatment- of pre-eclampsia and eclampsia are bed 
rest, adequate sedation, and the production of water elimination by purges, re- 
striction of salt and sodium in the diet and the use of hypertonic glucose solutions 
in water intravenously. In severe pre-eclampsia and eclampsia, intramuscular 
magnesium sulfate is indicated. The effect of parenteral magnesium on the 
nervous and cardiovascular systems is important; parenterally administered 
magnesium has an anesthetic effect, and is a powerful vasodilator and produces a 
decline in blood pressure. 

Diet is of great value in the control of pre-eclampsia. Daily fluid intake is 
maintained at 2500 to 3000 cc. During the first 24 hours a milk and water diet 
is administered. Diet for the second 24 hours is the liquid or No. 1 toxic diet 
which is neutral ash and salt free. On the third day the patient is given the No. 
2 toxic diet which is also neutral ash and salt free, and contains 100 gm. protein, 
200 gm. carbohydrate, 80 gm. fat and has a total value of 2160 calories. 

. If the patient does not respond to treatment, as evidenced by a failure o 
diuresis or by maintained or rising blood pressure, evacuation of the uterus must 
be considered. If h 5 q)ertension and albuminuria persist for 3 weeks, termination 
of pregnancy is imperative to prevent the development of permanent postpartum 
hypertension. The method by which the pregnancy is terminated depen s on 
the type of pelvis and presence of disproportion, and the condition of the cemx. 
Most cases can be successfully managed by simple rupture of the membranes o 
bag induction. Cesarean section, ivith certain exceptions, should be avoi e . 
The author presents 4 cases, 2 of pre-eclampsia and 2 of eclampsia. 

Good prognostic signs in eclampsia are a diuresis and a drop in bloo ^ press 
that is maintained at or slightly above normal levels. The prognosis is poor 
there is a progressive unexplained drop in blood pressure. 4 figures. 


ELECTROCARDIOGRAM IN TOXEMIAS OF PREGNANCY 

L. Wallace, L. N. I^atz, R. Langendorf and H. Buxbaum 
Arch. Int. Med., 77: 405^19, 1946 

An examihation of the electrocar^ographic 
Tom toxemia of pregnancyunthout eclampsia revealed suggested 

1 consisted of 2 cases in which the oS P-c 

»n acute myocardial infarction of the anterior ™ ® ^ e„telettventric- 

lented a classic picture of toxemia of piegnnncy ^ „,tieh did not 

Liar failure at the time of labor. Group 2 „n.„aestcd in 

result in cardiac failure but m which, nevertheless, 

the electrocardiogram. Group 3 consisted of 6 ^ abnormalities were 

dence of cardiac failure and in whmh °° for 5 normal pregnant 

seen despite the presence of toxeima. Electrocardiogram 
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ANTIDIURETIC ACTIVITY IN THE BLOOD OF NON-PREGNANT 
WOMEN AND WOilEN DURING NORVIAL AND TOXEMIC 

PREGNANCY 

VER-i I. IVMEGER AND T. B. ICa.%aNGTON 
J. Clin. Endocrinol., 6: 320-324, 1946 

A review of the work which has been published on the relation of the anti- 
diuretic hormone secreted bj’’ the posterior lobe of the pituitary gland to the 
causation of eclampsia reveals much controversy of opinion. Anselmino, et. al., 
claimed to have detected antidiuretic hormone in the blood of patients suffering 
from eclampsia and severe toxic albuminuria of pregnancy. Other workers 
failed to detect the hormone in the blood of patients vith pre-eclampsia and se- 
vere toxemia of pregnancy. Theobald supports Anselmino’s claim by finding 
antidiuretic substance in the ultra-filtrates from the blood of 2 eclamptic patients. 
Other workers have found antidieuretic substance in the blood from males and 
non-pregnant women, and in the blood of patients with hj^pertension of A'arious 
kinds. 

In 1940 the authors pubhshed results of a study of urine from non-pregnant 
women, from pregnant women and from women suffeiing from to.xic albuminuria 
and eclampsia. The results showed that small amounts of diuretic substance 
were present in the mine of some non-pregnant women, more often in that of 
normal pregnant women, and frequently and in much greater concentration 
in the urine of women with pre-eclampsia and eclampsia. Throughout the 
investigation 100 cc. samples of urine from the patients being tested were assayed. 
Mea differences were obtained by plotting time against the total volume of urine 
excreted in 5 hours by groups of 4 male rats; the imits of abscissa and ordinate 
were 60 minutes per inch and 10 cc. per inch, respective^. The ranges of values 
for the different groups were as follows: non-pregnant women, 0.16-1.73 sq. in.; 
normal pregnant women, 1.83-3.45 sq. in.; toxemic women, 1.93-5.45 sq. in.; 
eclamptic women, 5.17-8.70 sq. in. 

. Since the publication of the work described above, the authors have foxmd that 
an area difference of 5.6 sq. in. is the minimum value representing a true anti- 
diuretic effect. Consequentl 3 q their preNuous conclusions must be modified, and 
they believe now that true antidimetic effects w'ere obtained only in the group 
of eclamptic women mentioned above. 

In a recent study the authors examined blood from 303 women, including non- 
pregnant women, women during normal pregnancj" and women uith eclampsia. 
In the normally pregnant the tests were made (a) during the early months, (b) 
between the 7^ and 8| months of pregnancy, (c) at teim and (d) during the 
puerperium. While there was eHdence of some antidiuretic acthity in the 
blood of 20 per cent of the non-pregnant women, no actmty was found in the 
blood of any patients examined during early pregnancy and in only 8 per cent of 
those tested between the 30th and 38th weeks of pregnancjL However, anti- 
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(If we may judge from the several series of autopsies which have been reported in fatal 
'’f f changes in the heart muscle are frequent accompaniments 

of that disease. The most commonly quoted papers perhaps are the two early studies of 
»the German pathologist, Georg Schmorl (Pathologish-Anatomische Untersuchung iiber 

uerperal Ekalmpsie, Vogel, Leipzig, 1893; and Arch, fur Gynakologie, 65: 517, 1902). 
Disregarding cloudy swelling and fatty degeneration, which were very frequently present, 
he found hemorrhage and necrosis in the myocardium in 43 of 73 autopsies. “In the neigh- 
borhood of the hemorrhages the muscle fibers were disintegrated into hyaline layers, usually 
Wit the nucleus gone and the transverse striations no longer recognizable.” In more mo- 
dern times, Polak, and Polak and Beres have demonstrated degenerative changes in the 
heart in 94 of 102 post-mortem e.vaminations (J. A. M. A., 87: 226, 1926; and Am. Jour. Surg., 
4:143,1928). 

Clinically , the frequency of pulmonary edema and cyanosis in severe eclampsia surely 
suggest heart failure. Indeed, they impressed Stroganoff so strongly in this way that he 
included digitalis in his regime of therapy a few years ago. Paul White, in his well known 
book “Heart Disease”, writes: "Associated with acute hypertension in the toxemias of 
pregnancy (eclampsia) there may be serious toxic myocardial dilatation w'ith acute heart 
failure and pulmonary edema.” 

The above article bj’ Wallace, Katz, Langendorf and Buxbaum comes, of course, from one 
of the leading electrocardiographic laboratories in the country and when its weight is super- 
imposed on the evidence above cited, it would seem forever settled that cardiac alterations 
are rather common accompaniments of pre-eclampsia and eclampsia. 

This, however, is by no means the case. 

On the other side of the question. Burton E. Hamilton, perhaps our leading authority 
on heart disease in pregnancy, takes a very strong stand, stating: “Our present opinion is 
that uncomplicated pre-eclampsia or eclampsia cause neither heart failure nor significant 
acute myocarditis”. Over the years he has apparently carried out a searching study of 
this problem and is still looking for a case where undoubted myocarditis of clinical impor- 
tance appears during uncomplicated eclampsia or pre-eclampsia. In his occasional con- 
sultations on patients with definite or suspected pre-eclampsia and in a few with eclampsia, 
he had taken electrocardiograms and has not found convincing evidence of acute myocardi- 
tis in a single case. Seven patients were seen by Hamilton at the Boston Lying-In Hospital 
who had severe pre-eclampsia and complained of epigastric pain. Electrocardiograms were 
taken for the purpose of obtaining evidence to associate this pain with the heart. He 
interpreted the electrocardiograms as negative. In regard to edema of the lungs, he finds 
from discussions with various pathologists that there is little or no evidence in these cases 
of venous congestion in the lungs and liver, whereas in patients dying with congestive he^t 
failure, evidences of venous congestion in the lungs and liver are alw’ays abundant. R® 
reports, moreover, a general agreement among the pathologists to whom he has talked t a 
no special evidence of severe acute myocarditis has yet to be discovered in uncomphca e 
pre-eclampsia or eclampsia. (Hamilton and Thomson: The Heart in Pregnancy and a 
Childbearing Age, Little, Brown & Co., Boston, 1941). ,. 

We have here then a striking difference of opinion between two of the leading car i 
ologists of the country about the heart in pre-eclampsia and eclampsia. This is “ 
portant practical problem for it has to do with such questions as the j'ustifioation of dig: a 
ing pre-eclamptic and eclamptic patients. In view of this controversy, it might be a go 
idea if obstetricians would request electrocardiograms on their severe cases of *™^ber 

and eclampsia, have them read by a competent cardiologist and, after a reasonable num 
has been accumulated, report them. — Ed.) 
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The results of the present stud 3 ’- are presented in Table II. Of these 5 diabetic 
women, 3 Avho had had no signs of toxemia of pregnancj'- had normal levels of 
pregnanediol throughout the periods studied. One patient, AA-ith mild toxemia, 
had a Ioav excretion of pregnanediol for ser’eral weeks. The patient with seA'ere 
toxemia showed a relatively Ioav excretion at the time of onset of toxemic ssunp- 
toms. It is interesting to note that pregnanediol excretion did not fall after 
intrauterine death in one patient whose levels were normal before fetal death 
occm-red. 

Neither toxemia nor fetal mishap was found to be associated AAuth an 3 ’’ de- 
creased excretion of estrone-estradiol, but a decreased excretion of estriol was 
found to be associated vdth both cases of toxemia, and with one of 2 cases of fetal 
mishap vdthout toxemia. 

In 2 of 3 patients Avbo had no signs of toxemia the serum gonadotrophin levels 
were normal, and in the third patient the levels were significantl 5 ’’ increased. Of 
2 patients with clinical signs of to.xemia, one patient with mild toxemia had 

■ TABLE II 


Results of studies of urinary pregnanediol and estrogen excretion and serum chorionic gonado- 
trophin in five diabetic pregnancies 


PATIENT 

j cxnnCAL coCTmos 

PETAX 

DEATH 

! 

HIGH ! 

CHORIONIC 
CONADO- 
TJOPfllN , 

1 

tow 

ESTRJOD 

LOW 

ESTRONE- 

ESTRADIOL 

LOW PREC- 
KAKEDIOL 

Mrs. M 

Normal 

0 

0 

0 

0 

0 

Mrs. DaL 

Normal 

+ 

0 

-1- 

0 

0 

Mrs. K 

Normal 

+ 

+ 

0 

0 

0 

Mrs..L 

Toxemic 

0 i 

0 


0 

-f- 

Mrs. T 

To.xemio 

0 

1 

+ i 

+ 

0 

-f(?) 


normal levels of chorionic gonadotroplAa, and the other patient AAith severe 
to.xemia had significantly increased levels of gonadotrophin. Fetal mishap was 
associated with both normal and high levels of gonadotrophin. 

The authors conclude that neither low estriol nor low pregnanediol excretion 
is conristently associated with fetal death, but that a lowered excretion of both 
appears to be associated with toxemia. Both fetal death and toxemia may or 
may not be associated ndth increased serum chorionic gonadotrophin. Hormone 
abnormalities were demonstrated in both patients with fetal mishap, but in one 
case the abnormality consisted of an increased serum level of chorionic gonado- 
trophin and in the other case of a decreased excretion of estriol. White’s theory 
that fetal death is associated with toxemia was not borne out by this small series. 

The authors’ finding of high serum chorionic gonadotrophin levels in a patient 
With normal estriol and normal pregnanediol excretion is not in keeping with the 
theoiy that the increased output of chorionic gonadotrophin is an attempt to 
compensate for a lack of estrogen and progesterone. Further evidence against 
^ close reciprocal relationship between the amounts of these 2 hormones is seen 
m the fact that pregnanediol excretion was unchanged following fetal death, 
while the serum gonadotrophin levels were strikingly lowered. 
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diuretic activity was present in the blood of 41 per cent of the patients at term 
and m 37 per cent of those tested 3 to 8 days post partum. The blood of 29 
per cent of the women vith eclampsia showed antidiuretic properties. 

These results suggest that the occurrence of antidiuretic substance in the 
blood may be a normal physiological -process associated vith labor and the 
puerperium. They do. not support the claim that antidiuretic hormone is a 
factor in the causation of eclampsia. 


HORMONE METABOLITES IN BLOOD AND URINE OF DIABETIC 
PREGNANT PATIENTS WITH AND WITHOUT TOXEMIA 

Bettv L. Rubin, R. I. Dorfaian and M. Milder 
J. Clin. Endocrinol., 6: 347-368, 1946 

The present study consists of an evaluation of the serum and urine chorionic 
gonadotrophin and of estrogen and pregnanediol excretion in 5 pregnant diabetic 
women throughout the latter part of pregnancy. Of these 5 women, 2 developed 
toxemic symptoms but were delivered of normal babies, whUe 3 had asympto- 
matic pregnancies ivith respect to toxemia, but one of the latter group was 
delivered of a macerated fetus, and the infant of another died within a few hours 
of birth, 

A review of previous investigations on the hormone metabolite concentrations 
in the urine and blood of toxemic patients leads to the conclusion that toxemia of 
pregnancy is often associated A\ith an abnormal metabolite pattern. Various 
Avorkers have noted an increase in serum and urine levels of chorionic gonado- 
trophin and a decrease in serum and urine levels of estrogen. Also, a lowered 
excretion of pregnanediol has been observed in association with toxemic 
pregnancy. 

In normal pregnancy there is an increased excretion of pregnanediol as preg- 
nancy progresses, from 17-30 mg. per day at week 20 to a peak of e.xcretion be- 
tween Aveeks 32 and 35 Airith a range of values from 30-130 mg. per day. Within 
24 hours of deliA^ery the compoimd has practically disappeared from the unne. 
There is also an increase in urine estrogen Amlues in the progression of norma 
pregnancy, Avith values from 10-15 mg. per day during the seventh and eight 
months and a rise to 15-40 mg. per day in the ninth month. The curves or 
estriol, estrone and estradiol are similar. As Avith pregnanediol, the hormone 
rapidly disappears from the urine folloAving delivery. Serum chorionic gona o 
trophin in normal pregnancy maintains a fairly constant level, up to 3000 
throughout the latter part of pregnancy, although a slight rise, as high as^ 

I.U. in the last month and 7500 I.U. just before term, is not abnormal. Unnarj' 
gonadotrophin excretion is also fairly constant, between 7000 and 30,000 ■ ■> 
rMth a possible rise to 50,000 I.U. just before term. This hormone also dis- 
appears rapidly from the serum and urine immediately folloAving dehvery. 
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Short period uric acid and urea clearances bad become normal in tbe majority of 
cases in the earl 5 ' puerperium. Those cases in which the short period clearances 
were not normal were the same as those few which exhibited abnormal 24-hour 
uric acid clearances. 

The authors conclude that there may be a h 5 'peruricemia or a hj^peruremia, or 
both, in eclampsia and severe pre-eclampsia, and that these elevations maj'' be 
due largely to an altered kidnej’’ function. A decrease in the glomerular filtra- 
tion rate may ser%'e to explain the phenomena in the majority of cases. How- 
ever, some of the exceptional cases can be e.xplained only bj”- postulating a change 
in the rate of tubular reabsorption of uric acid and urea. The possibilitj*' also 
exists that some of these changes may be due to alterations in the metabolism 
of these substances. 


ON THE INCREASED URIC ACID CLEARANCE FOLLOTiTNG THE 
INTRA^TINOUS INFUSION OF HYPERTONIC GLUCOSE 
SOLUTIONS 

R. W. Boxsxes and Ethel S. Daka 
J. Clin. Investigation, 26: 386-388, 1946 

Previously the authors had obsen'^ed that the uric acid clearance was not 
altered by the injection of 50 ml. of 50 per cent glucose, concluding, therefore, 
that the active and maximal reabsorption of glucose had no effect upon the 
simultaneous reabsorption of uric acid. However, Talbot has reported an 
increase in uric acid excretion when the blood glucose is maintained at relatively 
high levels (400 mgm. per cent) by continuous glucose infusion. In riew of this 
apparent contradiction the authors have determined the uric acid and urea 
clearances during the continuous infusion of glucose, and the results obtained 
confirm the correctness, at least in part, of both reports. 

The rate of uric acid e.xcretion and therefore the uric acid clearance is markedly 
increased when the blood glucose is maintained well above normal physiological 
levels. The rate of uric acid excretion seems to be a function of the increase in 
the blood sugar level. With the blood sugar maintained at an average value of 
499 mgm. per cent, the average uric acid clearance increased in 4 patients 2.57 
tunes the control clearances. At the same time the urea clearance and the rate 
of creatinine excretion increased only 1.25 times the values observed during the 
control periods. 

These experiments show why the authors did not obseiv-e any changes in the 
uric acid excretion in their previous work (mentioned at the beginning of this 
abstract). In those e.xperiments glucose was given in a single 50 ml. injection of 
50 per cent glucose and the urines were collected in 3 separate one-hour periods 
following the injection. The blood sugar levels should have been high for 15 to 
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It may be noted that the only patient in this series to show normal hormone 
levels throughout pregnancy was the only patient to have a normal pregnancy 
mth respect to toxemia and to fetal mishap. ' 6 figures. 


A SURVEY OF THE TWENTY-FOUR-HOUR URIC ACID AND UEEA 
CLEARANCES IN ECLARIPSIA AND SEVERE PREECLAMPSIA 

R. W. Bonsnes and H. J. Standee 
J. Clin. Investigation, 26: 378-385, 1946 

Recently it has been shmvm that the uric acid clearance in eclampsia and in 
severe pre-eclampsia is decreased, and earlier work showed the urea clearance in 
this disease to be decreased. More recent studies have shown a decrease g o- 
merular filtration rate as the outstanding alteration in kidney function in the a e 
toxemias of pregnancy. Therefore, one might e.xpect a general increase m le 
level of several blood constituents in the late to.xemias of pregnancy as a le 
of this decreased glomerular filtration rate. In view of these observations, e 
authors have studied further the uric acid and urea clearance in the late 
of pregnancy in order to determine if there were some cases wliich are ® ^ 
clinically as eclampsia or severe pre-eclampsia which might have a . 

fimction with respect to one metabolite, such as urea, and an abnorma 
uith respect to another metabolite, such as uric acid. ,,p„n'mcv 

Twenty-four urines were collected from 32 cases of late toxemia o p = . 

^(3 cases of antepartum eclampsia, 2 cases of questionable postpai 
and 27 cases of severe pre-eclampsia). Only the unc acid 
determined on 7 cases, and both uric acid and urea clearances n 
the remaining 25. In spite of certain potential sources of erroi i 
the 24 hour clearances do yield information Avhich may be obta P 
as to the average 24-hour performance of the kidney and as to 

change in this function. Hnrina the active 

The uric acid and urea clearances were found to be subno 
phase of the disease and to return to neariy nojnal vato by 
postpartum day in tie majority of “““ C®. “ ,f LL, el,„yed sob- 
exceptions to this general behavior were found. touring the early 

normal uric acid clearances during the disease, throughout the 

puerperium as above. But the u^ea clearances remained no 
period that these patients were under observatiom ^ antepartum 

narently normal uric acid clearances and urea duiing the early 

period, but decreasing urea with normal mic acM c ^ clearances 

puerperium. Finally, 2 other patients had these cases the 

during both the antopartum and the »riy puOT» 

urea clearance was a low normal, while m anotner 
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4 patients who responded to orally administered crude liver extract differs 
from that in the 2 patients who responded to large amounts of more refined 
liver extract. 

Since a distinction in therapeutic response to refined and crude liver extracts 
was first reported in anemic monkeys, and later in patients by Dr. Lucy Wills 
and her associates, the authors suggest that this effective principle in crude liver 
extracts and in autolyzed yeast be designated as “Wills’ factor.” It clearly 
differs from the principle in liver which is effective in Addisonian pernicious 
anemia and from the so-called extrinsic (food) factor. 

Observations on one of the 4 cases indicated that Wills’ factor is not identical 
with various pure components of the vitamin B complex and accessory nutritional 
substances, including biotin, L. casei factor and pyridoxal. 

In instances of macrocytic anemia refractory to parenterallj’’ administered 
liver extract, especially those associated with pregnancy', it may be of practical 
therapeutic importance to test the efficacy of relatively crude liver extracts 
administered orally or, when suitably prepared, administered intravenously in 
large amounts. 

The demonstrated therapeutic value of orally administered liver extracts in 
occasional patients vith nutritional macrocytic anemia due to a deficiency of 
Wills’ factor should not obscure the well-established advantages of parenteraUy 
administered refined liver abstracts in the treatment of the majority of patients 
with nutritional macrocytic anemias, especially those with Addisonian pernicious 
anemia. 5 figures. 


EMOTIONAL FACTORS IN THE COHRSE OF PREGNANCY 

Rayjioixd SQraER AND Flanders DdX'TBAR 
Psychosom. Med., 8: 161—175, 1946 

The objective of this paper is not to prove anything, nor is the paper a statisti- 
cal one. Rather, it includes the description of 2 cases with the purpose of 
presentiug some facts which may be of value in understanding the psychosomatic 
aspects of pregnancy, abortion and the puerperium. 

Both of the patients whose case reports are presented were of superior intelli- 
gence; both scorned their mothers and identified themselves with their fathers; 
both were frustrated in their careers; both were frigid (although both recovered 
after adjustment to parenthood) ; and both were concerned about the sex of the 
baby. These 4 factors have been found in a number of other patients who 
present the pattern of abortion, premature delivery or stillbirth. One of these 2 
patients, after a series of abortions and stillbirths, produced a hving child in the 
eighth month of her fifth pregnancy. During this pregnancy she was under the 
care of a psychiatric consultant. The second patient whose case is described 
m this paper delivered a fuU-term infant as a result of her first pregnancy. - The 
child was pallid and apneic and all measures of resuscitation failed to save its 
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fcrXoi rtojrLf h* “<> “■b'J" «c,etor,«ss 

authS irf », 11, this time. Howem, fc 

tubule at uhvlll glucose in He Hdney 

clase iltbST ■ n “■■>> ■■««hwption. Da 

MdMV tulle f "f ' “a '■“‘“■■fltiou oucurs only ,vheu the glucose in Bie 

also conltaB Talbot’s results qualitatively but not quantitotivelj. 

i” the specificity oi fc 

methods used for determination of uric acid. 

discu™ed°^ Actors which may be operating to produce these results are 


macrocytic anemia, especially in PREG- 
NANCY; RESPONSE TO A SUBSTANCE IN LIVER OTHER THAN 
THAT EFFECTIVE IN PERNICIOUS ANEMIA 

Janet Watson and W. B. Castle 
Am. J. M. Sc., 211: 513-530, 1946 

The authors have studied 3 cases of nutritional macrocytic anemia, 2 of which 
occurred during pregnancy; these patients were shoum under controlled clinical 
conditions to respond to orally administered liver e.xtract immediately after 
failing to respond to multiple U.S.P. units (injectable) of parenterally admhu- 
stored^ liver extract. A fourth case responded immediately to parenterally 
administered liver extract when the dose was increased tenfold. Since this 
indicated response to a substance other than the hematopoietic factor presum- 
ably common to all liver extracts effective in Addisonian pernicious anemia, it 
seemed desirable to present these cases and to review apparently similar cases in 
the literature. 

As a result of a review of the literature, as well as of the observations on these 
4 cases, it is apparent that at least 2,and possiblyS, typesof nutritional deficiency 
are involved in nutritional macrocytic anemias, as evidenced by differences in 
therapeutic responses to various types of liver extracts. These may be stated 
briefly as follows: 

1 — Response to usual amounts of the most refined liver extracts administered 
parenterally. This is a large group, including Addisonian pernicious 
anemia and many cases of sprue and macrocytic anemia of pregnancy. 

2 — ^Response owZy to orally administered crude liver extracts or to large 

amounts of certain relatively crude Ra'ct extracts given, parenterally- Th'® 
group includes certain instances of macrocytic anemia of the tropics, o 
anemia of pregnancy and of “refractory" anemias with megaloblastic bone 
marrow, as well as the cases presented in this paper. ^ 

3 — As to a third type, it is possible that the basic deficiency m2 of the authois 
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gra’t’idarum, who obtained little or no relief follo\\'ing a wide varietj’’ of sympto- 
matic treatments, were completelj’- relieved of their subjective s 3 Tnptoms follow- 
ing the use of hypnosis. Hypnosis was emplojmd either vith direct suggestion 
or -with hypno-anatysis and age regression. All patients except 2 were completely 
relieved utilizing these methods. 

Four cases are presented which are typical of the authors’ methods and re- 
sults. The psj’^chogenic factors responsible for the vomiting are revealed. 

, This form of therapj’’ may act either by raising the vomiting threshold directly 
or by preventing contractions from the gastrointestinal tract reaching the higher 
sensorium. Again, the method of eliciting latent psj'^chogenic factors responsible 
for the nausea and vomiting and bringing these to the surface and integrating 
them into consciousness is also a convenient, time-sa%dng and most effective 
therapeutic procedure for permanentlj'' relievdng this ordinarily refractory 
condition. 

The authors believe that this valuable adjimct in the treatment of nausea and 
vomiting of pregnancy should be utilized by obstetricians. 


GESTATIONAL NEURONITIS 
A. M. Agnew 

Am. J. Obst. & Gynec., 61: 758-763, 1946 

Gestational neuronitis was first noted in the hterature in 1854 and for many 
years hj'steria was considered the etiological factor. In about 1887 the theorj’- of 
autointoxication was suggested and, until the present time, was the generally 
accepted theory of causation in this countrj'^. In 1930, however, Theobald 
suggested that the neuritis of pregnancy was due to a %'itamin B deficiency, the 
symptoms of beriberi being indistinguishable from those of polynemitis of 
pregnancy. Since then, clinical and laboratorj'^ investigations have tended 
to strengthen the theory of a deficiency disease, and it is suggested that the 
problem may possibly bear some relationship to other toxemias of pregnancy. 

In discussing sjnnptomatology and clinical course of gestational neuronitis, 
the author divides this disease into 3 types: mild, severe and fulminating. In the 
mild group of cases the symptoms are: persistent tingling, or pain, or sensations 
of numbness in feet or hands, and neuritic pains in the arms and legs. These 
symptoms usually appear in the 4th month or later in a patient who has had a 
troublesome degree of nausea and vomiting in the early weeks, and are not 
progressive in character. Usually, after a var 5 ang length of time, they regress 
or disappear. 

In the severe type, the almost invariable historj^ is a moderately severe form of 
nausea and vomiting which has responded well to hospital treatment. After a 
short time, the vomiting recurs and the patient complains of tingling pains in the 
feet and severe neuritic pains in the legs. There is also a weakness which inter- 
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Sr se^condTrZ Tf determined satisfactorily by the obstetrician. 

Her second pregnancy resulted m a normal child which survived. During deliv- 

• pSlenSspS“ obviously faoilita^dlte 

Tioui!' ® bleeding and gastrointestinal symptoms, including 

notabtelh r® P^^g^a^cies, but these symptoms we 

not^Iy absent m a later pregnancy during psychosomatic treatment. 

^ 0 the internal or external agents predisposing to abortion, it 

appears from these histones and from other unpublished material that some 
fwTif- r? abortion habit just as others develop an accident habit, and 
a IS a^ it may be interrupted by well-directed psychosomatic treatment, 
e provmce of the consultant in psychosomatic medicine is unfortunately 
very oreign to most obstetricians. The consultant examines large areas of the 
pa lent s^ emotional and physical functioning which, if even suspected by the 
obstetncian, have been left untouched and unexplored. A knowledge of these 
areas (which are related to conception, pregnancy and delivery) may be instruct- 
ive and prevent mistakes in the handling of a case. Although what may be 
called psychosomatic obstetrics” is only beginning to take form, there is pronuse’ 
of its great utility in the future. 

The obstetrician should weigh what he says to his patient. His verbal contact, 
like that of his mechanical and sterile technique, should not be neglected lest it 
traumatize her. 

From this study there are suggestions that some of the clinical phenomena 
(such as nausea and vomiting, and some instances of bleeding) which puzzle 
obstetricians can be elucidated by the application of psychosomatic medicine. 

In addition to the material presented in this paper, the authors discuss the 
relationship of psychic factors in the mother ivith the neonatal development of 
the infant. The pediatrician, the consultant in psychosomatic medicine and the 
obstetrician in one particular case, all have reason to believe that the mother’s 
solution of her own emotional problems was largely responsible for a change in 
the health and behavior of her child. It is suggested that a psychosomatically 
sensitive obstetrician might pass on to the pediatrician who is similarly sensitive, 
certain personality data that can be utilized by the pediatrician in his care of the 
infant in cooperation with the mother. 


THE PSYCHOSOMATIC TREATMENT OF HYPEREMESIS 
GRAVIDARUM BY HYPNOSIS 

W. S. Kroger and S. T. DeLbe 
Am. J. Obst. & Gynec., 61: 544-552, 1946 

Nineteen cases of nausea and vomiting of pregnancy of varying intensity, 
ranging from the exaggeration of physiologic vomiting to true hyperemesis 


PATHOLOGY OF PREGNANCY 


643 


Tjy comparing the patients who had mj'omas over 6 cm. in diameter to patients 
Tvho had mjmmas that were less than 6 cm. in diameter. Myomas of 6 cm. or 
more in diameter have been considered as large or significant because of the 
rektionslup of miomas of this size to dystocia. In this series, no mj'oma less 
■than 6 cm. caused any difficulty during deliverj’-, and in the majorit 3 ^ of cases 
vrhere obstruction occurred the myomas were larger. Thirteen patients had 
definite dj’^stocia due to m 5 ''oma. 

Since m}’’oma uteri are more frequentl 5 ’' found in the late childbearing ages, 
ihere was a high incidence of elderlj"^ primigramdas (15.7 per cent). In direct 
Telationship to this older age group, there was an increased incidence of toxemia. 

The significance of mjmma uteri in causing sterility is difficult to evaluate. 
It is during the first half of the childbearing period that a woman is most apt to 
become pregnant, but later the development of fibroids becomes more 
pronounced. 

XJnfortunatety, in man.y cases, mjmma uteri is overlooked during the course of 
pregnanc 5 ' Mjnmas are more readilj’- detected in earty pregnancj*^ or post 
partum when the entire surface of the uterus can be explored on bimanual 
e-xamination. Frequentty thej' are discovered onlj' when complications of 
■pregnancy and delivery focus attention on them. 

Pain is a sjnnptom which is often associated nith myomas in the rapidly grow- 
■ing pregnant uterus. Antepartum pain due to myoma was present in 11 per 
cent of the patients in this series. However, no myomectomies were performed 
•during pregnancy because of pain, as recent studies have shown that myomec- 
tomy during pregnancy carries a high fetal mortality and an increased maternal 
risk. 

The incidence of abortion (17.1 per cent) and of premature labbr (5 per cent) 
in this series was twice the cfinic incidence, which is 8 per cent and 2.5 per cent, 
Tespectively. 

In those pregnancies progressing to viability, there was a notable increase 
in abnormal presentation. Of 298 pregnancies, vertex presentation occurred in 
onlj' 90.6 per cent. Presentation is affected only by large tmnors which interfere 
■nith the adaptation of the fetus to the longitudinal axis of the uterus. 

There was no exidence that myoma uteri is a factor in causing prolonged labor 
or premature rupture of the membranes. Prolonged labor was obseiamd in 9.1 
per cent of the entire series, and the corresponding figure for the general cfinic is 
ff.l per cent. Premature rupture of the membranes occurred in 17.3 per cent of 
the entire series, while the incidence for the general clinic is 36.1 per cent. 

There was a high incidence of operative deliver^'' among the patients -with large 
myomas (47 per cent) compared with patients with small fibroids (23.4 per cent) 
who have an incidence similar to the general clinic. 

Postpartum hemorrhage is rarely caused by myomas. The incidence of post- 
partum hemorrhage among these patients was 3.8 per cent, an incidence similar 
to that formd in the general clinic, which varied from 1.7 per cent to 4.4 per cent 
during the same period of time. 

The incidence of puerperal sepsis was 15.8 per cent, or over twice as high as 
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mSrlfuSor F . of forgetfulness and 

Srmlr/n nrM- loss, marked atrophy of ^ 

the muscles and diminished ankle and knee jerks. The vomiting usually persists 

SLs start of ff>o 

lets blad tf ^ \ involving the 

g, _ der and rectum, abdominal muscles and diaphragm. There is often a 

nZSTf a complete loss of sight. Chest and heart are 

e, , excep or a persistent tachycardia, and the blood pressure remains 
nonml. Urine, blood chemistry and spinal fluid show no changes. The 
paralysis progresses and death occurs Avith respiratory failure. 

L ® I’ype) the S5Tnptomatology is the same as in the severe type, 

XL ^ opment and progress of the disease are much more acute and rapid; 
dea^^ may occur in 2 to 4 days from the onset of symptoms. 

HT ^snnse should be considered a serious complication of pregnancy. 

c oogan, in a revieiv of 145 cases, found that there were 40 deaths, a mortality 
rate of 27.5 per cent. In 105 of these patients ivho received no Autamin B 
t erapy there Avere 37 deaths (35.2 per cent) and in the remaining 40 patients 
Avho received varying amounts of vitamin B, there A\mre 3 deaths (7.3 per cent). 

Recovery though sIoav, is usually complete. The cardiovascular and visual 
symptoms disappear quickly, the neurological symptoms over a period of from 
3 to 18 months. A few cases with, resulting permanent paralysis have been 
reported. 


Treatment should consist chiefly of prevention Avith large doses of Autamin B as 
treatment for the nausea and vomiting of early pregnancy, together Avith iron 
and liver and a high Adtamin diet for the remainder of pregnancy. In the 
treatment of the severe type, it would seem that either much higher dosages of 
Aritamin B are needed, or that the prolonged vitamin deficiency has resulted in 
the establishment of some irreversible process which ends only Avith the termina- 
tion of pregnancy. 

The author presents 2 case reports; in each of these a cure Avas effected by 
therapeutic abortion. 


THE SIGNIFICANCE OP MYOMA UTERI IN PREGNANCY 

Florence A. Ducking 
Am. J. Obst. & Gymec., 61: 819-831, 1946 

This study includes all of the cases of pregnancy complicated by myoma uten 
at the author’s clinic during the 7-year period betAveen Jan. 1, 1937 and Dec. 31, 
1943. There were 361 cases of myoma uteri in 22,283 pregnancies, an incidence 
of 1.4 per cent. If abortions are excluded, the incidence is lowered to 1.3 per 
cent. 

The author evaluates the complications caused by myomas during pregnancy 



PATHOLOGY OP PBEGNAHCY 


645 


Most cases should be treated promptly by surgerj^, but traumatic cases in 
young indi\T.duals ■'nth health}’" musculature of the rectus muscle and a small 
hematoma do ver}’^ well "nith consenmtive treatment. Hematoma of the rectus 
muscle carries a mortality of 4 per cent. 


SPONTANEOUS HEMATOAIA. OF THE ABDOMINAL WALL IN 
PREGNANCY; REPORT OF A CASE 

David Rose 

New England J. Med,, 234: 582-583, 1946 

V 

The literature discloses a total of 31 cases of spontaneous hematoma of the 
abdominal waU in pregnancy. The hematoma is the result of rupture of the 
main inferior epigastric artery or one of its branches. Nearly all instances in the 
literatme were in multiparous women of 30 years of age or older. In 18 cases, 
cough was the causative factor. The hematoma occurred at term in 9 cases and 
in the last trimester of pregnancy in 12. The most strildng feature m the 
reported cases was the high maternal and fetal mortality, the over-all maternal 
mortality being 13 per cent and the over-all fetal mortality 16 per cent. Early 
recognition and appropriate treatment will definitely decrease the mortality 
Tate, since almost all the reported deaths resulted from hemorrhage progressing 
"to severe shock. 

The author presents the case of a 36 year old tripara whose past obstetric 
historj’ was negative. Her present pregnancy preceded normally in all respects 
until a week before term when she developed an acute respirator}'- infection with 
-an associated tracheobronchitis. Three days after the expected date of confine- 
ment the patient complained of severe left-sided abdominal pain, nausea and 
vomiting. Examination revealed the pulse rate to be 78, temperature 98.4 
degrees F. and the blood pressure 120/68. The abdomen was nontender and the 
fetal heartbeat was of good quality at a rate of 132. Adjacent to the left cornu 
was a small tender mass. There was no spasm or rebound tenderness and no 
vaginal bleeding or discharge. On the previous day the patient had had severe, 
■sustained spasms of coughing. 

Three hours after this examination the pain became so severe that the patient 
was admitted to the hospital. The temperature was 97.4 degrees F., the pulse 
104 and the blood pressure 102/60. Tlie abdominal mass was exquisitely tender 
with slight muscle spasm. Cesarean section and ex-ploratory laparotomy were 
decided on. Palpation of the abdominal wall through a midline incision revealed 
a mass that started 2 fingerbreadths below the costal mar^ and extended down- 
ward. It was obviously a large hematoma in the left rectus muscle "with extra- 
vasation of blood down through the muscle almost to the crest of the ileum. A 
cesarean section was performed and 2 grams of sulfanilamide powder was dusted 
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was found among the general clinic population. The increase in morbidity 
occurs almost entirely in the group of patients uith large myomas. However, it 
cannot be accounted for on the basis of an increased operative incidence in t|iis 
group as it is also proportionately higher following abortion and spontaneous 
delivery. 

The fetal mortality among patients in this series ivas 9.6 per cent compared 
udth that of the general clinic, which is 3.46 per cent. Myoma uteri was un- 
doubtedly a factor in 2 deaths following version and extraction, as it offered 
definite obstruction to delivery, and it may have been a factor in some of the 
deaths from prematurity. 

There W'ere 3 maternal deaths. The presence of myomas was incidental and 
entirely unrelated to the cause of death in 2 of the patients. 


HEMATOMA OF THE RECTUS ABDOAHNIS A'lUSCLE: REPORT OF A 
CASE AND ANALYSIS OF 100 CASES FROM THE LITERATURE 


Jacob M. Teske 

Am. J. Surg., 71: 689-695, 1946 


The author presents a case of hematoma of the rectus abdominis muscle, and 
analyzes a series of 100 cases collected from the more recent literature. The^ 
cases were classified according to etiology into 4 groups: traumatic (19 cases), 
cases associated with pregnancy (22 cases), cases occurring during the course o a 
disease (6 cases), and idiopathic (53 cases). 

Hematoma of the rectus muscle, while uncommon in any race, was reporte m 
only 4 cases (4 per cent) in this series of 100 cases, in persons of the colored race. 
The ages ranged from 17 to 83 years, the average age being 46.8 years. 

In the group of 22 cases associated with pregnancy, 16 occurred during preg 
nancy, 3 during labor and 3 during the puerperium. There was a preponderance 
of cases in multiparae, especially in those who had had a large number of c 
Only 17 cases in this series were correctly diagnosed before operation, 2 ca^= 
were diagnosed as ovarian cyst, 12 cases as appendicitis and 5 cases as ^ 
hernia. The author states that fewer errors in diagnosis would be niade 
condition w'ere kept in mind and given proper consideration in the di eren 


' fae most common symptom is pain; it wms present in all except 3 
series A palpable mass was present in 78 cases, tendemess.in 71 cases, g 
L 49 cases, nausea in 23 cases, and vomiting in 15 cases. The « vlate 
blood count in this series was .11,600, and the average tempera ur 
degrees F. Ecchymosis is a helpful diagnostic si^ when bu 

too late to aid in the early diagnosis. It occurred m 21 per cent o 

first appeared on the average of 4 days foUowing the onset of symptoms. 
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Most cases should be treated promptly by surger3% but traumatic cases in 
3"oimg iadividuals mth healthy musculature of the rectus muscle and a small 
hematoma do very well ndth conseia'-ative treatment. Hematoma of the rectus 
muscle carries a mortality of 4 per cent. 


SPONTANEOUS HEMATOMA OF THE ABDOMINAL WALL IN 
PREGNANCY; REPORT OF A CASE 

David Rose 

New England J. Med., 234: 582-583, 1946 

The literature discloses a total of 31 cases of spontaneous hematoma of the 
abdominal wall in pregnancy. The hematoma is the result of rupture of the 
main inferior epigastric artery or one of its branches. Nearly all instances in the 
literature were in multiparous women of 30 years of age or older. In 18 cases, 
eou^ was the causative factor. The hematoma occurred at term in 9 cases and 
in the last trimester of pregnancy in 12. The most striking feature in the 
reported cases was the high maternal and fetal mortality, the over-all maternal 
mortality being 13 per cent and the over-all fetal mortality 16 per cent. Early 
recognition and appropriate treatment will definitely decrease the mortality 
rate, since almost all the reported deaths resulted from hemorrhage progressing 
do severe shock. 

The author presents the case of a 36 year old tripara whose past obstetric 
history was negative. Her present pregnancy preceded normally in all respects 
until a week before term when she developed an acute respiratory infection with 
an associated tracheobronchitis. Three days after the expected date of confine- 
ment the patient complained of severe left-sided abdominal pain, nausea and 
vomiting. Examination revealed the pulse rate to be 78, temperature 98.4 
■degrees F. and the blood pressure 120/68. The abdomen was nontender and the 
ietal heartbeat was of good quality at a rate of 132. Adjacent to the left cornu 
was a small tender mass. There was no spasm or reboimd tenderness and no 
vaginal bleeding or discharge. On the previous day the patient had had severe, 
sustained spasms of coughing. 

Three hours after this examination the pain became so severe that the patient 
was admitted to the hospital. The temperature was 97.4 degrees F., the pulse 
104 and the blood pressiue 102/60. The abdominal mass was exquisitely tender 
with slight muscle spasm. Cesarean section and exploratory laparotomy were 
decided on. Palpation of the abdominal wall tbrou^ a midline incision revealed 
a mass that started 2 fingerbreadths below the costal mar^ and extended down- 
ward. It was obviously a large hematoma in the left rectus muscle vitb extra- 
vasation of blood down through the muscle almost to the crest of the ileum. A 
cesarean section was performed and 2 grams of sulfanilamide powder was dusted 
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over the uterine incision. It was considered wise not to attempt to empt)' the- 
hematoma nor to dissect above it to find the bleeder. A dose of 100,000 units of 
pemcillin sodium in 3 cc. of normal saline solution was injected into the hematoma 
and the abdomen closed. Penicillin was injected intramuscularly in doses of 
20,000 rmits every 3 hours for the next 3 days. The postoperative course was 
uneventful. Within 24 hours the hematoma was appreciably smaller and it 
continued to decrease in size imtil at the end of 2 weeks it was barely palpable. 
Hie mother and baby were discharged in good condition. 


EXAMINATION OF THE LOWER UTERINE SEGMENT IN CASES OF 
SUSPECTED PLACENTA PRAEWA 

✓ 

Alex W. Spain 
Brit. M. J., 1: 761-762, 1946 

It is a generally accepted practice that no exploration of the lower utenne- 
segment per vaginam in cases of suspected placenta previa should be made until 
the operator is gowned and ready to perform cesarean section, if indicated. The 
author has noted that considerable blood loss may occur betw^een the withdraws! 
of the e.xamining finger and delivery of the baby by section. The exammmg 
technique described in this paper will be found to prevent any serious loss at this- 
time in cases where the cenix has not been taken up. 

The method requires the help of a trained assistant. Either the operator or t c 
assistant makes the examination while the other stands ready. The whole or 
half hand is introduced into the vagina, the middle finger is inserted through e 
cervical canal and the placenta sought. Should the placenta be found in t e 
lower uterine segment and should section be decided upon, the finger is gen 7 
withdraivn. If further placental separation has been caused by the e.xaminahon, 
hemorrhage will be immediately apparent. In the event of such bemorr age 
the cenix is grasped between the indax and middle fingers; ve^ fittle pressme 
is needed to close the cervix and check the bleeding. The cervix is hel m ^ 
manner imtU the operator has delivered the baby and placenta. Thim, a s^ 
limited hematoma will be formed similar to that found in normal thir -s a 
placental separation. 


Results of cases of placenta previa treated by cesarean section 


YEAR 1 

CASE 

UOTHESS 

LIVED 

INEANTS 

BLOOD TEA^^S^US^O^S 

S.B. 

N. N. D. 

Before 
examine tiorf 

After. 

fX^miOatlOO 

1944 

1945 

20 

IS 

20 

15 

0 

0 

5 

1 

0 

3 

1 

0 

Total 

35 

35 

0 

6 

3 

1 
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This technique has been used at the National Maternity Hospital in Dublin 
for 2 years. The results are shown ia the accompanying table. It will be 
noted that in only one case was blood transfusion necessary after examination 
and section. This method is applicable only in cases in which the cervix has not 
been taken up. 
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THE CLINICAL DIAGNOSIS OF- VARYING DEGREES OF UTERINE 

CONTRACTION RINGS 

PIerman W. Johnson 

(Am. Jour. Obst. & Gynec., 62 : 74-82, 1946 

In the opinion of the author contraction ring dystocia is rather frequent, being 
present in ^ the private practice of himself and Iris associate once in every 80 
deliveries; in St. Joseph’s Maternity in Houston it was encountered once in every 
254 deliveries and in the Memorial Hospital in the same city, once in every 402. 
Pie laments the maze of bevdldering terminology pertaining to these rings (retrac- 
tion rings, contraction rings, constriction rings, Bandl’s ring, etc.) and prefers to 
call them all “contraction rings” in conformity nith The Standard Nomenclature of 
Disease and Operations. The author believes that rings occur in both obstructed 
and unobstructed labors and, when present, are always a formidable complication 
to the progress of labor. 

In the first group of cases (obstructed labor), obstruction to the passage of the 
fetus causes development of the contraction ring, while in the second group the 
development of a contraction ring causes obstmction to the passage of the fetus. 
In the first group the ring formation would be dependent on the degree of 
obstruction to labor. In the second group, and it is this group vdth which this 
paper is chiefly concerned, all cases might be divided by their clinical courses 
into mild and severe. The mild cases would compromise all labors where other 
causes of dystocia could be eliminated and which greatly exceeded the normal 
duration, but which terminated spontaneously or by simple delivery procedures 
under the lower limit of prolonged labor, i.e., 30 hours. The severe cases would 
comprise labors which greatly exceed 30 hours and terminated under surgical 
anesthesia by more involved delivery procedures. 

The author cannot agree with Rudolph that early rupture of the membranes 
is not a predisposing factor in the development of uterine rings. It has happene 
too often in the author’s experience to be ignored. In fact, where the membranes 
have ruptured before or early in labor, and subsequent cervical dilatation has not 
kept pace with the frequency and severity of the uterine contractions, he has 
become suspicious of a developing ring and often this suspicion has been 
warranted. 

Many of these patients give a history of the mother having had a long la or. 
Many of them are introspective and have looked to the very last detail of goo 
prenatal care. As a class, if there be such, they might be called hypertonic 
inverts. Labor starts quite normally and then after a few hours, the comp am s 
of the patient become urgent because of the colicky natme of the pains. ^ ^ 
few hours of rest produced by sedation, the battle is on again, and as the our 
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pass the colicky nature of the pains increases, the patient holds her hands over her 
uterus because it has become sensitive and she wants to protect it from the hands 
of doctors and nurses. Meanwhile little progress is inade. A vaginal examina- 
tion ma}^ now show the station of the head to be slightl}’" higher than noted 
earlier in labor with a cervical dilatation of 2 or 3 cm. perhaps and soft, somewhat 
edematous cer\dcal edges. Now, (as is portrayed in a series of illustrations) the 
middle finger of the e.xamining hand is inserted rather deeply between the cer^dx 
and the head. The other hand is placed on the bod}’- of the uterus and kept there 
until a strong contraction is felt, when the impact on the examining finger is 
sensed as very weak. The fetal head is found to be movable or loose in the pelvis. 

With periods of rest and labor 30 or more hours have now elapsed. “Vaginal 
or rectal examination may now show the cervix 4 cm. dilated, soft and edematous. 
The patient is now read3'' for delivery, and more than likely so per vaginam .... 
The edematous cennx is now felt as a drape covering the most dependent portions 
of the presenting part. It does not require manual dilatation as one thinks of 
the term, because the cer\TX generally brushes aside bj’’ mere^’' opening and 
separating the fingers of the operating hand. The latter is now carried upward 
posteriorlj'- between the lower uterine segment and the fetal head for the purpose 
of making an accurate diagnosis of position, and also to determine the presence 
of any loops of cord below the ring. At this time the contraction ring is examined 
to ascertain what, if anj^ effect the present degree of anesthesia is having upon 
its tone. If a loop of cord is not present in the lower uterine segment, a pains- 
taking cephalic application uith midplane forceps is made. It maj'’ now be 
desirable, or even necessarj’-, to deepen the anesthesia. Delivery is then effected 
b}’- careful and steady traction, assisted by gentle pressure on the fundus in the 
direction of the pelvic inlet. If a loop of cord is present in the lower uterine 
segment, naaking it almost impossible for the cord to escape pressure from the 
forceps’ blade, the writer prefers to lift the head up through the dilating or dilated 
ring, and complete the delivery by version and extraction. Adrenalin chloride 
will not dilate this type of ring. We tried it many times several years ago and 
alwaj's with the fingers trying gentty to find a passage between the ring and the 
child’s body. Ether and choloroform carried to the point of deep surgical 
anesthetia will relax it.” 


(Jobnson is fully justified in deprecating the varied and confusing terminology which has 
been applied to the sei’eral types of uterine rings. However, it seems questionable whether 
anything is to be gained by calling them all by the same name since the 3 established varieties 
are actually quite different in a number of respects. One is physiologic and develops in 
ever}’ labor, another is pathologic in that it is caused by dyslocia while the third variety is 
pathologic in that it causes dystocia . Our standard textbooks, moreover, now describe these 
three types and have rather generally agreed upon a simple and logical nomenclature, as 
follows : 


Physiologic retraction ring. Due to the phenomenon of retraction the uterus in normal 
labor becomes diwded into an upper and lower segment . At the junction of the two segments' 
there is found a ring, ridge, ledge or rim that has been designated by a number of terms, 
bince the development of this ring is a normal, physiologic process and since it is the result 
•of retraction, it would seem only natural to call it the "physiologic retraction ring.” This 
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name was first suggested in 1935 by Rudolph, the outstanding American student of the 
subject, and has been rather generally adopted in this country. (See Rudolph: “Contrac- 
tion Ring Dystocia,” Jour. Obst. & Gynaec. Brit. Emp., 42: 992-1026, 1935.) . 

The physiologic retraction ring was beautifully demonstrable in an autopsy specimen 
which I had the good fortune to obtain in the summer of 1945. During the course of a severe 
poliomyelitis epidemic which swept Maryland that summer, a patient suffering from polio- 
myelencophalitis who was 7 months pregnant with a twin gestation, died in the second stage 
of labor from respiratory failure. The thickness of the uterine wall at various levels was 
measured with meticulous care and the whole specimen carefully drawn to scale. It is 
reproduced here as Fig. 1. The physiologic retraction ring is clearly seen as a ridge at the 
lower limit of the upper uterine segment. 

Pathologic retraction ring. In obstructed labor the process of retraction proeresses to 
an excessive degree and a marked exaggeration of the physiologic retraction ring results. 
Since this ring is present only in obstructed labors and is due to over-retraction, it has been 


designated by Rudolph as the “pathologic retraction ring.” The term “Bandl’s ring” is, 
of course, so intimately associated with this type of ring that this synonym will doubtless 
continue in use, but in view of the general tendency to get away from eponyms, it would 
seem desirable to give preferred usage to the more descriptive term suggested by Rudolph. 
An e.xample of the pathologic retraction ring is showm in Fig. 2. Here it may be seen that 
the ring is in no wise obstructing the passage of the baby and this type of ring never impedes 
the egress of the infant. Contrariwise, it is the result of obstructed labor; and is pathologi- 
cal also in the sense that it is invariably associated with extreme thinning of the lower uter- 
ine segment consequent upon the cephalward rise of the ring. As W'e all know, the patho- 
logic retraction ring may be seen abdominally in obstructed labor, usually at about the level 


of the umbilicus, and is one of the classical signs of threatened rupture of the uterus. 

Constriction ring. This Rudolph defines as “an annular contraction of the uterus which 
may occur theoretically at any level of the uterine musculature and cause dystocia per se 
in the presence of normal cephalopelvic relationships. It does not change position as labor 
continues. Rupture of the uterus has never been demonstrated unequivocally to resul 
per se from a constriction ring. It is improbable that it w'ould occur because the segmen 
below the ring is not excessively thinned or distended and the uterus above is often rela.se 
and the contractions are ineffective, that is, a constriction ring is associated with incoor 
dination of uterine action.” (See Pig. 3.) Since the word "contraction” is used by e 
dolph in his definition of a constriction ring, it is an entirely appropriate term to app y e 
this condition and Johnson, in the article abstracted above, appears to prefer it. However, 
the term “constriction ring” seems to be a little more descriptive of what is taking p see 
and since it has found a place in the DeLce-Greenhill and Stander textbooks, it maj 
regarded as approaching standard nomenclature. Certainly, if we are ever going o 
away from the confusion which has long shrouded this subject, we must begin using 
same terms and, as I see it, Rudolph’s classification i.s simple and logical and mig it we 


adopted generally. -n^r mandl's 

We have, then, twm types of pathological rings: the pathologic retraction ri fc l 

ring) and the constriction ring. An e.vceedingly clear differentiation of 
ring W'as published back in 1913 by Clifford White of London (Lancet, 1: 60 eu-ith. 
and in the belief that it may be helpful to teachers of obstetrics it is repnnte 
Rudolph’s terminology has been substituted for the older nomenclature use y 


Constriction Ring 

1 . A localized thickening of the wall of the 
. uterus due to the contraction of the circular 
fibres over a point of slight resistance, most 
frequently over a depression in the child’s 
outline or below the presenting part. 


Pathologic Retraction Ring 
1 . The junction of the thinned lower uter- 
ine segment with the thick retracte upP 
uterine segment. 



PATHOLOGY OF LABOR AJTD PUERPERIUM 


651 


Conslriclion Ring Pathologic Retraction Ring 

2. The uterine wall at the site of the con- 2. The uterine wall above the pathologic 

striction ring will therefore be thicker than retraction ring is much thicker than it is 
it is either above or below. below it. 

3. The wall below is neither thinned nor 3. The wall below a pathologic retraction 

over-distended. ring is both thinned and over-distended. 



Fig. 1. Physiologic Retraction Ring, Approximately 12.5 mm. Thick, as Found in 
Patient Dying in Second Stage of Labor of Poliomy'elencephalitis 
The twin pregnancy was about 28 weeks in duration 

•I. The presenting part is not forcibly 4. The presenting part is or has been 
driven into the pelvis. jammed into the pelvis. 

0 . The child may be whollj' or mainly 5. Part of the child must be below the 
above the ccnstriction ring. pathologic retraction ring. 

G. The body of the uterus above a con- 6. The body above a pathologic retraction 
striction ring is usually relaxed and not ring is tonically contracted and hard, 
tender. ' ' 
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name was first suggested in 1935 by Rudolph, the outstanding American student of the 
subject, and has been rather generally adopted in this country. (See Rudolph: "Contrac- 
tion Ring Dystocia,” Jour. Obst. & Gynaec. Brit. Emp., 42: 992-1026, 1935.) . 

The physiologic retraction ring was beautifully demonstrable in an autopsy specimen 
which I had the good fortune to obtain in the summer of 1945. During the course of a severe 
poliomyelitis epidemic which swept Maryland that summer, a patient suffering from polio- 
myelencephalitis who was 7 months pregnant with a twin gestation, died in the second stage 
of labor from respiratory failure. The thickness of the uterine wall at various levels was 
measured with meticulous care and the whole specimen carefully drawn to scale. It is 
reproduced here as Fig. 1 . The physiologic retraction ring is clearly seen as a ridge at the 
lower limit of the upper uterine segment. 

Pathologic relraclion ring. In obstructed labor the process of retraction progresses to 
an e.vcessive degree and a marked exaggeration of the physiologic retraction ring results. 
Since this ring is present only in obstructed labors and is due to over-retraction, it has been 
designated by Rudolph as the “pathologic retraction ring.” The term “Bandl’s ring is, 
of course, so intimately associated with this type of ring that this synonym will doubtless 
continue in use, but in view of the general tendency to get away from eponyms, it wou 
seem desirable to give preferred usage to the more descriptive term suggested by Rudo p . 
An example of the pathologic retraction ring is shown in Fig. 2. Here it may be seen t a 
the ring is in no wise obstructing the passage of the baby and this type of ring never impe es 
the egress of the infant. Contrariwise, it is the result of obstructed labor; and is pat o ogi 
cal also in the sense that it is invariably associated with extreme thinning of the 
ine segment consequent upon the cephalward rise of the ring. As we all know, t e pa « 
logic retraction ring may be seen abdominally in obstructed labor, usually at about t o e 
of the umbilicus, and is one of the classical signs of threatened rupture of the , 

Constriction ring. This Rudolph defines as “an annular contraction of the uterus w 
may occur theoretically at any level of the uterine musculature and cause dystocia p ^ 
in the presence of normal cephalopelvic relationships. It does not change 
continues. Rupture of the uterus has never been demonstrated unequivoca y ° 
per se from a constriction ring. It is improbable that it would occur because ® ® j 
below the ring is not exce.ssivcly thinned or distended and the uterus above is o . 
and the contractions are ineffective, that is, a constriction ring is associateQ wi 
dination of uterine action.” (See Fig. 3.) Since the word “contraction is usea y 
dolph in his definition of a constriction ring, it is an entirely appropriate er „ 
this condition and Johnson, in the article abstracted above, appears to premr i ■ 
the term “constriction ring” seems to be a little more descriptive of wha i 
and since it has found a place in the DeLee-Greenhill and Slander tex oo , 
regarded as approaching standard nomenclature. Certainly, if we are b 
away from the confusion which has long shrouded this subject, we /"“s [,5 

same terms and, as I see it, Rudolph’s classification is simple and logical a g 

’"'^We have, then, two types of pathological 

ring) and the constriction ring. An exceedingly 604-607, 1913) 

ring was published back in 1913 by Clifford White of London (^^et, 
and in the belief that it may be helpful to teachers of ^ by White- 

Rudolph’s terminology has been substituted for the older nomc c . 

Constriction Ring 

1 . A localized thiekening of the wall of the 
. uterus due to the contraction of the circular 
fibres over a point of slight resistance, most 
frequently over a depression in the child’s 
outline or below the presenting part. 


Pathologic Retraction Ring 
1 . The junction of the thinned 
ine segment with the thick retracted PP 
uterine segment. 



PATHOLOGY OF LABOE AXD PUERPEPJtTM 


655 


ConslTtclion Ring 

7. Eound ligaments are not tense. 

S. A constriction ring mav occur in the 
first, second or third stage of labor. 

9. A constriction ring does not varj' in 
position as labor goes on. 

10. Aconstrictionringis rarely felt on ab- 
dominal examination. 

11. The patient’s general condition is 
good. 

12. Causation; premature rupture of the 
membranes; intrauterine manipulations. 


Pathologic Eciraclion Ring 

7. Round ligaments stand out. 

S. A pathologic retraction ring practi- 
cally altvays occurs late in the second stage 
of labor. 

9. A pathologic retraction ring gradually 
rises as retraction of the upper uterine 
segment proceeds. 

10. A pathologic retraction ring may 
frequently be felt perabdomen. 

11. The patient’s general conditionisbad. 

12. Causation: obstructed labor. 


Returning now to Johnson’s paper, one of the curious things about constriction rings 
(or “contraction rings’’) is the wide discrepancy in their reported frequence. Johnson en- 
countered them 126 times in 10,000 private patients, or once in e\-erj' SO cases. On the other 
hand, Rudolph who has likewise been on the lookout for them and has had a huge material 
at his disposal at the Cook County Hospital in addition to private practice, was able to 
report onlj’ 26 cases of his own in 1935, and could collect from the entire world’s literature 
hut 3(1 cases, or 3 times as many as Johnson has seen in private practice. Johnson e.vplains. 
this on the grounds that Rudolph’s series comprised only severe cases w-hile his included 
many mUd ones. Certainly, our standard text -books do not give the impression that it is 
a very frequent complication, and in the detailed annual reports of our large obstetrical 
clinics the condition is rarely even cited in the lists of complications. .\t the Hopkins Hos- 
pital we make this diagnosis once in every 2000 cases or so, and then usually put a question 
mark after it. 

How are we to account for this glaring discrepancy? There are several possible explana- 
tions. Haring good reason to respect Johnson’s clinical acumen, I want to state as the first 
possibility that he may be entirely correct. This would mean that most of the rest of us, 
through lack of awareness of constriction rings, are overlooking a huge number of them. 
A second possibilitj' is that the majority of the cases he describes, particularly those he 
caUs mild, fall into the category which is ordinarily referred to as uterine inertia. He does 
not state whether or not the uterus was indentable at the acme of a pain in these cases, but 
it would be my suspicion that it probably was in many of them. This does not rule out, of 
course, the presence of an associated constriction ring, but in that event the burden of proof 
would seem to rest with the person who says that such e.xisted; and as far as I can gather, 
Johnson did not attempt to palpate the ring in these mild eases. In regard to his severe 
cases, — the labors which lasted over 30 hours and in which the cenix was “brushed aside” 
and mid-forceps applied, — these sound very much to me like the cases which we regard as 
intractable uterine inertia and in which we are finally forced to give up and perform either 
Durhrssen’s incisions and forceps or e.xtra -peritoneal cesarean section. We may haTC missed 
some rings in these patients, but how often do such cases occur? In our last 6000 deliveries 
we have performed 5 Durhrssen’s and S sections because of intractable uterine inertia, — a 
total of 13 cases, or one in every 452 deliveries. This is as far as I would venture to go in 
any concession on the frequency of actual constriction rings and this may be going too far. 

A third, and possibly the best, explanation of the discrepancy in the recorded incidence 
of constriction rings, is a sort of a compromise between the two foregoing explanations. It 
maj’ be that the cases which Johnson describes, and which in cur clinic would be called uter- 
ine inertia, are both c.xamplcs of inco-ordinated muscular beharior in which the autonomic 
and sympathetic r ervous act antagonistically so that the expulsive forces of the lon^tudi- 
nal muscle fibers of the fundus are resisted by the circular muscle bundles of the lower seg- 
ment which, instead of relaxing as they are supposed to do, are continually contracting. 
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Fig. 2. Pathologic Retbac- 
TioN Ring, Marked C. R. 
(fro.m Schroedeh) 


Fig. 3. Multiple Con- 
striction Rings in Postpar- 
tum Uterus Reported by 
Bumm and Blumreick. 

Two definite constriction 
rings divide the upper uterine 
segment into 3 cavities. 
Below, two probable constric- 
tion rings are present : one at 
the junction of the upper and 
lower segments and another 
at the internal os. The uterus 
is normally retracted. 
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Constriclion Ring 

7. Round ligaments are not tense. 

8. A constriction ring may occur in the 
first, second or third stage of labor. 

9. A constriction ring does not vary in 
position as labor goes on. 

10. A constriction ring is rarely felt on ab- 
dominal e.xamination. 

11. The patient’s general condition is 
good. 

12. Causation: premature rupture of the 
membranes; intrauterine manipulations. 


Pathologic Retraction Ring 

7. Round ligaments stand out. 

8. A pathologic retraction ring practi- 
cally alwaj-s occurs late in the second stage 
of labor. 

9. A pathologic retraction ring gradually 
rises as retraction of the upper uterine 
segment proceeds. 

10. A pathologic retraction ring may 
frequently be felt per abdomen. 

11 . The patient’s general condition is bad- 

12. Causation: obstructed labor. 


Returning now to Johnson’s paper, one of the curious things about constriction rings 
(or “contraction rings’’) is the aide discrepanci' in their reported frequence. Johnson en- 
countered them 126 times in 10,000 private patients, or once in every SO cases. On the other 
hand, Rudolph who has likewise been on the lookout for them and has had a huge material 
at his disposal at the Cook County Hospital in addition to private practice, was able to 
report only 26 cases of his own in 1935, and could collect from the entire world’s literature 
hut 371 cases, or 3 times as many as Johnson has seen in private practice. Johnson e.xplains 
this on the grounds that Rudolph’s series comprised only severe cases while his included 
manj' mild ones. Certainly, our standard text-books do not give the impression that it is 
a very frequent complication, and in the detailed annual reports of our large obstetrical 
clinics the condition is rarely even cited in the lists of complications. At the Hopkins Hos- 
pital we make this diagnosis once in every 2000 cases or so, and then usually put a question 
mark after it. 

How are we to account for this glaring discrepancy? There are several possible explana- 
tions. Having good reason to respect Johnson’s clinical acumen, I want to state as the first 
possibility that he may be entirely correct. This would mean that most of the rest of us, 
through lack of awareness of constriction rings, are overlooking a huge number of them. 
A second possibility is that the majority of the cases he describes, particularly those he 
calls mild, fall into the category which is ordinarily referred to as uterine inertia. He does 
not state whether or not the uterus was indentable at the acme of a pain in these oases, but 
it would be mj' suspicion that it probably was in many of them. This does not rule out, of 
course, the presence of an associated constriction ring, but in that event the burden of proof 
would seem to rest with the person who says that such existed; and as far as I can gather, 
Johnson did not attempt to palpate the ring in these mild cases. In regard to his severe 
cases, — the labors which lasted over 30 hours and in which the cervix was “brushed aside” 
and mid-forceps applied, — these sound very much to me like the cases which we regard as 
intractable uterine inertia and in which we are finally forced to give up and perform either 
Durhrssen’s incisions and forceps or extra-peritoneal cesarean section. We may hav'^e missed 
some rings in these patients, but how often do such cases occur? In our last 6000 deliveries 
we have performed 5 Durhrssen’s and 8 sections because of intractable uterine inertia, — a 
total of 13 cases, or one in everj' 452 deliveries. This is as far as 1 would venture to go in 
any concession on the frequency of actual constriction rings and this may be going too far. 

third, and possiblj’ the best, explanation of the discrepancy in the recorded incidence 
of constriction rings, is a sort of a compromise between the two foregoing explanations. It 
may be that the cases which Johnson describes, and which in our clinic would be called uter- 
ine inertia, are both examples of inco-ordinated muscular behavior in which the autonomic 
and sympathetic rervous act antagonistically so that the expulsive forces of the longitudi- 
nal muscle fibers of the fundus are resisted by the circular muscle bundles of the lower seg- 
ment which, instead of relaxing as they are supposed to do, are continually contracting. 
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(See editorial note on article by G. Dick Read, August issue of Survey, page 461.) 8iace 
the cru.v of the difficulty here would be the constricting action of the circular fibers of the 
lower segment, it would be possible to regard this in the light of ring formation even though 
the ring could not be actually palpated in most cases. 

Finally , to turn to a different and more practical aspect of this paper, there is one feature 
of it which strikes me as most disturbing, namely, the recommendation that interference 
be carried out in some of these cases when the cervi.v is only 4 cm. dilated, this to be done 
by ‘ ‘ wiping aside” the cervix and applying mid-forceps. With careful selection of eases and 
in Johnson’s skilled hands, this procedure doubtless yields satisfactory results, but if it is 
copied by practitioners at large throughout the country, the outcome is certain to be dis- 
astrous. In the cases of failed forceps which are referred to our clinic for delivery, the cervix 
■on admission is less than 7 cm. in more than SS per cent. And the country over, these pre- 
mature forceps attempts prior to complete dilatation constitute one of the most common 
and costly of obstetric errors. Hence my concern over any recommendation which might 
be interpreted as condoning this practice. — Ed.) 


AN EVALUATION OF THE TREATMENT OF THE PERSISTENTLY 
UNENGAGED VERTEX IN THE MULTIPARA 


M. D. Speiser and G. Speck 
Am. J. Obst. & Gynec., 61: 607-620, 1946 


In the present paper, the authors attempt to evaluate the causes for lack of 
•engagement and the use particularly of version and breech extraction for this 
•condition in the multipai’ous patient. 

The conditions which act against engagement are either of a functional or 
pathologic nature. Those of a functional nature include the following; 

1, Relaxed abdominal wall of a multipara may permit a faulty direction of t e 
fetal axis and uterine forces. Faulty positions and presentations are a so 
favored. These circumstances may cause delay in engagement which raay 
subsequently be overcome. 

2. A large distended bag of forewaters may prevent engagement prior to i s 


rupture, . 

3. Presence of an absolutely or relatively short cord may cause deay 

engagement. , , 

4. Delay in engagement may occur in patients who are physically poo 
prepared for labor, due to insufficient rest, anemia, etc. 

The pathologic factors preventing engagement may be: cephalope vie 
iroportion, unretracted fibroids obstructing the pelvic inlet, extrauterine n 
ilasmsj placenta previa, or monstrosities such as hydrocephalus. 

In order to evaluate the results of version and breech extraction for persis 
mensaged vertices, the authors have studied the cases of 21 multiparas e 
rthis procedure. The indications for version and breech extraction were as 
ollows; lack of progress, 9 cases (secondary uterine inertia in 6 of these), 
hstoess, 2 cases; fetal distress ivitbout an associated prolapsed cord, 2 cases. 

trolapse of the cord, 8 cases. 
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In this series, there %vere 9 babies bom dead and 3 died shortly after delivery, 
an uncorrected fetal mortality of 57.1 per cent. It vas felt that in 8 cases the 
method of deliverj’^ was a factor in the production of the stillbirths, gi^dng a 
corrected fetal mortalitj' of 38 per cent. There were 2 maternal deaths, an 
incidence of 9.5 per cent. In one case, where secondar3'^ uterine inertia was 
present, an attempt at forceps deliverj'^ was made, and a contraction ring added 
to the complications. Deliverj’^ was accomplished by a difficult version and 
breech e.xtraction resulting from a definite cephalopelvic disproportion which was 
not recognized. After delivery the patient went into shock and died on the 31st 
postpartum daj’’ from thrombosis of the left pulmonary artery and lung infarction. 
In the second maternal death, version was attempted and a contraction ring was 
noted. Under ether anesthesia and adrenalin, version was easity performed. 
Breech e.xtraction was performed, with difficulty in deliverj’^ of the shoulders, 
and a stillbirth resulted. The cer\Tx was lacerated, blood loss was 2000 cc. and 
death followed in 4 hours. 

The authors conclude that version and breech e-xtraction, per se, cannot be- 
condemned, since in 9, or 42.9 per cent, of the cases in which no other complica- 
tions existed, the results were satisfactorjL However, there is a tendency to 
perform version and breech extraction without thorough investigation of the- 
causes for the persistent lack of engagement, which factors maj^ constitute 
contraindications for this procedure. The failure to recognize cephalopelvic 
disproportion accoimted for 50 per cent of the fetal deaths. In the presence of 
failure of engagement in the multipara, therefore, version and breech extraction 
should not be performed until there is absolute proof that no disproportion exists. 
The presence of a residual rim of cervix may be a very definite hazard in the- 
performance of version and breech extraction. Version may be safely e.xecuted 
but the breech extraction deferred until the cervix offers no obstruction. 

Upon recognition of cephalopelvic disproportion, cesarean section is the 
procedure of choice. The authors cite 22 such cases in which there was but one 
fetal death (4.5 per cent) and no maternal deaths. 

(The best treatment of the persistently unengaged verte.x, in the absence of dispro- 
portion, is TIME.— -Ed.) 


SOME POINTS IN THE AETIOLOGY AND hlECHANISM OF OCCIPITO- 
POSTERIOR POSITIONS 

J. W. Johnstone 
M. J. Australia, 1: 531-532, 1946 

Academicall}^, it is the custom to di\dde the pelvic brim into 4 quadrants, and 
to define the 4 vertex positions according^ as the occiput lies to the right or left 
of the sagittal plane and in front or behind the coronal plane. The smooth 
forward cunmture of the mother’s anterior abdominal wall accommodates more 
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readily the fetal back and favors the anterior positions. In the fewer cases in 
which the fetal back is behind, it tends to be extended by the forward projection 
of the opposing lumbar part of the maternal spine. This forward projection also 
pushes the fetal torso to one side and thus accommodates it more conveniently 
in the oblique diameters. 

The author discusses the mechanism of presentation of the head under 3 head- 
ings: engagement, transit and rotation and disengagement. Referring to en- 
gagement, it is the usual teaching that the head engages in the oblique diameter 
mth the occiput posterior in about one-fourth of the cases. Recent x-ray studies 
before and during labor have led to a revision of this teaching. The actual 
diameters of engagement of the head as it settles into the brim depart radically 
from the 2 geometrical obliques. It has been pointed out that a directly anteijor 
or posterior presentation of the occiput is not uncommon, while in the majonty 
of cases the head negotiates the brim approximately in the transverse diameter. 

During transit of the head through the cavity, 3 things can happen. First, 
the occiput can take the long rotation to the front to be delivered in the norma 
manner. Secondly, it can remain .arrested at or behind the transverse diameter. 
Thirdly, it can be deflected to the back and delivered as a persistent occipito- 
posterior presentation. Extension of the head is a prime factor in posterior 
positions of the occiput in bringing the sinciput lowermost and thus deflec mg 
the occiput to the sacrum. As the normal transverse diameter of the cavi y ^ 
about 4§ inches, there might be a mechanical barrier to forumrd rotation s o 
the occiput have, entered behind the transverse diameter. This is partic ary 
true TOth the android type of pelvis. , . 

Disengagement of the head from a persistent occipito-posterior presen a 
occurs first by the fixation of the root of the nose against the lower symphys , 
the head thus put in fle.xion and the perineum alloived to slip over the J ' 
The degree of flexion is determined by the amoimt of space in the bony ° 
Thus, the head is engaged first by flexion and the disenpgement comp e e 
extension. In the forceps delivery of a fetus presentmg persisten y 
occipito-posterior position, there is a mechanical disadvantap m _toa R ^ 
of the axis traction is directed forward onto the pubis and 
that instead of alloAving the primary movement of flexion to , /the 

the head into premature extension. This is one of the factors ® nta- 

50 per cent fetal mortality at this hospital when the f ^hen 

tion requires forceps, as compared wdth a 12 per cent fetal morta y 

spontaneous delivery occurs. sequences which 

The author discusses the various types of pelves and the birth seque 

often occur rvith each type. Attention is also d»wn *» 
the pelvic type and general physical characteristics and body 
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THE MANAGEMENT OF THE OCCIPITO-POSTERIOR 
PRESENTATION ' 

W. I. Hates 

M. J. Australia, 1: 532-534, 1946 

Discussing the management of occipito-posterior positions before labor, the 
author believes that Buisst’s method of correction by means of abdominal pads 
and binder can often be effective when rectification is most desirable. The 
method is indicated only in primiparae at the end of pregnancy when the fetal 
occiput is unfixed in the posterior position. 

Referring to management during labor, when delay occurs early in labor the 
head is incompletely fle.\'ed and remains imfixed \vith the occiput directed posteri- 
orily. The possibility of disproportion great enough to justify ceasarean section 
should be kept in mind. Eventual fixation, followed by slow and continuous 
descent eliminates the possibility of insuperable disproportion and vaginal 
delivery may then be expected with confidence. When delay occurs toward the 
end of the first stage of labor, deflexion of the head often causes an arrest when 
the cervix is not fully dilated. Manual rectification under general anesthesia to . 
an anterior position is indicated and is carried out by gently pushing up the head 
vaginally, and then passing the hand behind the head up to the posterior shoulder 
which is brought across the mid-line. The other hand is used externally to push 
the anterior shoulder in the opposite direction. When the shoulders are brought 
in the opposite oblique diameter of the pehds, the head, mth occiput leading, is 
brought do-\vn into its new position by the internal hand, and the patient is 
allowed to continue in labor. When the head has passed through the fullj'- 
dilated cervix and occupies the pehdc cavity, delaj' may be caused by its failure 
to rotate from the posterior position, by partial rotation to the position of “deep 
transwerse arrest,” or by adverse rotation of the occiput to the sacrum. The 
treatment of these 3 conditions is by manual rotation, the application of forceps 
and delivery. In cases in which there is a transverse contraction in the pelvic 
outlet, it is probably safer to avoid rotating a head in the occipito-posterior or 
occipito-sacral, and to deliver the child with forceps in the face-to-pubes position, 
after performing a deep episiotom 5 ''. 

Delay with the head on the perineum in an occipito-sacral position is the result 
of a resistant perineum and of the inability of the flexed head in the occipito- 
sacral position to flex sufficiently far to pass forward under the pubic angle. The 
treatment is to deliver the fetus udth forceps in the posterior position, assisting 
the natural mechanism and using a deep episiotomy. 

The author discusses at length rotation with forceps in occipito-posterior 
presentations, stressing that this operation should be reserved for the expert. 
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MANAGEMENT OF OCCIPITO-POSTERIOR POSITION 

SUBODH MiTRA 

Calcutta M. J., 43:44-47, 1946 

Ninety per cent of all occipito-posterior cases (ivhich form only 10 per cent 
of all vertex presentations) deliver naturally without any complication; however, 
the author believes that there exists a too complacent attitude in respect to 
posterior position cases. The diagnosis in the group which do present difficulty 
is not entirely easy and is often made late by noting the delay and prolonged 
nature of the labor. An examination of statistics at 2 local maternity hospitals 
reveals that during the last 5 years, out of 15,553 confinements, 364 were occipito- 
posterior cases, or an incidence of 2 per cent. Of the 364 occipito-posterior cases, 
213 delivered naturally, while 151 (41 per cent) required instrumental delivery. 
There was an incidence of 2.2 per cent of maternal mortality and 16.2 per cent 
of fetal mortality. The incidence of both maternal and fetal mortality is de - 
nitely higher than that of average vertex cases. 

In the progress of an occipito-posterior case, during the first stage of labor t e 
cervix will resist dilatation. The patient becomes exhausted on account of t e 
strain of long, continued ineffectual pains. This stage should be carefidly ti 
over with sedatives and maintenance of nutrition. In the absence of dispropor 
tion, nature ivill ultimately yield and the second stage begin.^ In those cases 
where the cervix will not dilate after rather indefinite waiting, interven ion wi 
be required. The author chooses to dilate the cervix manually under gas an 

oxygen anesthesia. • f pp of 

In the second stage, difficulties are experienced because of persis en 
oblique position, deep transverse arrest or short rotation to the hollow o 
sacrum. Without intervention, some of the posteriorly rotated cases m y 
born naturally in a face-to-pubis position, provided that the head , 

tively small and the expulsive force strong. Persistent occipito-pos e 
deep transverse arrest conditions require interference unless the e j 

rotate either anteriorly or posteriorly. Methods of ' cesarean 

podalic version, forceps extraction with or without manual 
section and craniotomy. The author believes that ^tractio^ 

should be done only under exceptional circumstances and that fo P 
after manual rotation is the operation of choice. Those gg of ex- 
rotation is possible can very well be rotated with forceps ^^nt require 

traction. A frank case of occipito-posterior position irrespective 

a cesarean section unless such disproportion exists retracted 

of the position of the child. Lastly, m cases where tbe ^ is fir^^y^ 
over the child or where there is a contraction ring grasping 
child will invariably die, it is best to do a cranitomy. occipito- 

In conclusion, the author states that in flte management of 
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posterior position, one loses more by too early interference than by too long 
expectancy. Tact, careful vigilance, proper judgment as to when to interfere 
and perfect obstetric acumen are the 4 cardinal points to make the whole opera- 
tion a success. 


HAEMOLYTIC STREPTOCOCCI IN PUERPERAL SEPSIS 

J. Dick 

Edinburgh M. J., 63: 134-138, 1946 

In examining high vaginal swabs from women showing pyrexia during the 
puerperium, only 51 per cent of the beta-hemol 3 riic streptococci isolated over a 
period of 2 years were found to be group A. Therefore, the present study was 
undertaken to determine the incidence of groups B, C, G and D in these cases. 
Beta-hemoljrtic streptococci (those shonung a hemolytic zone on blood agar 
plates) were tested also for soluble hemolysin (using washed human cells), for 
■fibrinolysin and as to their biochemical reactions. 

One hundred strains from high vaginal swabs were isolated and examined, 
while the results obtained with 167 other beta-hemolytic strains from various 
sources, chiefly throat swabs, were studied for purposes of comparison. The 
high vaginal swabs were taken from patients shoving degrees of puerperal sepsis 
varying from trivial to severe. Forty-eight per cent of the 100 strains from hi^ 
vaginal swabs proved to be group A; 16 per cent, group B; 10 per cent, group C; 
8 per cent, group G; 9 per cent, group D; and 9 per cent did not fall into any of 
these groups. 

The formation of a soluble hemolysin by the streptococci of groups A, C and G 
rs evidence of the presence of an exotoxin, while the positive fibrinolytic test with 
100 per cent of the group A strains, 90 per cent of the group C strains and 50 per 
cent of the group G strains is proof of the invasive power of these strains. 

The power of the groups C and G strains, like those of group A, to ferment 
trehalose and not sorbite is further evidence of their human origin. The fact 
that in 3 of the group C and 3 of the group G cases the growth of streptococcus 
was a pure one is corroborative eiidence of etiological connection between the 
organism and the condition of sepsis. The evidence for the pathogenicity of the 
groups B and D strains is not so strong, vdth an absence of a strong hemolysin 
and of fibrinolytic activity. Nevertheless, the presence of these strains in pure 
culture in 6 instances with group B and one with group D suggests that they may 
cause a lower grade of sepsis. One strain not falling into any of these 5 groups 
Was also obtained in pure culture. 

Fermentation tests with trehalose and sorbite are helpful in differentiating 
between “human” strains of groups B and G and those of animal origin. Starch 
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and glycogen were found in this series to have a limited use in differentiating 
between group A and groups G and G. 

The author’s clinical analysis is based upon the duration of hospital stay of 
most of these cases. The average hospital stay after the onset of fever was 11 
days for group B; 16 days for group C; 12.5 days for group D; and 10 days for 
group G. The average stay of the cases yielding hemolytic streptococci which 
did not fall into any of these groups was 6 days. While group A streptococci are 
the undoubted important bacteriological factor in severe puerperal sepsis and 
septicemia, streptococci of groups B, C, D and G are also associated vdth an 
appreciable number of cases in which the sepsis is usually less severe. The above 
clinical evidence suggests that group C infections were, after group A, the most 
severe, and the ungroupable streptococci the least severe; with groups D, B and 
G cases occupying intermediate positions. 


POST-ABORTIONAL TETANUS WITH RECOVERY 

Jean Hutchings and Alice Wheildon 
M. J. Australia, 1; 404-406, 1946 

According to the literature, although the incidence of post-abortal 
low, the mortality is high, averaging 84 per cent. The authors present a se 
case in which the patient recovered. . „ 

A 27 year old woman was admitted to the hospital 5 days after 
herself with a soap solution, procuring the abortion of a fetus. On e mo J 
of her admission she noted stiffness of the neck and jaw \vhich progr 
became painful, so that upon admission she was unable to turn her e 
her mouth. On examination the stemomastoid muscles were stendmg ^ 

cords and extreme pain and stiffness, made worse by ^ abdominal 

the neck. The heart and lungs appeared normal and there was 

rigidity. Thebloodpressurewasl80/90,temperature99.4degr g ,,,eek’s 

I,„te\nd aspiration, 22. The uterus was 

pregnancy, no pelvic tenderness was present, and the loch e and 14 
Treatment wms instituted 5 days after the introduction o m je 

hours after the onset of symptoms. Sedation was begun Ja- 

and 100,000 international units of tebmus 

venously in normal saline dinp infusion. During this omplete, 

diagnosis of tetanus was made. When the admmistra ° placental tissue 
curStage was performed and a large amount of " ^ ^ adequate 

removed. Thereafter treatment mcluded prevention ^ ^ peaumonia 

Son, specific treatment ivith antitoxin, prevention of.bronchop 

and the maintenance of adequate nutrition. 
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The authors discuss the advantage of curettage after adequate treatment vdth 
antitoxin. While curettage cannot be expected to remove the organisms which 
have already invaded the uterus, it will reduce the danger of hemorrhage and 
secondarj' infection and, given adequate amounts of circulatihg antitoxin, there 
should be no danger from such a procedure. 

“Sodium Amidal” appeared to be an effective agent for the control of spasms. 
Strenuous measures were taken in the prevention of bronchopneumonia, postural 
drainage being an important factor. The patient had completely recovered 3i 
da3's after the onset, and was discharged from the hospital 47 daj^s after 
admission. 



the newborn 

Tious'msMK reiLOWING IHfflC. 

nE^,noE TO BUBEL^ffSr/ERK/S^ 

Chakles Swajj and a. L. Tostevin 
M. J. Australia, 1: 645-659, 1946 

had rubella in pregnancv^^T^T^^t ^ patients 

prior to conception Thp r racted German measles less than a fortnight 

diseases during pregnancy suffered from other infectious 

pox (2 cases) heroes mst ’ m “^morbilh (8 cases), mumps (3 cases), chicken- 
malformations. ^ examined, 46 were found to have congenital , 

pregnancy 36 of^fhe^^ ndiere the mothers had suffered from rubella during 

abnmSies clnri T defects. The 

heart disease- one e f ^ deaf-mutism; 11 cases of deaf-mutism and 

heart disease heart disease; one case of deaf-mutism, 

Sse cat deaf-mutism, cataract and heart 

disease- one e r ^ -mutism and nevus; one case of speech defect and heart 

hiTt diCr! ” " fetal fissure; 2 cases of 

one ratjp nf ^ mongolism and heart disease; one case of microcephaly; 

mln+p- microcep a y and backwardness in development; one case of cleft 

nv]ni-in ° bifida occulta; one case of heart disease and hypertrophic 

ino-iii-n ® of spastic diplegia, hypertrophic pyloric stenosis, 

a ^ ernia an strabismus. In addition, in a further 18 of the foregoing 
ases microcephaly was also present. Four of the mothers bad had German 
measles m the first month of pregnancy, 19 in the second month, 8 in the third 
® ourth month and one in each of the fifth, sixth and eighth 
months; in the remaining case the duration of pregnancy at the time of the in- 
ec ion M as not determined. In the 3 cases in which the infant born subsequentlj' 
was normal, the mothers had contracted the disease in the second, fourth and 
sixth months of pregnancy, respectively. 

In the 2 instances in which rubella had been contracted less than a fortnight 
before conception, the offspring were apparently normal. 

Of the 8 cases of morbilli during pregnancy, 2 of the babies were born with 
congenital defects. One child suffered from pyloric stenosis and a suggested 
heart lesion, while the other had genu valgum. The mothers of both of these 
babies had morbilli in the fourth month of pregnancy''. Of the 3 cases of mumps, 
all babies had defects : one had a slight capillary nevus of the eyelid, in one a true 
anus wa? absent, the large intestine terminating inside the labia majora, and in 
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one the head circumference was slight^ below normal. Two of the 3 mothers 
had contracted mumps in the first month and one during the seventh month. 
The 2 mothers who had chicken-pox contracted the disease in the seventh month 
of pregnancy and one of the infants had a ne\Tis of the scalp and signs suggestive 
of a cardiac defect. The 2 mothers who had herpes zoster had contracted it in 
the fourth and sixth months, respectively. Both infants exhibited congenital 
defects, one had deaf-mutism, microcephaly and heart disease, and one suffered 
from a myelocele, bilateral talipes and right genu recurvaltm. One woman who 
had scarlet fever when 7 months pregnant gave birth to a child which died at the 
age of 5 weeks from congenital obliteration of the bile ducts. 

The authors discuss the pathogenesis of the anomalies in the light of the 
experiments of Stockard, and conclude that, while congenital abnormalities most 
often follow when the mother has had rubella in the first 3 months of pregnancy, 
the contraction of rubella in the fourth month is relatively often followed by 
congenital malformations. Also, it is suggested that an attack of rubella in the 
very early months of pregnancy is not invariably followed by the presence of 
congenital defects in the child. The fact that many of the children suffering, 
from congenital defects as a result of maternal rubella also exhibit stunting of 
growth, indicates that as well as the main attack of the %nrus upon the special 
cells of certain primordia, there is a general but much slighter attack upon the 
less-specialized cells of the skeletal tissue. 


ABOETION FOR PROBABLE DEFECTS IN THE CHILD 

Lancet, 1: 208, 1946 * 

4 

The suggestion that, when a woman contracts rubella in the early months of 
pregnancy, abortion should be induced to prevent the birth of a defective child 
raises an interesting legal point. The fact remains that abortion is a statutory 
felony under the Offences against the Person Act, 1861. In 1929 the Infant Life 
(Presentation) Act introduced an amendment in which there was an important 
proviso — “no person shall be guilty of an offence under this section imless it is 
proved that the act which caused the death of the child was not done in good 
faith for the purpose only of presendng the life of the mother.” 

At present, it may be considered established that the burden is on the prosecu- 
tion to prove beyond reasonable doubt that the surgeon did not operate in good 
faith to preserve the mother’s life and further, that those words “for the purpose 
only of preserving the life of the mother” are to be construed “reasonably.” 
They do not mean only that he operates because the mother’s life is in instant 
danger but they protect the surgeon if continuing pregnancy would mean that 
the “patient became a physical and mental rn-eck.” If a woman can be assured 
that her child is certain to be born with some terrible deficiency, it might well 
have a deleterious effect on her mind. 
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NOTES ON TOE PATHOGENESIS OP CONGENITAL HEMOLYTIC 
DISEASE (ERYTHROBLASTOSIS FETALIS) 


Alexa-Nder S. Wiener 
Am. J. Clin. Path., 16: 319-321, 1946 

The author discusses some of the puzzles in the pathogenesis of congenital 
lemo y ic isease, and of intragroup transfusion incompatibility. Several ol 
these problems are presented below. 

The development of jaundice and anemia often severe enough to cause death within 
a few hours or days in infants apparentty normal at birth: Conglutinin (X protein) 
appears to be a complex of albumin, globulin, phospholipid, perhaps with some 

by antigens after they have been sensitized by 
eir specific antibodies. X protein causes the sensitized red cells to stick 
together and brings about slow hemolysis of the red cells. The author’s theory’ 
IS that only the simple precursors of X protein are present in the fetus, but the 
physiologic changes occurring after birth (cooling of the skin, dehydration) cause 
these to aggregate into larger molecules of conglutinin, thus accounting for the 
frequently delayed onset of congenital hemolytic disease until after birth. 

The role of A and B factors in congenital hemolytic disease: The natural anti-A 
and anti-B agglutinins are believed to be composed of large molecular aggregates. 
Only when individuals of genotype Kh (or K/C) become strongly sensitized are 
sufficient umvalent A and B antibodies formed, which can traverse the placenta 
more readdy. Congenital hemolytic disease occurring in this manner may be 
clinically indistinguishable from disease caused by Rh sensitization; usually, 
hoivever, the A-B-0 are milder. 

The almost invariable escape from congenital hemolytic disease by the first born, 
unless the mother has been sensitized by a previous injection of Rh-positive blood: 
During pregnancy chorionic villi may become detached, but the fetal red cells 
in them are usually too few to sensitize any but the rare individuals of genotype 
KK. However, during labor and delivery, presumably larger numbers of fetai 
cells gain access to the maternal circulation due to disturbances at the placenta; 
site. 

The occurrence of congenital hemolytic disease when the mother is Rh-posiltve. 
Such cases are explained by sensitization to the A-B factors, by sensitization of 
mothers of one Rh blood type to blood of a different Rh blood type, or by 
sensitization to the Hr factor, etc. 



THE NEWBOKX 


665 


The manifold clinical manifestations of congenital hemolytic disease: The different 
clinical manifestations of the disease may be correlated ’ivith variations in the 
quantit3’’ and quality of the antibodies in the maternal serum. A large amount 
of univalent antibodj'^ passing into the fetal circulation during pregnancj^^ may 
result in a stillbirth (hydrops), while when onlj’’ weak univalent antibodies are 
present, the infant ivill usually be bom alive m’th anemia. The bivalent anti- 
bodies apparentlj' gain acess to the fetal circulation mainlj’- during labor and 
deliver3^ In these cases there results damage to the liver and brain in a deeply 
jaimdiced infant vdth little or no anemia. 

The author reports findings which indicate that at least one variety of spina 
bifida is produced by Rh sensitization. 


PATHOGENESIS OF KERNICTERUS 

A. S. Wiener and M. Brody 
Science, 103: 570, 1946 

The authors present their concept of the pathogenesis of kemicterus (jaundice 
of the nuclear masses of the brain), based on recent clinical, serological and path- 
ological obserr^ations. Until recentlj% there was ho explanation for the post- 
mortem finding of kemicterus only in cases of ictems gra\ds neonatomm, and 
not following other types of jaundice, even of sei'ere degree. 

The role of the Rh factor in congenital hemol5i;ic disease is briefly discussed. 
In the authors’ experience, when the complication of kemicterus supen^enes, 
the antibodies in the maternal serum are almost always of the bivalent variety 
(agglutinins). This suggests the following mechanism for the development of 
kemictems. hlatemal Rh agglutinins in the infant’s circulation combine with 
its Rh-positive erythrocytes, bringing about the formation of small clumps 
(agglutinates of red cells) which plug the smaller arterioles rvith the formation of 
agglutination thrombi. In the brain, plug^g of terminal vessels can produce 
areas of ischemic infarcts; the nuclear masses would be the most rmlnerable, since 
ganglion cells are particularly susceptible to anoxia. Due to the concomitant 
presence of deep jaundice, the damaged ganglion cells take up bilimbin — a sort of 
in vivo staining reaction. Should the infant die at this point, post-mortem ex- 
amination viU show the presence of kemicterus. Infants survirmg the imme- 
diate neonatal period and dying after the jaundice has disappeared will show at 
post-mortem examination evidence of cerebral damage but udthout kemictems. 

Infants with kemictems occasionally survdve, in which case they develop signs 
of a diffuse neurologic disorder of varying severity, usually accompanied by 
mental deficiency'. Such cases are rare and would be expected to constitute only 
a small fraction of the group of so-called nonspecific mental deficiency cases. 
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Attempts have been made to show a connection between Wilson’s disease and 
kernicterus. The authors have studied 3 cases of Wilson’s disease, and found in 
these no evidence of isoimmunization of pregnancy, indicating a dissimilarity in 
the pathogenesis of the 2 conditions. 


TEEATMENT OF SE'SOilRE ERYTHROBLASTOSIS BY 
SIMULTANEOUS REMOVAL AND REPLACEMENT 
OF THE BLOOD OF THE NEWBORN INFANT 


Harry Wallerstein 
Science, 103: 583-584, 1946 


Many babies ivith erythroblastosis have died of the disease, though no evidence 
of severe anemia existed. A factor of toxemia, possibly arising from the stromal 
substance of the Ij^sed red blood cells, undoubtedly plays an important par m 
the fatal outcome of these cases. Manifestations of such a toxemia are ^ 
kernicterus and in evidences of kidney and liver damage. The author fe _ a 
the mere administration of Rh-negative blood did not meet the FoWeni m 
cases, it seeming desirable to remove the known Rh-positive blood ot t e 
and to replace it rvith Rh-negative blood. Such a procedure would ■ 

entirely prevent the action of hemolytic and products upon the liver. 


and brain ganglia. . 

This purpose is carried out to a considerable degree by the siinulta 
drawal of the Rh-positive blood from the sagittal sinus and the admnm r 
Rh-negative blood through a cannulated vein. The author demons at > 
inasmuch as the child is given approximately 100 cc. 

and above that withdravm, the dilution factor permits of a been 

original Rh-positive blood to 25 per cent of the origmal volume, 
confirmed by the typing of blood cells before and after the .y 

This technique has been carried out on 3 iMants wh and^eventual 

erythroblastosis, with immediate improvement m_ their conitio , ^^3 

reLvery without further therapy. Such results justify a mo 
of this method in combating severe cases of erythroblastosis e 


adrenal haemorrhage in ERYTHROBLASTOSIS 

Reginald Webster 
M. J. Australia, 1: 163-164, 1946 

The author discusses the occurrence of bilateral sevae case 

JorrC - a concomitant of e.Tthr„bl.stos,s fetahs. In P 
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the infant showed neonatal jaundice and the laboratoiy findings indicated an 
extreme degree of erjdhroblastosis. The mother’s obstetric history was con- 
sistent in that her first and onl 3 ’^ other cliild had been jaundiced at birth but even- 
tua% recovered. The red cells of the father and present babj’^ were Rh-positive 
and those of the mother Rh-negative. Autopsy of the infant revealed adrenal 
hemorrhage from which not a pin-point of glandular tissue appeared to have 
escaped. Fluid blood escaped on incision of the capsule of one of the adrenals 
and it was emdent that the glandular tissue was totally disintegrated. It is 
the author’s opinion that the adrenal apople.vy was referable directly to the 
congenital hemoljdic anemia and its associated hemorrhagic tendenc 3 \ 

In connection with the subject of eindhroblastosis the author discusses 2 cases 
in which the Rh situation deviated from that usuall 3 ’^ found. In each case 
er 3 "throblastosis was well attested b 3 '^ laborator 3 ’^ and autops 3 ’' findings. In one 
instance mother and bab 3 '^ were both of blood group O and the blood of both was 
Rh-positive. In the other, both were of blood group A and their blood was 
Rh-positive. In these circumstance it is suggested that the iso-immunization 
which precipitated fatal icterus grains in these 2 infants was based on differences 
in Rh subtypes prevailing in the respective mothers and their babies. 


CElSiTRAL NERVOUS SYSTEM RESISTANCE; THE EFFECTS OF 
TEMPORARY ARREST OF CEREBRAL CIRCULATION 
FOR PERIODS OF TWO TO TEN hllNUTES 

Robert G. Grenell 

J. Neuropath. & Exper. Neurol., 5: 131-154, 1946 

A re\dew of the literature reveals that although several investigators have 
reported effects of cerebral anemia, the 3 '’ were not able to produce a complete 
anemia and their results are variable. It is also noted that other types of de- 
ficienc 3 '^^in substances normally brou^t to the brain, such as h 3 'poglycemia, 
%dtamin B deficiency, inanition, CO poisoning, etc., often produce lesions in the 
brain which, in many instances, resemble those resulting from the present 
experiments. 

In this stud 3 '^, adult dogs were subjected to periods of complete arrest of 
cerebral circulation for periods of 2, 4, 6, 8 and 10 minutes. Obsenmtions were 
made during and foUovdng the arrest of brain circulation. The animals were 
sacrificed and the brains were sectioned, cut and stained in order that the effects 
of complete cephalic stasis on the various areas of the brain might be studied. 

The course of recovery following 2, 4 or 6 minutes of cephalic stasis is practic- 
all 3 ' identical e.xcept for differences in time relation dependent on the dm-ation 
of stasis. Refle.\'es return in regular order after restoration of blood flow to the 
brain and a gradual passing off of spinal shock. Following the retiun of function 
of ^^tal centers, for a period the dog lies in deep coma with hyper-irritable re- 
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flexes and continuous vigorous motion of all 4 limbs. Tlie period of hj'peractivity 
persists for several hours and is followed by a period of quiescence with no 
spontaneous movements. Visual, auditory and olfactory sensations appear to 
be absent and the touch and pain thresholds are elevated. There is an absence 
of righting refle.xes and vestibular function and a statue-like rigidity. Respira- 
tion is normal but the heart rate is slow and shows a marked respiratoiy' 
arrhythmia. Consciousness eventually returns. 

However, consciousness is never restored in animals which sundve periods of 
complete cephalic stasis of 8 minutes or longer. Such an animal shows appar- 
ently permanent loss of sensations of vision, hearing and smell and an increased 
pain threshold. There is complete disappearance of vocalization and of emo- 
tional reactions. Spontaneous movements are e.v'tremely infrequent and 
restricted. 

The author summarizes the microscopic observations as follows: 

1. Beyond some variation from ease to case, a definite trend of increase m 
intensity of injury and number of susceptible areas can be obsen’^ed in brains 
subjected to circulatory arrest of from 2 to 10 minutes. 

2. Various localized groups of neurons show a definite difference in resistance 
(or susceptibility). 

3. There is a certain amount of difference in susceptibility even within cells 
of the same group, but it is of lesser degree than the group differences. Sma 
cells seem to be markedly more susceptible than large ones. 

4. The cerebral cortex is most susceptible (although the olfactory area, wit 
the exception of one region of the cornu ammonis, is markedly resistant). It is 
followed by the Purkinje cells of the cerebellum and certain correlation an 
sensory cell groups. The motor cells of the midbrain, pons and medulla s ow 
the strongest degree of resistance. 

5. There appears to be a localization of injury to nuclear groups. It JS sug 
gested that these groups are not only anatomical units, but also metabohc ones. 

It is pointed out that the extreme sensitivity of the brain to ischemia an 
anemia is of great clinical importance and that lesions observed climca y ar 
often similar to those reported here. 24 figures. 


A COMPAHISON OF THE EFFECT OF 7% CARBON DIOXIDE W 
93% OXYGEN, AND PURE OXYGEN, ON GOATS ’ 

- ACUTELY ASPHYXIATED WITH CARBON MONOXIDE 


K. K. ViNiNG, Jr., J. L. Whittenberger and A. C. Wollack 
Federation Proc., 6: 209, 1946 

■ A mixture of 7 per cent carbon dioxide and 93 per cent 

nrinutes as inhalation therapy on goats and dogs 

of 60 to 80 per cent carbon monoxide. The rate of ehmmation 
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ide, the effect on blood carbon dioxide levels, on blood pressure and on minute 
volume of respiration, were compared with similar data on 2 groups of goats 
and dogs similarly asphj’xiated, but treated with pure oxj^gen or room air. 

The animals treated with 7 per cent carbon dio.xide in 93 per cent oxygen elimi- 
nated an average of 10 per cent more carbon monoxide than those treated with 
pure oxygen. The arterial blood pressure fell in all animals and was between 55 
and 100 millimeters of mercury in about one-third of the animals. The pressure 
rose to normal in animals treated with the carbon dioxide-oxygen mixture, 
rose an average of 60 per cent of the acute fall in animals treated vith pure oxj’- 
gen, but continued to fall or remained low in the air treated group. 

Minute volume respiration increased anaverage of 110 percent when the carbon 
dio.xide-oxygen mixture was breathed. There was no increase when pure oxygen 
or room air was breathed. 

During gassing, the arterial carbon dioxide contents decreased to an average 
63 per cent of the original values. In those animals treated vdth the carbon 
dio.xide-oxygen mixture, the level rose to an average of about 78 per cent of the 
original values, but remained low or continued to fall in those animals treated 
TOth pure oxygen or room air. 

There was no evidence of respiratory or circulatory depression during the period 
of inhalation of 7 per cent carbon dioxide in 93 per cent oxygen, or following its 
use. 


THE FETAL CIRCULATION IS IDENTICAL WITH THE ^m^OUS 
CIRCULATION OF THE ADULT MALE AND FEMALE 

Louis Dbosin 

Am. J. Surg., 71: 646-651, 1946 

The author finds it advisable to show that the fetal circulation during the first 
3 to 3 J months is arterial or hyperarterial and that it is venous thereafter; that its 
circulatory apparatus is constituted with appurtenances to carry on a large scale 
venous circulation; and that near birth and at birth the circulation changes to 
arterial and venous variety, and that the venous circulation is identical with the 
venous circidation of the adult male and female. 

That stage of fetal existence from conception to 3 or SJ months is designated 
as the proliferative stage, before active life has set in, and during it the fetus is 
supplied with arterial blood. From the end of the proliferative stage imtil near 
birth and at birth, the fetal circulation is venous. Because the fetal body and 
consequently the fetal heart is atonic or hypotonic, and not subject to the vaso- 
constrictor and vasodilator influence or but slightly so, it does not pump blood 
but blood is pumped through it. The fetal circulation 'is initiated, stimulated 
and carried on by the maternal heart and relayed by way of the uterine contrac- 
tions, uterine muscle activity, placental circulation and fetal heart. The uterus 
possesses an undulating mechanism which climaxes into uterine contraction. 
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receding again to undulations. The fetal veins and heart permit reflux of blood 
without incidence of murmers. 

The estimates of oxygen in the fetal blood are made after delivery when it has 
acquired additional oxygen through the uterine contractions of labor, atmospheric 
pressure and actual respiration. However, all fetuses delivered as miscarriages 
and, as Eastman’s studies show, all fetuses during cesarean section before the 
membranes are ruptured, are cyanotic, which again shows that the fetal circula- 
tion, before it is in contact vith atmosphere, is strongly venous. During labor, 
there develops a combined arterial and venous circulation to counteract the in- 
creased content of carbon dioxide. The author points out the source of retro- 
placental clots and free blood and the cause for the vmrious states of oxygenation. 

The fetal circulation is largely stimulated by a tendency to vacuum formation 
and its prevention. In adults the vacuum circulatory mechanism is supple- 
mented by the expiratory tendency to vacuum formation and its prevention, 
and they both form an equation; one is to the other as the other is to the one. 
The independent circulation in the newborn is initiated by the stoppage of the 
placental circulation causing an urge in the fetus to seek its own oxyten supply. 
It finds this urge gratified by atmopsheric pressure forcing air into the larynx and 
through the skin when the fetal body is released from the pressure and com- 
pression of labor; and together with the change of temperature (higher or lower) 
they all culminate into the system of respiration. 

The fetal circulation xvith its rate about twice that of the mother’s is identica . 
with the venous circulation of the adult male and female. The adult heart beats 
are about one-half the rate of the venous cumulation due to the rhythmic action 
of respiration, increased blood pressure, absence of fetal heart appurtenances, 
acquisition of muscular size and tonicity of the same, together with the vase 
constrictor and dilator system of control. , , 

While the venous circulation is of a low pitch, the fetal heart sounds, iden ica 
with it, are of a more intense natrue and of higher pitch as a result of the a i 
tional sounds caused by systole and diastole. The extension-rotation reac ion 
of the fetus to atmospheric pressure is, as a rule, the first visible evi cnee 
extrauterine life. It is also the first instance of extrauterine vacuum presen 
and the inspiratory tendency to counteract it. 


CAUSES OF PREhlATURITY; INFLUENCE OF UTERINE 
bleeding on THE INCIDENCE OF PREhlATURITY 


Etsblle W. Brown, R. A. Lyon and Nina A. Anderson 
Am. J. Dis. Child., 71: 482-491, 1946 


The present study is based on the records of 13,329 who 

others who had no abnormality of pregnancy except bleeding . j 

S entirely noimal pregnancies have been placed in separate categories 
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comparison of prematurity rates among the offspring of these different groups 
has been inade to obtain information regarding the influence of bleeding on the 
incidence of prematiuity. 

The occurrence of uterine bleeding during pregnancj’’ was accompanied by a 
decided increase in the incidence of prematurity. Among the offspring of white 
women who had only the mildest form of bleeding the rate of prematurity was 
14 per cent; among the offspring of those unth placenta previa the rate was 30 
per cent; and among the offspring of those nith premature separation of the 
placenta the rate was 53 per cent. These rates were in distinct contrast to that 
of 7 per cent, the rate of prematurity in the offspiing of mothers who had no 
symptoms of bleeding throughout pregnancy. In the Negro women uterine 
bleeding during pregnancy occurred less often than in the white women, but the 
incidence of prematmit}’' was approximately the same among the offspring of the 
2 groups. This was especiall 3 ’' true when prematurity among Negro infants was 
restricted to those whose birth weight was less than 5 pounds, 3 oimces (2360 gm.). 

Among the white women whose only abnormality during pregnancy was uterine 
bleeding, the incidence of prematurity in the offspring of those who had mild 
bleeding was 15 per cent; among those with placenta previa it was 29 percent; 
and among those with premature separation of the placenta it was 55 per cent. 
The mcidence of prematurit 5 ’’ among the offspring of women who had no ab- 
normalities during pregnancy was 5 per cent. The rates were approximately 
the same in the Negro race. 

The occurrence of other illnesses, such as toxemia of pregnancy or syphilis, 
together with bleeding did not increase the incidence of prematurity above the 
levels associated with bleeding alone. The authors conclude that the conditions 
responsible for uterine bleeding during pregnancy have a more decided influence 
on the incidence of prematurity than any of the other illnesses commonly asso- 
ciated with pregnancy. 


FACIAL CHAKACTERISTICS OF INFANTS WITH BILATERAL 
RENAL AGENESIS 

Edith L. Potter 

Am. J. Obst. & Gynee., 61: 885-888, 1946 

A condition of the newborn having a characteristic facial appearance which 
has not been previously recognized is complete renal agenesis. The author has 
now observed 15 such cases. In examining the earlier cases, the fact that the 
facial change was specific to renal agenesis was not recognized; it was considered 
that it might possiblj' constitute an imusual form of mongolism. However, 
further study has demonstrated that the appearance differs markedly from that 
found in association with mongolism. In 2 recent instances the absence of the 
lddne 3 ’'s has been correctl 3 ’’ prognosticated prior to e-xamination of the interior of 
the body, because of the facial appearance. 
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, This facial expression has not been observed in association with death from 
any other cause. The most striking feature consists of an increase in width be- 
tween the eyes and the presence of an unusually prominent fold arising at the 
inner canthus of each eye. The fold sweeps dowwvard and laterally to form a 
wide semicircle under the inferior medial aspect of each orbital space. Other 
changes which, when combined wdth the appearance of the eyes, give the infant 
the look of an extreme premature senility are a flattening and slight broadening 
of the nose, an unusually receding chin and large, low-set ears w'hich have pro- 
portionately little cartilage. 

The outlook for infants wdth renal agenesis is hopeless, regardless of whether 
the condition is diagnosed prior to necropsy. However, the recognition of this 
facial expression may aid in arriving at a diagnosis in at least an occasional 
infant, 4 figures. 


THE SECULAR TREND IN THE STILLBIRTH-RATE 


Ian Sutherland 
Lancet, 1: 756, 1946 

The author states that in England and Wales there are 20,000 stillbirths • 
year, a figure equivalent to 65 per cent of the total infant deaths under one yea 
age. This large loss of life at birth is particularly serious in view of the eo 

birth-rate. . ^ ,„i Pip 17 

An examination of the figures published by the Registrar-General 

years from 1928 to 1944 shows a wide variation in the mean stillbir - 
tween different areas. The data are divided into 4 groups, on on a 
trative county, other English administrative counties, Enghs a 
county boroughs, and the Welsh administrative counties. It J 
relative positions in the experiences of these 4 types of area ^crease 

toougho" t the 17-year period. The sti.lhira.-rate ^ 
with density of population. In recent years the inequalities bet 

have become less marked. . slieht rise until 

The trend is similar in each gi’oup and consists of an „ ® cially note- 

1932 or 1933, followed by an increasingly rapid Jclme. It 
worthy that it should accelerate under w'ar conditions, uh be- 

would appear to militate against it. In the Welsh counti ^ ite 

Ten 1938 and 1944 is 33 per cent of the pre.var fig^e m Lon^o>^ 
the bombing, the corresponding decrease is 18 per cen . require 

causes of stillbirth; therefore, the reasons for the decline 
further investigation. 
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PLASIMA IRON IN NEW-BORN BABIES 

D. A. K. Black and M. G. P. Stoker 
Nature, London, 167: 658, 1946 

In the present investigation, venous blood from the mother and blood from the 
placental end of the newly cut umbilical cord were used and plasma iron was 
estimated by the thiocj'anate method. The results obtained were from 10 full- 
term infants and theii' mothers, of whom 5 were anemic. In 8 of the 10 cases, 
the fetal serum iron was higher than the maternal; of the 2 exceptions in one the 
value for the maternal serum iron was very high and contamination may have 
occurred, while in the other the infant had hydrocephalus and spina bifida and 
may have been otherwise abnormal. 

The explanation for the higher fetal serum iron does not lie in a different serum 
protein level, for maternal and fetal serum proteins were estimated in 6 of the 
10 cases and showed no significant difference. There is some evidence that the 
“'turnover” of blood in the fetus approaching term is rapid, and the slight increase 
in serum iron might be of the same nature as that found in some cases of hemo- 
lytic anemia. 



OPERATIVE OBSTETRICS 


A TEN-YEAR SURVEY OF CESAREAN SECTION AT THE NEW 

HAVEN HOSPITAL 

H. Thoms and M. S. Godfbied 
Am. J. Obst. & Gynec., 61: 880-884, 1946 

The present study includes 633 consecutive instances of cesarean section per- 
formed at the New Haven Hospital during the 10-year period from 1935 to 1944, 
inclusive. In the ward series for this period there were 190 cesarean sections 
in 6238 deliveries, an incidence of 3.2 per cent. In the private series there were 
443 operations in 4580 deliveries, an incidence of 9.6 per cent. 

In the entire series there were 2 deaths, one from hemorrhage and ° 
lorving a Latzki type section, and the other as a result of incompatible oo 
transfusions (this occurred when the laboratory determination of the Pb ac or 
was not being done routinely). Thus, there was a gross maternal morta r y o 

0. 31 per cent, and a corrected mortality, in so far as the operation itse 'nas 

concerned, of 0.15 per cent. , • + inn4 

In the ward series, 29 per cent of patients showed a temperature ° ' 

■degrees F. or more some time during two 24-hour periods while in t e ospi 
The corresponding figure among the private patients was 19 per cent. 

A study of the types of anesthesia used for both series throug ou 
year period shows an interesting shift from ethylene to cyclopropane an 

sequently to pentothal. . ygij 

Chief among indications for section in the entire series was disprop 
.accounted for 34.2 per cent of the operations. Second was previous sec , 
next in order was toxemia of pregnancy, followed by premature separa 
placenta and placenta prema. In regard to the chief ^^,ailable 

1. e., disproportion, the authors state that roentgen pelvime ry has 

4 ind used by both groups of patients. In the ward service, J patient for 
been part of the routine prenatal examination of every primigr of 

almost the entire 10-year period. While this may 

•cesarean section, it is also clear that it prevents the perfor^ permits neces- 

-ivhere disproportion is suspected but does not actually eas , 

:sary section to be performed at the proper time, rather a oontributhig 

In respect to the relatively low corrected maternal J’ ^ fact that 

factors are considered to be the competence o 

fn New Haven, during 1944, 98 per cent of all delive relatively 

latter fact indicates that the incidence of from puerperal 

ligh This and the high rate of hospitalization limit the deaths from p 

eauses. 
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MONOZYGOTIC AND DIZYGOTIC TWIN BIRTH FREQUENCIES IN 
THE U. S. POPULATION 

H. H. Straxdskov and E. W. Edelen 
Anat. Rec., 94:: 404, 1946 

It is generally stated in textbooks and other publications that about one- 
fourth of all U. S. twin births are monozj’^gotic or of the one-egg type. An 
analj-sis of 365,680 U. S. sets gives an estimate of 33.43 per cent. Racial dif- 
ferences are found. In the U. S. “white” population the estimated percentage 
of monozj'gotic twin births among all “white” tuin births is 34.17. In the 
“colored” population it is 28.89. This racial difference is statistically significant. 

Although the “colored” population has a significantly lower proportion of 
monozj'gotic births among all twin births it actually has a higher percentage of 
both monoz 5 "gotic and dizj^gotic births among all births. The respective esti- 
mated percentages in the “colored” population are 0.409 and 1.006. In the 
“white” population they are 0.386 and 0.743 per cent. Both of these racial 
differences are statistically significant. 


A COMPARISON OF STILLBIRTH PERCENTAGES AAIONG SINGLE 
AND PLUTIAL BIRTHS IN THE TOTAL, THE “WHITE” AND- 
THE “COLORED” U. S. POPLLATIONS 

H. H. Str-asdskov and Dofjs Ondixa 
Anat. Rec., 94: 423, 1946 

Stillbirth percentages in the total U. S. population for the 15-3’'ear inten'’al 
considered (1922 to 1936 inclusive) increase from 3.5 among single births, to 
7.5 among twins, to 14.3 among triplets, and to 19.9 among quadruplets. All 
the differences are statistically significant. The stillbirth percentage among 
males, m each of these types of birth, is significantlj’^ higher than that among 
females. 

Racial differences are found. For the “white” and the “colored” U. S. 
populations, the respective stillbirth percentages are 3.1 and 6.5 among single 
births, 6.6 and 13.3 among twins, 12.2 and 23.3 among triplets, and 19.4 and 
21.7 among quadruplets. jMost of these differences are statisticallj^ significant. 
For each tjqpe of birth in each population the stillbirth percentage among males 
is significant^’' higher than that among females. 
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Maternal Mortality Reports 


(Secretaries of paternal Mortality Committees are invited to submit selected 
cases of maternal deaths, with analyses appended, for publication in this section 0/ 
the Survey. Cases should be chosen on the basis of educational value, not because 
of rarity. For obvious reasons complete anonymity will be maintained. 

Readers should note that the comment whieh follows each case history represents 
the opinion of the Committee concerned and does not necessarily reflect the attitude 
of the Editors.) 


CASE NO. 17 

The patient was a twenty-three year old white multipara who was admitted to the 
hospital on November 26 at 7: 15 P. M. Her serologic test for syphilis was negative an t e 
estimated date of confinement was November 7. 

The patient’s past history is non-contributory. She had had a total of eight 
within the past nine years, one of which terminated spontaneously at twelve weeks an 
remainder went to full term. She was delivered of her last child about one year ago an 
during that pregnancy there was persistent glycosuria for which she was adrame 
hospital for study. Case investigation revealed no underlying pathology. Her ar 

baby weighed nine pounds. _ , u* nr-oiKiional 

The present pregnancy was normal throughout with the exception of shg 
heartburn . According to the patient’s statement the membranes had ruptnr® " 
prior to admission to the hospital and she had not been seen by a phy’sician 
course of her pregnancy. Her physical examination upon admission reveae .Ltedage. 
veloped, well nourished white female who appeared to be much older than \ 

She answered questions unintelligently and had a rather vacant staring facia p 

The heart and lungs were normal, the uterus measured 35 above the y 

fetus lay in a R.O.A. position and the fetal heart tones were good. Ihe ctoiQ ^ 

to weigh about six and one-half pounds. The external pelvic the 

Rectal examination showed the cervi.x to be uneffaced and about 1 cm. 

presenting part about 3 eras, above the spines. The blood patient 

urine showed a two plus albumen. There was some bloody show prese 

did not complain of any discomfort and no uterine . a sterile 

observed overnight in the hospital but failed to go into labor. Th ^ 

pelvic examination was done and the cervix w-as found to be soft a “ , . yremenfa 

Kb th. pr...«»5 P.« t cm. .b.v. th. spin... At tbi. 

were found to be ample. Clear amniotic fluid escaped from the ute 

:r„ A, .tfmpt L. >n.d. .0 indu.0 iPtar «.b ^ ^ ™ 

enema and increasing doses of pitocin of which she received a total o 10 

given at 2:40 P. M. Her blood pressure was 108/50 at 3 P. Iss^ 

fnd respirations 20 per minute. Uterine be Sems. dilated and the 

from 20 to 25 seconds and rectal examination disclosed the cerv . 

presenting part at the level of the spines j(,S/60 and metal 

At 4 P M. her temperature had risen to 101 i ., tHe woon p ,f,n/70 oulse rate 88, 

.,.„in.ti“ .bowed no .hw- » P- K"”™ ' " 
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lespirafions 24 and contractions nere occurring every 3 to 5 minutes, lasting 35 to 40 seconds. 
There was no change in the cervical dilation. 

.4.t 10 P. M. the blood pressure was 1 10/80, pulse 104 and respirations 40 per minute. The 
patient appeared to be apprehensive and examination still showed no advance in the prog- 
ress of the labor. 

On November 28 at 1 A. M. the patient complained of some nausea and appeared to be 
quite tired. At 2 A. M. the contractions of the uterns which had been somewhat irregular 
for the past several hours practically ceased. The blood pressure at this time was 110/78 
and the fetal heart tones 160 per minute. From 4 A. M. to 10:30 A. M, the pulse ranged 
from 92 to 112 per minute and the temperature from 99.S°F to 100.8°F. The respirations 
varied between 26 and 32 per minute . There were a few irregular and poor contractions and 
a moderate dark brown vaginal discharge. The fetal heart tones became much more rapid 
-and varied from 160 to 192 per minute. At 10:30 A. AI. the patient was given 40 mgm. of 
stilbestrol in the hopes that this drug would sensitize the uterus for a second induction of 
labor if that became necessary. At this time she was apparently not in active labor. 

At 5 P. M. she complained of some pain around the rectum for which she was given a 
grain of codein hypodermically and an opium suppositorj'. She supposedly spent a quiet 
night, uterine contractions being entirelj- absent. On the following morning at 9:30 A. M. 
the patient was noticed to be apprehensive and her face was pinched and her eyes appeared 
•sunken. The pulse was rapid and thready. She stated that appro.ximately one half hour 
before she had turned on her side and felt a sewre pain in the left lower quadrant. Pal- 
.pation revealed tenderness in the left lower quadrant but no rigidity of the abdominal 
muscles was made out. The blood pressure at this time was 88/68. She was distended 
above the pubis and what was thought to be the outline of the urinary bladder was observed 
■extending almost to the umblicus. Catheterization was ordered and at this time the 
presenting part was observed at the vulva. No fetal heart tones had been heard since 10 
A. M. of the preceding daj'. The patient, however, stated definitely that she felt fetal 
movements. She was taken to the delivery room where 500 cc. of plasma and i of a grain of 
morphine was given. Catheterization gave only 75 cc. of bloodj’ urine. Under gas and 
oxygen anesthesia a hydrocephalic stillborn fetus with spinabifida, weighing S lbs., 2 oz., 
■was delivered with the assistance of low forceps nithout difficulty. In an attempt to 
minimize the blood loss ergotrate was given intravenouslj' as the anterior shoulder was 
being delivered. Some difficult}- was encountered noth the third stage of labor and after 
■twenty minutes the placenta was extracted from the uterus manually. At this time 1,000 
■cc. of 5% glucose was started, the patient’s blood pressure was 95/60. Exploration of the 
uterus revealed the uterine cavity to be intact. The cervix was lacerated deeply over | 
of its circumference in such a manner that it amounted to a partial amputation invol'ving 
the anterior lip and part of the posterior lip. The vagina was packed with gauze moistened 
m saline and the blood loss was estimated at 400 cc. The patient's pulse was rapid and 
"weak but the uterus remained firm and contracted. 350 cc. of whole bood was given since 
this was the only amount of her type available. The pulse was not perceptible and the 
breathing became rapid. In spite of stimulants and oxygen inhalations the patient became 
more and more shocked and at 8 P. M. the temperature rose to 104.3°F. Plasma and more 
glucose were given but her course continued downhill and at 8:15 A. M., about 20 hours 
nfter delivery, respirations ceased. 

The vaginal packing was removed postmortem and found to be stained pale pink. There 
■"as no free blood or clots present. A gloved hand was inserted into the vagina and no 
lacerations of the' birth canal were found. A postmortem examination was refused. 

Discussion: The death certificate submitted by the physician in charge of this 
<^se gave “shock — ^undertermined origin” as the cause of death, 

From hindsight it is reasonably clear that this patient must have had an 
b^recognized and untreated rupture of the uterus in spite of the repeated in- 
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sistence that there ivas no tear through the body of the uterus. The cessatioa 
of pains followed by the dark vaginal discharge, the bloody urine obtained on 
catheterization after a prolonged labor in which the patient did not receive 
adequate support all seem to add up to a ruptured uterus, particularly in a multi- 
para, whose chances of suffering this accident were increased after having had 
eight pregnancies in the past nine years. The committee voted this death to be 
preventable. 


CASE NO. 18 

This patient ivas a twenty year old colored primigr.avida who was admitted to the hos- 
pital on January 11 because of the onset of labor. 

Her family history was non -contributory. The patient bad been treated for syphilis for 
the past year. Her last menstrual period was March 30 and the estimated date of her 
confinement was January 6. Her pains began at midnight on January 10 and on admission 
the heart and lungs were negative. Blood pressure 120/74. The fundus of the uterus was 
30 cm. above the symphysis, the fetus lay in an R.O. A. -position, the presenting part was 
floating and the fetal heart was heard in the R.L.Q. She was thought to be at term with a 
fetus weighing between eight and nine pounds. The e.\ternal measurements of the pelvis 
were spines, 22 cms, crests, 26 cm., intertrochanteric 31 cm., Baudelocque, 21.5 cm. and 
T.I. 8.5 cm. Rectal examination showed the cervix to be thick, 2 cm. dilated and on 
admission the pains were about three minutes apart but quite weak in character. 

The uterine contractions grew milder throughout the day following admission and at 
12:50 A. M., January 12, she was given three grains of seconal; at 4:00 P. M. the cervix was 
3 to 4 cm. dilated and the head was 2 cm. above the spines and it was not until midnight on 
January 12 that the liead was level ndth the spines. The patient's pulse rate did not exceed 
88 per minute at any time during all of this period but the uterine contraction were never 
particularly good. At 11 :00 A. M. the cervix wms 4 to 5 cm. dilated and the head 2 cm. be- 
low the spines. At 12:05 A. M. on January 13 the membranes ruptured and the patient was 
givdn 100 mgms. Demoral and uJir gr. of Scopolamine. At this time the fetal heart w-as 
faint and from 6 : 30 P. M. on of this day it was no longer heard . At this time the cervix was 
only 5 to 6 cm. dilated. The patient’s pulse rate was now beginning to be accelerated and 
on January 13 it was counted at 120 beats per minute on several different occasions. At 
8:00 P. M. of this day the temperature had risen to 100°F. At 10:15 A. M-. on the following 
day only a rim of the cervix was left but the pulse rate was 140 at this time. The patient 
was given 1,000 cubic centimeters of five per cent glucose and 500 cubic centimeters of 
saline solution intravenously. An x-ray taken on this day gave the following impression, 
“normal pelvis, large baby, right-occipito-posterior, bead at spines, no definite over- 
lapping of skull bones”. A sterile pelvic examination w-as made at 4:00 P . M. on January 
14 and it was found that the presenting part was at the spines, that the head was not we 
flexed. The cervix rvas 8 centimeters dilated and at the time of this examination there was 
found a thick, foul smelling vaginal discharge. 

A fetal scalp clamp W'as applied at this time because the pains were poor. On catheteriz 
ation no urine was obtained because of the difficulty of inserting the catheter into e 
bladder. Two hours later catheterization was again attempted but wms again unsuccess u . 
The patient wms now started on 25,000 units of penicillin every three hours even tlioug i ler 
highest temperature on January 14 was 99.6‘’F. At 12:30 A. M. on January 
was fully dilated and the head 3 cm. below the spines and it wms not until 7:30 A. • 
consultation was requested which resulted in the advice to attempt to deliver t ® ’ 

K-i'fh forcens but if any difficulty was encountered to do a craniotomy. The pa len w 
”™Slor delivery »d 1 ot highly colored uri.e fM-ed "O/f f'"" 

Forceps were applied but upon traction it wms not possible to deliver the fetu . .. 

!my was Then done an 8 lb. 7 oz. infant delivered at 8:50 A. M. on January 15. A medio 
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lateral episiotomy was done. The third stage was fifteen minutes in duration and presented 
no abnormalities. The episiotomy and vaginal lacerations were repaired. The entire 
operative procedure was done under nitrous oxide, oxygen and ether anesthesia. The 
patient was returned to the ward with her uterus well contracted but still not awake from 
her anesthesia. She never aroused from the anesthesia and died at 10:15 A. M. on January 
15. 

Autopsy revealed lobular pneumonia, acute supperative endometritis, diffuse infil- 
tration with areas of necrosis in the uterine wall, hemorrhage and focal necrosis in both 
kidneys, focal hemorrhages and manj- polymorphs in the spleen. 

Discussion: It is rather interesting that the certificate of death in this case 
showed the single tvord “toxemia” as the sole cause of death. A word here would 
not be amiss concerning the importance of properly gitong the true cause of death 
in the medical certification on the certificate. It is obmous that this patient died 
of a combination of three causes, namely: intrapartum infection, shock due to 
operative tramna and probably hemorrhage. This patient, who died one hour 
•and twenty-five minutes after deliver3’^, might have been helped by a transfusion 
between the time of her delivery^ and the time of her death. Certainly there was 
inadequate support and rest during the four days in which she was in labor. 
The prolonged labor, the intrapartum infection and the terminal pneumonia do 
not make an unfamiliar pattern. She was particularly vulnerable to blood loss 
•and trauma. The anuria which was probably due to dehydration made her even 
more vulnerable. The attempted forceps and the added craniotomy augmented 
the shock, particularly in this situation where we are dealing with a patient in 
poor shape. This death was judged to be a preventable one. 

CASE NO. 19 

The patient was a 17 year old colored primipara who was admitted to the hospital on 
-July 27 with a diagnosis of acute pre-eclampsia. The family history and personal history 
were noncontributory. She was first seen on February 2, at that time her general physical 
•examination was negative and the last menstral period was November 5 with an estimated 
•date of confinement on August 12. The patient’s blood pressure was 120/70, her weight 
110 pounds and the external pelvic measurements slightly below normal. She was followed 
regularly in the prenatal clinic and her blood pressure remained normal and her weight gain 
was not excessive until her visit on July 27, at which time the blood pressure which had 
been 110/78 the week previous was found to be 160/130. The urine revealed four plus 
albumin and both ankles were markedly edematous. She was immediately hospitalized. 

Upon arrival at the hospital at 2:30 P. M. the temperature, pulse and respirations were 
normal and the blood pressure was 160/130. With the exception of the hypertension and 
the marked ankle edema and the albuminuria, the patient presented no signs or symptoms 
worthy of note. She was put to bed on a salt poor diet and was given 50 mgm. of thiamine 
•chloride. Roentgenpelvimetry showed the antero-posterior diameter of the pelvic inlet to 
be 10.5 cm.; the right oblique diameter to be 10.5 cm., the left oblique diameter to be 11.0 
•cm. and the transverse diameter to be 11.3 cm. 

At 7 P. M. she was given 250 cubic centimeters of 25% glucose and 100 cubic centimeters 
h% glucose intravenously. The blood pressure slowly fell and by midnight it was 140/80 
ut it soon rose again so that at 4 A. M. on July 28 it was 160/110. At 8 A. M. the thiamine 
v loride was repeated and an order left for its administration every four hours. At 6:30 
• M. she was given 250 cubic centimeters of 25% glucose and 4 cubic centimeters of 50% 
Ma^esium sulphate. During all this time her blood pressure remained elevated going as 
gn as 174/110 on one occasion . A specimen of urine examined at this time was negative 
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A Summarizing Review 
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One of the most frequent and, under certain conditions, one of the most 
distressing problems in gynecological practice is that of functional uterine 
bleeding. While we have considerable knowledge as to the mechanism involved 
in at least one large group of cases, we know almost nothing as to the etiology 
of others. What we do know concerning the causation of functional bleeding 
pertains almost entirely to endocrine factors, but there are other cogs in the 
complicated machinery of the menstrual function which may conceivably under- 
go aberrations of one sort or another — the musculature of the uterus, the vas- 
cular mechanism of the endometrium, and the vasomotor nerve apparatus. 
But we can only speculate as to the possible role of such factors in bringing abou 

quantitative abnormalities of the menstrual flow. 

Even in the type of bleeding which we flatter ourselves that we do know some- 
thing about, the so-called metropathia hemorrhagica, our methods of treatmen 
are still rather superficial and, in the main, unsatisfactory, except in t ose case 
in which the patient’s proximity to the menopause justifies resort o a so 
abolition of the menstrual function. The present paper can make no pretens 
to being an exhaustive review of the really vast literature of the su je 
has accumulated, especially during the past thirty or forty years. 
taken simply as a purely personal summarizing appraisal of ^ 

the question, with the extenuation that it is based on a rat - g 
clinill experience with functional bleeding, and a reasonable 
literature. The appended bibliography includes references to a good J 

important olto contributions to the subi»t. “itS 

of articles published during the past ten years. Most of the , ^ of 

have added little to our knowledge of either the etiology 
functional bleeding, but » review of (bis sort ^ ” „e as . 

date ns to prevailing concepte. A preliminary histoncal sketcl. 
background for present day ideas and practices. 

HISTORICAL 

The term functional bleeding did not come into 
had been demonstrated that the ovary rs an organ of rnternal secret 
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Mas not until the closing years of the preceding century. Before this the rather 
meaningless designation of idiopathic bleeding was the one most frequently 
applied. The earlier concept of the role of the ovarj’’ in functional bleeding was 
very simple, hj^perfunction being blamed for the bleeding, just as menstrual 
scantiness or absence was explained by deficiency of the then rather m3rthical 
internal secretion of the ovary. Moreover, many cases which are now in- 
terpreted as functional were explained by anatomic factors of one sort or 
another. 

As far back as 1860 Scanzoni, in his work ‘‘Ueber die Chronische Metritis”, 
argued that chronic metritis is the most common of female diseases, the myome- 
trivun being often diseased even when the endometrium is normal. He explained 
the bleeding as due to an abnormal brittleness of the arteries. Many years 
later, and after the ovarj’- had been showm to have an endocrine function, Theil- 
haber (1910) devoted numerous papers to the propagation of his theorj'- of 
“insufficientia uteri”, the factor of defective contractilitj'^ of the mesometrium 
being ascribed the chief role in the production of abnormal bleeding. He used 
the term mesometrium in preference to miometrium in order to embrace in 
his concept the connective tissue as well as the musculature of the uterus. Other 
investigators, like Anspach (1909) considered certain tjqies of uterine bleeding 
(“metrorrhagia myopathica”) to be due to failure of the normal increase of elastic 
tissue which takes place toward the end of menstrual life, or of the normal 
obliterative changes in the blood vessels, or an excessive hypertrophy of con- 
nective tissue, making firm contraction of the uterus impossible, and thus gi^^ng 
rise to menorrhagia or metrorrhagia. 

A somewhat similar rdew, uith emphasis on the increased elastic tissue in the 
blood vessel walls, was urged by Pankow (1909). Incidentally this miter em- 
ployed the term metropathia hemorrhagica, later applied bj'' Schroder to an 
unportant variety of functional bleeding, and this term is still in common use. 
Alanj’^ other writers, like Reinecke (1897), Slocum (1908) and Findley (1905), 
attached great importance to uterine arteriosclerosis as a cause of bleeding, and 
the term apoplexia uteri, said to have been first used by Cmveilhier, began 
to creep into the literatme. There is no doubt that the group of cases for which 
these various explanations were offered embraced chiefly those now considered as 
endocrinopathies, and it is quite possible that we have gone too far to the other 
e.xtreme in emphasizing endocrine factors, as mil be touched upon later. 

PRESENT DAY CONCEPTS OF AIECHANISM 

While nearly a thhd of a century elapsed between the discovery of the en- 
docrine function of the ovarj^ and the isolation of either of the two ovarian 
prmciples, histological studies had made it quite certain, long before the latter 
event, that two separate hormones must be present, one emanating from the 
follicle and one from the ovary. Such correlative studies, moreover, led Schroder 
(1915) to evolve for the first time a working concept of the mechanism involved 
m tlie most frequent variety of functional bleeding, that which he designated as 
metropathia hemorrhagica. I am told by some of mj’’ South American confreres 
that the designation of Brennecke-Schroder disorder is often applied to this 
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interrelationship, and this knoniedge has been applied not only to the explanation 
of the normal menstrual cj^le, but also to that of functional bleeding. While 
there is some evidence to indicate that small doses of estrogen may be pituitar}’’ 
stimulants, the weight of e^ndence still supports the new that when the level of 
estrogen reaches a certain point, which evidently differs widely in different species 
and different indinduals of an5’- one species, there occurs a re%'erse inhibition of 
the follicle-stimulating pituitarj’’ hormone, with resrilting inhibition of follicle 
growth in the ovarj^ and thereby a drop in estrogen production. 

, To illustrate with the classical picture of functional bleeding associated with 
h3'perplasia of the endometrium, this abrupt drop in estrogen precipitates a 
bleeding phase. This is in conformity \\ith what is apparentty a general law, 
that so long as the endometrium is recehong a stead}' supplj' of its supporting 
hormone or hormones, either estrogen alone or, in the case of normal men- 
struation, estrogen supplemented bj' progesterone, it does not bleed. But 
when this endocrine support is rather abruptly cut off, bleeding follows after an 
inten'al of a varjnng number of days, depending chiefl}' on the duration and 
dosage of the estrogen influence. 

This, in anj' event, appears to be the generallj' accepted •view as to the al- 
teration of bleeding and non-bleeding phases, but it quite surety does not tell 
the whole storj'. Certainl}' the hormone effects cannot be expressed in anj' 
simple mathematical terms, because there must be nude variations in the degree 
of sensiti\-ity or refractoriness of indi-vidual ovaries to the gonadotrophic hor- 
mones, and of indi\'idual endometria to the ovarian hormones. 

There is, furthermore, no parallelism between the growth propensities and the 
bleeding propensities of the endometrium. In some cases the growth effect may 
be very striking, as expressed by extreme degrees of hyperplasia, and j'et mth 
little or no bleeding. In other cases the growth effect maj' be very slight, and 
the endometrium may even be atrophic, and stiff the patient maj' have profuse 
bleeding. This separateness of the growth and the bleeding reactions in the 
endometrium, to which various authors have called attention (Novak, Rock) 
is expressed in the common statement, undoubted!}' true, that abnormal bleeding 
can occur from an endometrium of any histological type. 

This latter statement includes not only ■wide variations in the degree of estrogen 
effect upon the endometrium, but can be extended also to the fairly numerous 
cases of functional bleeding in which the endometrium shows definite and 
sometimes very pronounced evidence of secretor}' reaction. In such cases, by 
all our accepted criteria, o^•ulation is occurring, in contrast with the larger group 
of metropathia hemorrhagica cases, in which oxTilation is ob%'iously in abeyance. 
In other words, the latter represent aberrations of ano^'ulator}' cycles, while 
those with secretor}' endometria represent disorders of the far more common 
O'V'ulatory cycles. 

ffhe fact that the relatively imcommon ano'^'ulator}' cycle is proportionately 
far more often ■thrown out of gear, so to speak, would seem to suggest that it is a 
more primitive and less stable type. Again, it is in the inaugural years of 
menstrual life, and, even more often, in the closing years of the function, that we 
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condition in the South American countries. It may be recalled that as far back' 
as 1882 Brenneclce had described the so-called endometritis ovarialsis, some of 
his cases being evidently those which we now designate as hyperplasia of the 
endometrium and which he correctly suggested might be due to the influence 
of the ovary. This, however, was long before we knew the ovary to have a 
hormone function, and it is Schroder whose thorough studies gave us our present 
concept of metropathia hemorrhagica, through the medium of his classical con- 
tribution on “Anatomische Studien zur normalen und pathologischen Phy- 
siologie des Menstruationszyklus.” (1915). 

By the correlated study of the endometrium and the ovaries in a large number 
of cases, he was able to demonstrate that the disorder is due to a failure of 
ovulation, with abnormally long persistence of the follicle, and TOth, of course, 
absence of the corpus luteum. It was later shown (Meyer) that instead of a 
single persisting follicle a considerable group of partially mature follicles might 
thus persist. Translated into endocrine parlance, there is in such cases an 
abnormally persistent influence on the endometrium of the follicular estrogen, 
producing the exaggerated growth picture which we call byperphsia. Nor, 
since progesterone is absent, is there any evidence of secretory nffect upon the 
endometrium. I once asked Schroder, when he visited me in Baltimore, How 
he was able to collect such a large number of uteri and ovaries for this study, 
since functional bleeding so rarely calls for radical operations. He told me that 
most of it was accumulated when he was an assistant in Rostock under Sarwey, 
whose treatment of such cases was far more radical than that generally em- , 
ployed then or now. 

Since this fundamental work of Schroder two important additions have been 
made to our knowledge of the mechanism of metropathia hemorrhagica. Both 
of the ovarian hormones have been isolated, so that it has been possible to attack 
the problem experimentally. By persistent dosage witli adequate, but not 
necessarily, very large amounts of estrogen it has been possible to produce 
t3rpical hyperplasia in previously castrated animals. Secondly, since the 
publication of Schroder’s paper in 1915 we have learned a great deal as to the 
domination of ovarian function by the anterior hypophysis, and as to the dua 
hormonal nature of this control, through the follicle stimulating and luteinizing 


gonodotrophic principles. w u i- 

The pioneers in this work were Smith and Engle in this country, and Zon e ' 
and Aschheim in Germany. Such investigations have indicated that tie 
metropathia hemorrhagica type of functional bleeding, and possibly others as 
well, are primarily of pituitary and not ovarian origin. I shall have occi^ion 
later to stress the bearing of this on the treatment of this disorder, which has been 
directed almost altogether to the secondary ovarian dysfunction, chie y 
we have achieved no adequate means of readjusting the underlying pi ui 
dysfunction. For that matter, it has not yet been possible to i^ a 
pituitary sex hormones, or to prepare extracts with any noteworthy 

human ovarian function. r nPnifarv-aonadal 

However, we have learned a good deal as to the nature of the p 3 
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metrorrhagia is also ver^’" common, as is a combination of the tnu (menometror- 
rha^). In the more severe cases the bleeding may be continuous over naany 
weeks or months. 'ftTiether menorrhagic or metrorrhagic, the bleeding e.vcess 
-may be of rather mild degree, but in other cases itjs so severe as to exsanguinate 
the patient, and it maj’’ even be fatal. 

TREATMENT 

In the first place, it is important to remember that there are many cases of the- 
milder forms of functional bleeding in which no treatment is called for, because 
they correct themselves spontaneous^. This is particularlj’- trae of the ano- 
mlatory bleeding so often seen at the two extremes of menstrual life. Many 
girls do not begin to omlate until manj’- months, or even several 3’^ears after the 
menarche, and, in the same waj’’, man5'' women cease oimlating a considerable 
time, even quite a number of j'^ears, before the menopause. 

Such anoimlator}’’ cycles maj’' be associated clincially with bleeding no freer 
than normal menstniation or showing so little prolongation or e.xcess that 
patients ma5'^ not seek medical admce. If they do they can be treated expect- 
ant. In the case of the j^ung girl with onl}’^ slight functional e.xcess, not 
sufficient to produce anemia, the initation of ovulation is likely to bring about the 
inauguration of entirely normal menstruation. Unfortunatelj’’ there are many 
cases in which the bleeding during the anovulatory phase is verj'- profuse, so that 
active measures of treatment, usuall3’- of endocrine nature, must be invoked. 

A similar statement can be made concerning the very common premenopausal 
t3T3e of functional bleeding. Slight excess, with no intermenstrual bleeding, 
can in the absence of an}’’ demonstrable anatomic lesion often be treated ex- 
pectantty, -ndth no direful result, and with no infringement of the general dictum 
that abnormal bleeding at this age epoch should be ^^ewed with suspicion., 
too often, however, the bleeding is profuse and not infrequentl3'’ prolonged, 
and under such conditions there should be no dela3'. Here we find probably our 
greatest field for diagnostic curettage, because at this age period functional 
bleeding comes into diagnostic competition vith other more serious lesions, such 
as adenocarcinoma and submucous m3mma. If no gross lesion of the pelvic 
organs exists, and the curettage 5-ields an3'^ type of benign proliferative en- 
dometrium, whether genuine h5q)erplasia or not, or if it reveals a benign secretor3’' 
picture, one is justified in considering the bleeding to be of functional nature, 
and to treat it according^. 

^ a not inconsiderable proportion of cases the curettage in itself appears to 
bring about an endocrine re-adjustment, so that subsequent menstruations are 
normal. This is particularl3^ true in women ver3^ close to the termination of 
menstrual life, and such women can often proceed for the short remaiiider of 
memtrual life Mth no further treatment. 

Unfortunatel3'-, however, and especiaU3' where the bleeding has been free and of 
eng duration, and where the patients are in the late thirties or earb' forties,the 
menstrual excess recurs after a variable period following the curettage. One 
must therefore resort to more active and more permanent measures, mvohdng 
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see the highest incidence of anovulatory cycles. It is not surprising, therefore, 
that it is at these two epochs that ive encounter the greatest frequency of func- 
tional bleeding of the metropathia hemorrhagica type. As a matter of fact, it 
would seem to me that a more expressive and simpler designation for this type 
would be anovulatory junctional bleeding, to distinguish it from the ovulatory 
variety, characterized b}'’ definite evidence of continuing ovulation. 

As to the mechanism of the latter type of bleeding, we are still in the dark. 
We can only speculate upon the possible influence of quantitative imbalances 
between the two ovarian hormones, just as we can in the case of primary dys- 
menorrhea, which is so characteristically associated with ovulatory rather than 
anovulatory cycles. But there are other possible factors, such as the role of the 
uterine musculature, or of the spiral arteriolar apparatus of the endometrium, or 
even of the vasomotor nerves. Nor can we exclude from consideration the 
differences in sensitivity or refractoriness, already alluded to, in the recipient 
tissues of the ovaries, pituitary and uterus to the hormone forces which are 
operative in the reproductive mechanism. 

The thyroid is frequently mentioned in the discussion of functional bleeding, 
but its association appears to be important in only a small proportion. Hy- 
pothyrodism is more likely to be associated with menstrual excess- than hy- 
perthyroidism, but there are many'' exceptions. For example, amenorrhea is a 
not infrequent symptom of thyroid deficiency. On the other hand, some time 
ago I saw a patient w'ho had been taking enormous doses of thyroid, 20 grains a 
day, with no toxic symptoms, although the hypotbyToidism, on the basis of 
metabolism rate and blood cholesterol, was of only moderate degree. When the 
dosage of thyroid was cut doira materially menorrhagia invariably developed. 
Little is knoivn as to the nature of the relation betiveen the thyroid and the 
gonads, although it is apparently'' a real one. Nor is there any explanation as to 
the paradoxical nature of this relationship, though one ivould suspect that the 
thyro-ovarian link-up is mediated through the pituitary, and the hormonal status 
of the latter might bring about' differences in the immediate effects upon t e 
reproductive cycle. . , 

The fact remains, however, that in the great majority of cases of functiona 
bleeding, there is neither clinical nor laboratory evidence of thyroid dysfunction, 
and that the thyroid therapy which many employ empirically is not usua y o 
much benefit. 


CLINICAL CHARACTERISTICS 

■ Not much need be said in this short review as to the clinical aspects of func 
tional bleeding, since these are familiar to all gynecologists.^ Its occurrence 
any stage of reproductive life, but especially at its extremes, is we 
the fact that by far the largest number of instances, probably more an 
cent are observed in the fifth decade of life, i. e. in the premenopausa 
While a number of statistical studies are available on this ^ , 

aMtional information of great value, ». that they n«d not be *seu^ h® 
Most characterically the abnormal bleeding is of menoirhagic yp , 
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excess of estrogen and a lack of progesterone, 'which was not to be made available 
for a number of years. 

But in the meantime the discover3'- of the pituitarj' domination of the ovary, 
already alluded to above, had led to intensive studies of the gonadotrophic 
principle in pregnancy urine. This substance, called prolan by Zondek, was 
found to have markedlj’- luteinizing effects upon the ovaries of mice and other 
laboratory animals, so that it was at first thought that its administration in 
eases of functional bleeding might lead to a similar lutemization in the human 
orarj’^, vith the production of progesterone and possiblj'- the control of the 
bleeding. Novak and Hind reported its emplojnnent in 58 patients, with ap- 
parently marked benefit in mansa It ivas soon found, however, that any 
benefit which might come from such treatment was not due to anj’- histologically 
demonstrable luteinization of the ovaries, nor has any verj’’ satisfactory ex- 
planation been presented since then. The emplojnnent of these chorionic 
gonadotrophic principles, however, has continued even to the present da3’’as one 
of the endocrine plans of treating functional bleeding, although it has been very 
largely superseded b3’^ other methods of organotherapeutic attack. 

With the availability of preparations of pure progesterone in the early 3’'ears 
of the preceding decade, it was hoped that the results of treatment might be 
greatly improved, since it is a lack of progesterone which appears to characterize 
this S 3 Tidrome. It caimot be said that these hopes have been fulfilled, although 
good results in at least a considerable proportion of cases have been reported by 
many writers (Allen and Heckel, Smith, Jones and Te Linde). The paper of 
Allen and Heckel, dealing chiefl3’’ wdth the treatment of functional bleeding in 
3’oung girls, reports cures in roughl3'' one third, improvement in one third, and 
no improvement in the re mainin g third, although the dosage employed was 
considerably larger than that in common use among practitioners, chiefly because 
of the e-xpense involved to the patient. Furthermore, it is difficult to evaluate 
the results of treatment in patients of this age group, because of the frequency of 
spontaneous cure, probably dependent upon the inauguration of oimlation after 
a preliminary phase of anoimlatory C3mles. 

Other authors report varying degrees of success with this plan of treatment, 
■which is certainly one that most of us would wish to resort to in many cases, 
b^ause of its simplicit3', safet3^ and convenience, especiall3'' where oral ad- 
ministration is used. Thevarious preparations of anhydrohydroxy progesterone, 
the form in which progesterone is given orall3q are undoubtedly potent, though at 
least 5 times the intramuscular dose is required, and the expense to the patient 
is not inconsiderable. 

The fact that the androgenic hormones, especially in the form of testosterone 
propionate, appear to exert a somewhat anti-estrogenic effect rather naturall3' 
led to their emplo3Tnent in the treatment of a disorder believed to be due to an 
excessive or imbalanced estrogen effect. This plan has achieved considerable 
popularity, in spite of the fact that some endocrinologists are rather bitterl3' 
opposed to it as unphysiological. Ajs a matter of fact, it is difficult in the 
present state of our knowledge to be sure w'hich methods are physiological and 
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either abolition of the ovarian function by radiotherpay or, under certain 
conditions, hysterectomy. Gynecologists will differ somewhat in their opinions 
as to^ the age at which radiotherapy in sterilization dosage is justified, and the 
decision in border-line cases is often based on the individual circumstances of the 
case. There will be no division of opinion in the case of women of 45 and 
over, and in my omi judgment the radiotherapeutic plan is usually the safer and 
Yviser one in most ivomen over 40. Ermn in the older group, hoYvever, I Yvould 
select hysterectomy if there is any other indication for laparotomy, such as a 
ventral hernia or a recurrent appendicitis. 

In the case of ivomen in the late thirties, and in not a few of those in the very 
early forties, hysterectomy will appear to most gynecologists as the Yviser plan. 
In most cases, howeimr, one would prefer, if all simpler measures fail, and the ■ 
bleeding is a serious problem, in the cases of recurrent bleeding at border-line 
ages, to resort to organotherapy along such lines as have been discussed above. 

In the pre-endocrine days, when functional bleeding was still spoken of as 
'■idiopathic”, the chief reliance ivas placed upon such drugs as ergot and hy- 
drastis, with curettage when drugs were unsuccessful, and hysterectomy if 
bleeding recurred after curettage. Aside from such general measures as rest 
and bematinics (this ivas before the days of transfusion), this about represented 
the available armamentarium of treatment. It is true that other measures were 
suggested from time to time, such as atmocausis, the intrauterine application of 
zinc chloride (Boldt, Mayo) or formah’n, but, probably fortunately, these did 
not achieve vdde vogue. 

The use of radium and X-ray in the treatment of functional bleeding seems to 
have been an offshoot of the application of these methods in the treatment of 
uterine fibroids. The very first effort in this field, using X-rays, is said by Kelly 
and Bumamto have been made in 1903 by William James Morton, while the same 
authors state that radium for the same purpose was first employed in 1906 by 
Oudin and Verch^re. To Ifronig and Gauss (1912) must go the chief credit for 
the popularization of radiotherapy for myoma, with rapid extension to the 
treatment of benign uterine hemorrhages. 


ENDOCRINE THERAPY 


Before the discovery of the ovarian hormones there was a vide spread Ymgue 
for the treatment of functional bleeding by the ovarian and corpus lutemn 
preparations then available, though ive now know that they were all practical 5 
inert. After the publication of Schroder’s Yvork it was especially the corp^ 
luteum preparations which Yvere employed. The empirical use of thyroi 
preparations YY’-as also quite popular, YY'hile the posterior lobe pituitary- prepa- 
rations, 'after their introduction into obstetrical practice, Yvere also not m re 
quently used for functional bleeding because of this effect upon the uterine 


msculature. _ x 

It was not long after the isolation of the estrogenic hormone that P 
strogenic principles became available commercially, but no one thought le 
I apply them to the treatment of a disorder believed to be due to a re a i' 
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excess of estrogen and a lack of progesterone, whicli was not to be made available 
for a number of j'cars. 

But in the meantime the discovery of the pituitary domination of the ovar3', 
alreadj’ alluded to above, had led to intensive studies of the gonadotrophic 
principle in pregnancj’’ urine. Tliis substance, called prolan bj’^ Zondek, was 
found to have markedl}' luteinizing effects upon the ovaries of mice and other 
laboratorj' animals, so that it was at first thought that its administration in 
cases of functional bleeding might lead to a similar luteinization in the human 
ovarj', with the production of progesterone and possibl3>- the control of the 
bleeding. Novak and Hurd reported its emplo3'ment in 58 patients, with ap- 
parentb' marked benefit in mnn3’. It was soon found, however, that an3' 
benefit which might come from such treatment was not due to an3’- histologically 
demonstrable luteinization of the ovaries, nor has any ver3" satisfactory e.v 
planation been presented since then. Tlic emplo3Tnent of these chorionic 
gonadotrophic principles, however, has continued even to the present da3’^as one 
of the endocrine plans of treating functional bleeding, although it has been ver3’' 
largely superseded b3* other methods of organotherapeutic attack. 

With the availabilit3' of preparations of pure progesterone in the earl3’' 3'ears 
of the preceding decade, it was hoped that the results of treatment might be 
greatly improved, since it is a lack of progesterone which appears to characterize 
this S 3 TKlrorae. It cannot be said that these hopes have been fulfilled, although 
good results in at least a considerable proportion of cases have been reported b3’ 
nian3’- writers (Allen and Heckel, Smith, Jones and Te Linde). The paper of 
Allen and Heckel, dealing chiefl3’’ with the treatment of functional bleeding in 
young girls, reports cures in roughl3’’ one third, improvement in one third, and 
no improvement in the remaining third, although the dosage emplo3’'ed was 
considerably larger than that in common use among practitioners, chie 93 ’’ because 
of the e-xpense involved to the patient. Furthermore, it is difficult to evaluate 
the results of treatment in patients of this age group, because of the frequenc3’' of 
spontaneous cure, probably dependent upon the inauguration of ovulation after 
a preliminary phase of ano\nilator3’' cycles. 

Other authors report var3'ing degrees of success with this plan of treatment, 
which is certainl3’^ one that most of us would wish to resort to in many cases, 
because of its simplicit3^, safet3’' and convenience, especiall3’' w’here oral ad- 
mmistration is used. The various preparations of anhydroh3''droxy progesterone, 
the form in which progesterone is given orally, are undoubtedly potent, though at 
least 5 times the intramuscular dose is required, and the expense to the patient 
is not inconsiderable. 

The fact that the androgenic hormones, especiall3’’ in the form of testosterone 
propionate, appear to exert a somewhat anti-estrogenic effect rather naturall3' 
led to their employment in the treatment of a disorder believed to be due to an 
excessive or imbalanced estrogen effect. This plan has achieved considerable 
Popularit3’-, in spite of the fact that some endocrinologists are rather bitterly 
opposed to it as unphysiological. As a matter of fact, it is difficult in the 
present state of our knowledge to be sure which methods are physiological and 
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which unphysiological. A few seem to think that the injection of the male- 
hormone is more or Jess contaminating, forgetting that during the reproductive 
epoch the woman normally exiiibits a blood curve of androgenic hormone not 
imlike that of estrogen. Though no definite role for this hormone in reproductive 
life has been demonstrated, it is not impossible that it may have one. I mention 
these things because I am one of those who are not horror-struck by the use of 
this therapeutic plan, which in my hands and that of many others, has been more 
frequently helpful than progesterone. 

The consideration which has limited its emplo 3 Tnent more than any other is 
the fact that when pushed too vigorously or too long testosterone will un- 
doubtedly bring about hirsutism and other masculinization manifestations. 
These, however, do not occur when the dosage is kept below 200 mg. a month, 
and personally I rarely employ more than 150 mg. As a matter of fact I have 
never seen unpleasant sequelae udth such doses, nor do any seem to be reported in 
the hterature. If they did occur even %vith modest doses, there would be no 
justification for this method of therapy. In the more moderate forms of func- 
tional bleeding in young girls I prefer to try progesterone therapy, but in older 
patients, and especially when progesterone has been found ineffective, I do not 
hesitate to employ testosterone, usually in an intramuscular dosage of 10 mg. 
three times a week. I have felt justified in injecting this personal appraisal, be- 
cause I believe it to represent a fair and safe compromise between the extremists 


on either side of the question. 

Until recent years, as already mentioned, the estrogens were rarely resorted to 
in the treatment of functional bleeding. It was generally thought, as it still is, 
that the bleeding phases occurred w^hen the estrogen level dropped below a cer- 
tain point which quite surely differs very widely in different individuals and 
different species. It seemed logical enough to believe that by raising this 
estrogen level the bleeding might be checked at least temporarily, and many of 
us for many years have at times resorted to this plan. On the other hand, wth 
the cessation of estrogen therapy recurrence of the bleeding might be expected. 
Karnaky has for a good many years urged the employment of very large estrogen 


dosage in the control of uterine bleeding, and it is probably fair to say that many 
of his tenets as to dosage, and as to extension of this plan to the bleeding o 
myoma and the management of threatened abortion, have not won the favor o 
conservative gynecologists. On the other hand, he deserves the chief credit, it 
seems to me, for extending the emplo 3 Tnent of estrogenic therapy for functiona 
bleeding. As in so many other fields, it often takes an extremist to work re- 
forms, and, while it certainly has sharp limitations, the employment of estrogens 
now occupies a definite place in the management of functional bleeding. 

It can be carried out in various rvays. The simplest plan, in the case o 
bleeding knonm to be of functional nature, is to give a daily large oral dosage, 
ordinarily 8 to 10 mg. of diethyl-stilbestrol until the bleeding is checke , as i 
•will often be within a very few days. If the stilbestrol, to use the conmon 
commercial designation, be then suddenly stopped, bleedmg is likely to ’ 

but if the -withdrawal is gradual, lessening the dose 1 or 2 mg. a day, 
t O return, or at most only . slight bleeding. ■With the return of nnolher 
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bleeding phase which continues more than a reasonable number of days, or is 
verj' profuse, the large doses of stilbestrol are again resumed, with later decrease 
as described above. 

In the milder forms of functional bleeding, this simple plan will often tide the 
patient over until the hoped for endocrine re-adjustment occurs, as it not in- 
frequent!}' does. Tlie stilbestrol in such cases exerts its hemostatic effect bj' 
correcting the low* estrogen level which is apparentl3* the immediate cause of the 
bleeding. Nor are the rather large doses emploj'^ed in anj' waj*^ harmful, although 
a certain proportion of patients, probabb’^ 10 to 15 per cent, cannot tolerate 
them because of unpleasant side effects, such as nausea and vomiting. If such 
effects are encountered, the natural hormones may be used in correspondingly 
large hj-podermic or oral doses, or, more often, one of the other oral estrogens 
smy he emplo3md, such as hexcstrol, preraarin, benzestrol or ethinyl estradiol 
{estin3i). 

Such treatment, helpful as it often is, is superficial in the sense that it is 
directed toward the immediate ovarian d3’'sfunction rather than to the imderl3’ing 
pituitar3'- disorder, although in some cases the latter appears to right itself, 
whether spontaneousl3’^ or as a result of the treatment. Hamblen and Smith are 
warm advocates of c3’'clic methods of treatment, eraplo3ing the estrogen and 
progesterone, feeling that these offer a better chance of inducing a re-adjustment 
of pituitar3’- function. Hamblen, after preliminar3’ control by large doses (6 
mg.) of dieth3d-stilbestrol, somewhat after the plan above mentioned, keeps up 
the dosage for 20 da3’’s. Its withdrawal is follow*ed b3’’ bleeding after an inter\*al 
of 1 to 5 da3’'s. On the fifth da3'’ of this withdrawal bleeding 3 mg. of dieth3d- 
stilbestrol is begun again in dail3’’ doses for 20 da3's, with a third c3’-cle of stil- 
bestrol later, somewhat according to the same plan. On the fifth da3>’ of the 
withdrawal bleeding following the third C3’-cle of estrogen therapy, 3 mg. doses 
of stilbestrol are again started and kept up for 20 da3's, but during the last 10 
days of this series 10 mg. of progesterone is given intramuscularl3'’ ever3' day or 
30 or 40 mg. of anh3’-dro-h3’-droxy-progesterone are given oralty and daily. 
For patients who fail to respond to this plan he suggests a trial of what he calls 
one-two cyclic gonadotrophin therap3% invohing dails’' injections of 400 units 
of equine gonadotrophin from the 5th to the 14th da3's of the cycle, follow'ed from 
the loth to the 24th days by dads'- intramuscular injections of chorionic gonado- 
trophin. 

It is ob-vdous that the expense of such treatment will make it prohibitive to 
most patients, w’hile the inconvenience of dads'- injections for long periods of time 
wall make many feel that the remeds' is worse than the disease, especialls'- as there 
IS no certainty of benefit. Nor does the supposed rationale of this elaborate 
plan appear to aU of us as unimpeachable. It appears to be based on the con- 
cept that either by ovarian or gonadotrophic theraps* it is possible to beat the 
pituitary into a sort of cs’-clical submission, a very imcertain hope with a sick and 
poorly reacting gland. It would seem just as logical to tr3^ to convert anormla- 
tor3* into mmlatory cycles b3' the simple e.xpedient of supplements 1-3* progesterone 
therapy, a rather fatuous ambition in the present state of oiu- knowledge. 

The objections e.vpressed above to Hamblen’s plan appl5' also to the elaborate 
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and expensive ritual outlined by Smith, especially in the case of w^omen who have 
more or less continuous bleeding. He recommends that “10 mg. of progesterone 
and 1 mg. of estradiol should be injected on the first day of treatment and 10 
mg. of progesterone daily for the next 4 days. The bleeding vdll probably be 
controlled by the treatment, and a fairly normal period ivill occur 2 to 4 days 
later. Counting the beginning of this period as the first day, the same course of 
injections is repeated beginning on the twenty-first day. This course of treat- 
ment should be given at least tivice, and may be repeated again after an interval 
if there is any recurrence of excessive bleeding. If the bleeding is profuse the 
daily dosage of progesterone is increased to 50 mg., reducing the dose as the 
bleeding becomes less, but continuing injections for at least 5 days or longer if 
necessaiy to control the bleeding.” Pollmving this formidable and highly ex- 
pensive preliminary treatment, cyclic therapy is then begun. Even if the plan 
were always successful, which it is is not, I cannot conceive that many patients 
would be ivilling to submit to it, especially if they have to pay for all the pro- 
gesterone employed. Nor do I think it any more effective than some of the 
plans discussed previously in this review. For that matter, in the occasional 
very intractable case, I would prefer to resort, if necessary, to an occasional 
curettage, especially as this can be so readily performed without hospitalization 
and with no anesthesia where the suction curettage is done, or wth a light 
sodium pentothal anesthesia if the customary technique is employed. Almost 
always this is followed by at least temporary relief from the bleeding. 

All the methods thus far discussed are directed largely to the ovarian man- 
ifestations of a disorder involving the pituitary, ivith the hope that the latter will 
be indirectly influenced by the ovarian therapy. A more direct pituitaryap- 
proach is attempted by the employment of the various gonadotropic preparations 
which have been employed, such as the equine gonadotropic principle, or, as pre- 
viously mentioned, the chorionic gonadotropic hormone. I do not believe 
that any one will maintain that, thus far, these have yielded any conspicuously 


good results. 

The fact remains, however, that of all the numerous cases of functional bleeding 
encountered by every gynecologist there is only a small proportion ivhich are so 
severe and so intractable that more radical measures, such as light radiotherapy 


in small dosage or even hysterectomy, have to be thought of. 

Certainly there would be little reason to criticize the employment of g 
radium dosage, not exceeding a few hundred mg. hours, in the occasional patien 
of the younger group who has proved intractable to more conservative m^sures, 
but the plan is not without hazard, as some ovaries are singularly sensitive o 
even light radium dosage, and even permanent abolition of the function may 
ensue. Other ovaries, on the other hand, are quite resistant, so that the e e 
of the mild doses ordinarily considered safe is difficult to predict. t ° 
lections have been urged, such as the possible effect of such therapy 
sequent generations of ova, although it must be admitted that the , 

SI poW is not by any n.«.„s convincing. In general, 
aists will look upon radiotherapy in young ivomen as a method not to o 
to unless the various plans of endocrine therapy have proved ineffective. 
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By one method or another of those discussed, or b3' some combination of 
methods, the lot of almost all patients can be made tolerable until the hoped for 
endocrine re-adjustment takes place, as it does in the great majority of cases. 
Mj' onm plan, and I think it a wise ps3'chological approach, is to explain to a 
patient the difBeulties and uncertainities of our present-da3'- methods, and the 
possibility that she ma3' be in for a career of disagreeable bleeding and therap3r 
of unpredictable length, but to encourage her b3’- urging that sooner or later, 
perhaps ndthin a few months, but perhaps not for several years, she has an ex- 
cellent chance of becoming cssentiall3’’ normal. With such explanations the 
patient is likety to be cooperative in treatment, appreciating the desire of the 
doctor to cure her without resort to radical procedures. 

I need not here elaborate on the fact that whatever method of treatment is 
emplo3’-ed for the disorder itself, general measures are not to be neglected. In 
the milder forms anemia ma3’’ not be a problem, but in those of more severe grade 
it alwa3"s is, so that hematinics and transfusions are often indicated, ’\\lien 
transfusion is done, it is a great advantage, when it is practicable, to use blood 
from a pregnant woman because of its high gonadotropic content. This is of 
double value, not onl3' making up tlie blood loss, but haidng a beneficial effect 
upon the bleeding. 

There are still other methods of treatment of functional bleeding which I have 
not discussed, such as the emplo3’ment of insulin, mammai^’’ e-xtracts, prolactin, 
^dtanlin K. vitamin B. or vdtamin C. but the occasional reports of good results 
are so uncritical and unimpressive that it does not seem worthwhile to do more 
than mention them. 
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FUNCTIONAL RELATION BETI\U5EN THE UTERUS ^LND THE 

CORPUS LUTELUM 

J, P. Chu and S. S. Y’ou 
.1. Endocrinol., 4: 392-398, 1946 

Loeb, in 1923, found that bj'sterectomy in the guinea-pig causes a marked pro- 
longation of the life of the corpus luteum, and e.\-plained his results US’- assuming 
that the uterine endometrium may secrete a certain hormone-like substance 
rrhicb shortens the life of the corpus luteum. In the pregnant rabbit, hysterec- 
tomy during the first half of pregnancy shortens the life of the corpus luteum, 
and operation performed at a late stage of pregnancy initiates a precipitous de- 
crease in size of the corpora lutea. The question whether or not the corpora 
lutea in pregnant and pseudopregnant conditions are regulated by the same 
mechanism requires further studj'. 

In the present investigation, rabbits were divided into 7 groups. (1) Pseudo- 
pregnant rabbits were hysterectomized at various inteia-als after mating. (2) 
Hysterectomized-pseudopregnant animals were gi\'en auto-transplants of the 
uterus. (3) Intact pseudopregnant rabbits were given injections of estrogen. 
(4) Pregnant rabbits were hysterectomized at various stages of gestation. (5) 
Transplants of placenta were made in hysterectomized-pregnant animals. (6) 
Extirpation of the placenta was performed in pregnant rabbits leaAdng the uterus 
intact. (7) Pregnant rabbits were injected with estrogen after they had been 
hj'sterectomized. The smadval periods of the corpora lutea in all the e.xpei’- 
imental animals were carefully determined by laparotomy. The results are 
outlined below in respect to each of the above-listed groups of animals. 

Group 1. The survival period of the corpora lutea in pseudopregnant rabbits 
was lengthened by about 11 days more than average following hJrsterectom3^ 

Group 2. Auto-transplantation of the uterus in hysterectomized-pseudo- 
pregnant rabbits shortened the life of the corpora lutea approximately to that 
of normal pseudopregnancy. 

Group 3. If the regression of the corpora lutea in pseudopregnant animals is 
due to a gradual decrease in estrogen concentration, then an increase should 
prevent the regression. It was found that mth one mg. of estrone daily, the 
corpora lutea could be adequately maintained as long as the injections lasted, 
and a complete regression of the corpora lutea occun-ed 3 or 4 days after in- 
jections were stopped. 

Group 4. The removal of the uterus together with the uterine contents m 
pregnant animals causes a shortening of the functional life of the corpora lutea, 
no corpora survRung as long as those of normal pregnancy. These results sug- 
gest that the mechanism of functional regulation of the corpus luteum in preg- 
iiant animals is different from that in pseudopregnancy. 
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one of tbc clearest demonstrations of this hepatic function. In the present 
paper the authors describe the estrogenic eiTects of stilbestrol and estrone in rats 
whose enterohepatic circulation was interrupted by severing their bile ducts. 

The estrogens used for this study were estrone and stilbestrol; the dosage was 
one mg. dissolved in peanut oil given at a single injection either intraperitoneall 3 ’’ 
or subcutaneousl^^ Estrus was determined dailj' bj*^ vaginal lavage. The rats 
used in the experiments had the bile ducts severed and the ovaries removed. 
The controls were merel}' oophorectomized. 

The estrogenic effect of stilbestrol was as usual more prolonged than that ob- 
tained with a similar amount of estrone. Wlien the enterohepatic circulation of 
estrogens was eliminated by severing the bile duct the estrogenic effects of estrone 
and stdbestrol were definitelj' prolonged. Since the result of cutting the bile 
duct was to prolong estrus, it seems emdent that the enterohepatic circulation of 
stilbestrol does not accoimt for the known long-lasting effect of this estrogen. 

After the bile duct was severed, both estrone and stilbestrol were especially’’ 
prolonged in action following subcutaneous injections. The authors believe 
that this implies delaj’ed absorption, rather than delajmd destruction of these 
estrogens by the liver. 

(It appears to be definitely established that the liver is instrumental in the destruction 
of the estrogens, and this is supported by the experiments of the authors. Aside from this, 
however, thej' seem to indicate that the more prolonged estrogenic effect of stilbestrol is 
not due to any lesser degree of destruction of this substance by the liver. — Ed.) 


the stiimulating action of estrogen on release of 

LUTEINIZING HORMONE 

A. A. HELLBAtFM AND R. O. GrEEP 
Federation Proc., 6: 182-183, 1946 

The pituitaries of adult female rats, under normal estrogen influence, stim- 
ulate moderate luteinization in normal and hypophysectomized recipients. On 
the other hand, the pituitaries of adult female rats whose estrogen influence has 
been removed by oophorectomy, stimulate extensive luteinization of the re- 
cipient ovaries. This indicates that the luteinizing factor is not liberated in the 
absence of estrogen, but remains stored -within the pituitary’^ gland. 

That estrogen releases the luteinizing factor is also suggested by the type of 
response produced by pituitaries from oophorectomized adult female rats which 
ba-ve been injected -with estradiol benzoate daily for 30 to 45 days. The pitui- 
taries of these animals stimulate follicular der’^elopment but no corpora lutea, the 
uteinizing factor having been removed under the influence of the estrogen 
treatment. 
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Group 5. In vie^v of the findings in the above group of animals, it is evident 
that some tissue Avithin the uterus must be responsible for maintenance of the 
corpora lutea in pregnancy, and it is probable that the placenta may be the organ 
concerned. When hysterectomized-pregnant rabbits received placental im- 
plants, the life of the corpora lutea Avas much lengthened, being maintained as 
long as in normal pregnancy. 

Group 6. To obtain a clearer demonstration of the possibility that the placenta 
provides a stimulus for the maintenance of the corpus luteum, the placentae of 
pregnant rabbits AA^ere removed, leaAung the uterus intact. The corpora lutea 
shoAA^ed a close sumlarity to those observed in the hysterectomized-pregnant 
animals. 

Group 7. It Avas found that the corpus luteum in pregnant rabbits is sensitive 
to the administration of estrogen as it is in pseudopregnant animals. Thus, the 
corpora lutea of hysterectomized-pregnant rabbits Avere Avell maintained AAnth 
one mg. of estrone daily, and completely regressed one Aveek after stopping the , 
injections. 

These experiments suggest that the substance produced by the placental tissue 
AAhich apparently maintains the corpus luteum in pregnancy is of the nature of 
an estrogen. The authors believe that estrogen may be the common factor for 
the maintenance of the corpus luteum in both pregnant and pseudopregnant 
conditions. This hypothesis is handicapped by the fact that the presence of 
estrogenic hormones in the placental tissue of the rabbit has not been demon- 
strated. 


(That some sort of interrelationship e.vists bet«A'een the ovary and the uterus, other than 
the knoAvn effects of the ovarian hormones upon the latter, has long been believed by many 
gynecologists. Even an endometrial or uterine hormone has been postulated by some, but 
in spite of considerable e.xperimental study, its existence has never been demonstrate . 
There are a number of clinical facts which suggest a reciprocal relationship between t e 
two organs. For example, vasomotor phenomena are not infrequently seen after hys- 
terectomy even if the ovaries are conserved, though usually much less severe an ess 
prolonged than if both ovaries are removed. 

The paper of Chu and You is concerned with this interrelationship during 
and confirms its existence. It is of interest to note that it is to estrogen, as is proba y r 
in the non-pregnant animal, that they ascribe the role of maintaining the corpus lu 
pregnancy, rather than to the chorionic gonadotrophic hormone, which some have t oug 
be more important in tliis connection. — ^Ed.) 


ENTEROHEPATIC CIRCULATION OF OESTROGENS 

F. E. Emery and H. E. Joyce ■ 

J, Endocrinol., 4: 371-374, 1946 

Strong evidence has been presented in the literature that the hver ® [ 

activity of estrogens, the inactivation of estrogens by isolated hver tissue being 
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THE OIL\L USE OF HEXESTROL FOR ESTROGEN DEFICIENCY 

Floyd E. ILvrdixg 

Am. J. Obst. & G)Tiec., 61: G60-665, 1946 

Ninety patients suffering from the menopausal sjudrome n-ere treated wth 
Iiexestrol in order that a clinical comparison might be made Ydth other orally 
administered natural and sjmthetic estrogens. The hexestrol used in this study 
consisted of imcoated 0.2 mg., 1 mg. and 3 mg. tablets. The efficacy of treat- 
ment wth hexestrol was judged bj' the amount of clinical improvement obser\'ed, 
particularlj'^ bj' the duration, frequency and intensity of hot flushes. 

Of the 90 patients treated vith hcx'estrol, 32 patients had natural menopause, 
25 had artificial menopause and 33 had other conditions and an associated 
ovarian deficiency. 

Satisfactorj’- results were obtained vith hexestrol in all instances; the average 
patient in this series required 1 to 2 mg. doses per day. Some patients required 
a larger dose, while others were relieved ’«ith 0.5 mg. There was a low incidence 
of toxic reactions (3 to 6 per cent) mthout apparent permanent harm from the 
dosages used. The severity of unfavorable effects depended upon the dosage 
administered. The tablets were used also as a therapeutic test to help dif- 
ferentiate estrogen deficienc 3 '' from other conditions. 

Hexestrol shared m'th diethjdstUbestrol the advantage of being ine.xpensive. 
The author suggests that this sjmthetic estrogenic substance would be more 
efficacious for the treatment of some patients than diethjdstilbestrol. 

A comparison with 3 other oralty administered substances showed that the 
undesirable effects upon menstruation were less frequent vrith he.xestrol therapj'' 
than vith the other 3 substances. 

(A great many comparative studies of this sort have been published , with not a great deal 
of difference in result. Everj'one is agreed that diethyl-stilbestrol is effective, but that 
a certain proportion, probably' 10 to 15 per cent, of patients cannot take it because of 
unpleasant toxic symptoms. Hexestrol is likewise effective, with probably' a somewhat 
lesser proportion of unpleasant side effects, although approximately' twice as large a dose 
IS required as with stilbestrol. A considerable number of other effective oral estrogens are 
available, such as ethinyl estradiol, premarin, benzestrol, etc. — Ed.) 


' PROGESTERONE THERAPY IN UTERINE FIBROMYOhIA 

Aubrey' L. Goodman 
J. Clin. Endocrinol., 6: 402-408, 1946 

The present study is based on the work of Lipschiitz and his co-workers who, 
postulating that progesterone produced in the body' may react sjmergistically 
Yuth estrogen on the uterine mucosa but also have an antagonistic action, in- 
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(These experiments bear out the general concept that the pituitary function is of the 
so-called one-Uvo type, as is true also of the ovaries. Moreover, they seem to confirm the 
idea that the luteinizing factor is motivated by the increasing estrogen production. In- 
cidentally , it is this special phase of the pituitary cycle, where there is considerable follicle- 
ripening factor and just a “pinch ” of the luteinizing principle, which is believed to cal! forth 
ovulation in the ovary. — Ed.) 


PEACTICAL GYNECOLOGICAL ENDOCRINOLOGY 

E. Stewart Taylor 
Rocky Mountain M. J., 43: 292-299, 1946 

The author presents a short review of the female hormones, gives an outline for 
the practice of office gynecology and clarifies the correct place of the various 
trade-name hormones in this scheme. At the end of the article there appears a 
chart which gives the scientific name and use of the various hormone drugs, their 
proprietary label and their manufacturer. 

Practical application of the various hormones is outlined for the folloiring 
problems; gonorrheal vaginitis, senile vaginitis, dysmenorrhea, threatened or 
habitual abortions, sterility, functional uterine bleeding, menstrual headaches, 
premenstrual tension, primarj'^ and secondary amenorrhea and hj’pomenorrhea, 
premenstrual sore breasts, chronic cystic mastitis, frigidity, menopause and 
inhibition of lactation. 

From the present discussion it may be deduced that estrogenic substances arc 
the most dependable and most vudely used of the hormonal preparations. 
Estradiol is the compound found in ovarian follicular fluid. Estrone and estrial 
are excretory products of estradiol, found in the pregnancy urine. Estradiol 
benzoate and estradiol dipropionate have similar action to estradiol, estrone 
and estriol, except that they are much more potent and more prolonged in action. 
When quick, short-lived results are desired, one should choose estrone. Oral 
preparations of the natural estrogens need to be given in 5 times the dosage that 
is required of the hypodermic preparations. The estradiol benzoate and es- 
tradiol di-propionate are synthetic estrogens. 

Authorities warn of possible carcinogenic effects of estrogens and estrogen 
active substances such as stilbestrol. The author states that surely those 
patients who have had, or have cancer, should never be given estrogens- or 
stilbestrol. If hormones are used when indicated and in the dosages out me 
in this paper, the carcinogenic activity need not be feared. Prolonged a m'” 
istration of estrogen or stilbestrol in large quantities is to be condemne 

(A satisfactory brief review of a broad field.— -Ed.) 
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foUow-up, but probably also proved to be pregnant. In 42 instances menstru- 
ation followed the Prostigmin injections and in none of them did evidence of 
pregnancy develop subsequentlj'. Tidrile these data are not extensive, they 
suggest that Prostigmin as a diagnostic agent for pregnancy may be depended 
upon for an accuracj" of almost 100 per cent. The procedme was found simple 
and ine.xpensive. The concurrent use of other common “biological” tests is 
indicated in onlj' a verj' small number of boderline cases. 

(There have been a large number of reports on the prostigmin pregnancy test in recent 
j'ears, some pro and some con. The proportion of the latter, however, is sufficiently great 
to have placed it for the present in a plane of accuracy definitely below that of the Friedman, 
Ascheim-Zondek and Hogben tests. It is certainly simple and inexpensive, and if the 
universal experience were that it is almost 100 per cent accurate, as the author found in his 
series of 56 eases, it would no doubt have achieved far wider employment than it has. Fur- 
ther observations over the next few years will probablj- crystallize its status more sharply 
than is possible as yet. — Ed.) 


OBESE THYROPITUITARY DEFICIENfTiT IN THE FEMALE 
R.VLPH G. BoNIXtE 

M. Clin. North America, 30: 683-706, 1946 

In this paper the author presents his clinical obsen^ations during a 5-year 
period while treating a group of individuals who complained chieflj’’ of obesity 
and symptoms related to th 5 Topituitarj’^ deficiency, and the conclusions drawn 
from that treatment. 

Obese thyropituitary deficiency is characterized by a uniform triad of signs 
and symptoms which include obesity, menstrual cfisturbances (hjTJOgonadism) 
and symptoms of pituitary deficiencj’^. The obesity may be slight, the genital 
mvolvement may be difficult to evaluate and the associated symptoms may be 
masked by degree, by temperament, by the compensatory mechanisms of the 
body, and by a total lack of unifomaity. The present report concerns 52 female 
patients wbo were selected for presentation because they illustrate gonadotropic 
response (menstrual phenomena). Except for this demonstrability, similar 
results w'ere obtained in males and females of all types and ages. 

The patients in the present series all were within the age limits wben full 
ovarian function is to be expected. Most of the patients exhibited the typical 
pituitary fat distribution described by Goldzieher, Hamblen, and Beck, and 
others. The patients w'ere divided into 4 groups according to menstrual dis- 
orders, and wffiere there were dual characteristics, the more common decided in 
which group the patient was classified. Eleven patients suffered from dj’'s- 
menorrhea, 13 patients from amenorrhea, 20 patients from hypomenorrhea and 
oligomenorrhea, and 8 patients from hypermenorrhea and poljTnenorrhea. The 
menstmal disturbances were accompanied bj’’ numerous miscellaneous symptoms 
mclu^g headache, fatigability, somnolence, emotional instability, mental 
sluggishness, dyspnea, precordial pain, backache, nocturia, polydypaa, poly- 
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i^estigated the pieventive action of several steroids, including progesterone, upon 
experimentally produced fibroids in the guinea pig. They observed that the 
fibroids decreased and disappeared Rdth this therapy. 

Seven patients having fibromata uteri, clinically diagnosed, were treated by 
injections of progesterone. A decrease in size of the tumor or of the uterus was 
observed in all cases. 

All of these patients were charity cases, and none has returned for follow-up 
study since the relief of symptoms; thus, it is emphasized that the author does 
not claim a final therapeutic effect of progesterone in fibromyomata. Neither is 
progesterone offered as a substitute for the presently accepted methods of sur- 
gical or radiation therapy of fibromyoma. This paper aims simply to encourage 
further investigation of the possible therapeutic value of progesterone treatment 
in such conditions. 

(I do not believe that there is any sound basis for this plan of therapy, or tliat the e.\- 
perimental studies of Lipschutz and his co-workers offer any justification for its employ- 
ment in the human. The tumors produced in guinea pigs by estrogen administration are 
not myomas but fibromas, nor do they occur in the uterus but rather in the connective 
tissues of both the pelvis and the general abdomen. They are not true tumors, since they 
disappear after the estrogen is withdrawn, or after administration of progesterone. But 
this, as far as I can see, has nothing to do with tlie etiology of uterine myoma, as Lipschiltz 
himself was only too ready to concede when I discussed the matter with him on the occasion 
of his visit to this country some years ago. Moreover, with a large proportion of uterine 
myomas, probably the majority, ovulation occurs quite normally, as is not infrequently 
attested by the occurrence of pregnancy. The tumors, in other words, may continue to 
grow even though the patient’s corpora lutea are supplying her with progesterone. The 
author will have to produce much more evidence than his impressions of a possible effect 
in 7 cases, especially since his premise seems so unsound. — Ed.) 


CLINICAL USE OF PROSTIGMIN AS AN IDEAL OFFICE PROCEDURE 
IN DETERMINING PREGNANCY 

Adolph L. Natenshon 
West. J. Surg., 64: 149-152, 1946 

Tlie present study comprises 56 patients in whom prostigmin was employed 
as a test for determining pregnanC3\ None of these patients had any e ni e 
pelvic pathology, nor was the test used in women with signs or symp o™ 
suggesting the menopause. The Friedman test, or some similar procedure, ua 
used supplementally in questionable ectopic pregnancies, postpartum c ay 
beginning menopause and in other cases with irregular menstrual . , 

suspected pelvic abnormality. Each patient received 1 cc. of Prostigmin Me 
sulfate 1:2000 intramuscularlj'^ on each of 3 successive days. ® . 

carried out in 61 instances. In 19 instances a positive result was obtame , ■ 
“Ltmato did enaae, and all bn. 3 ot tha patients are too™ 
undergone delivery or abortion. The 3 patients in question neve 
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that the incidence of uterine atrophy in 3000 labors and puerpera was not more 
than one per cent. According to the literature, the patient’s chief complaint is 
not the amenorrhea, despite tlie fact that breast feeding has been discontinued 
for several months, but she complains of abdominal pam, sensations of active 
movement in the abdomen, backache and hysterical manifestations. Usually 
there are no inflamma tory clianges, but atrophy of the uterus and cer\i,v are 
present. In the majority of cases the ovaries are small and atrophic. Frommel 
recommended prophjdaxis against numerous successive pregnancies, detection 
of the abnormal involution early in the puerperium, followed by immediate 
weaning of the infant. In regard to therapy, he suggested improved nutrition, 
hot sitz baths, insertion of pessaries to irritate the uterus and correction of 
anenuas. 

The author presents the case of a 28 year old woman who was first seen on 
March 20, 1944, complaining of amenorrhea uith continued lactation since the 
birth of her only child on December 28, 1942. She also complained of general- 
ized malaise and vague lower abdominal pains. 

Physical examination revealed a small, undernourished Negro woman from 
whose nipples milk could easily be expressed. The cervix was in normal position, 
firm in consistencj’^ and markedls' reduced in size. The uterus was also markedlj' 
reduced in size and its walls appeared abnonnall}’' thin. The uterine camty 
measured 4.5 cm. in depth. Both ovaries were palpable and relatively small. 
An endometrial biopsj' revealed atrophic endometrium. The patient was 
placed on stilbestrol, 5 mg. twice daily for 5 days. 

On June 29, the patient reported the return of menstruation nith scant flow 
on June 12 and 13. Examination revealed a uterus and cenix normal in size 
and consistency. Lactation was still present to a marked degree. Stilbestrol. 
was adnunistered as premouslj'’ and 5 grains of ferrous sulfate 3 times a day was 
prescribed. 

From July through December, 1944, the patient menstruated twice monthl3’' 
for a period of 3 daj's. In January and February, 1945, the menses occurred 
once monthly for 4 days. The breasts still contained some watery secretion. 
The cer\ix and uterus were normal, the uterine cavity measming 8.5 cm. in 
depth. Both adnexal areas were negative. When seen in March, 1946, the 
patient stated that her periods had been regular every 28 daj’^s for the past^’^ear. 

(Although the Chiari-Frommel sjudrome is a rare one, it is of interest that in less than 
2 years there have been two American reports of such cases, that of Mendel, herein ab- 
stracted, and that of Potter (Am. J. Obst. & Gynec., 42:276, 1944). While the exact mech- 
anism of this disorder is not clear, it would seem, especially from the common association 
of amenorrhea and persistent lactation, that the dj-sfunction is in the pituitary’-. The 
tendency appears to be toward spontaneous readjustment of the endocrine mechanism 
after a variable length of time. — Ed.) 
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phagia, loss of libido, hirsutism, acne and insomnia. Basal metabolic rates 
varied from minus 23 per cent to plus 50 per cent. Sugar tolerance, cholesterol 
and uric acid estimations tended to be high, while relative lymphocytosis was 
frequently noted. 

Treatment consisted of diet, desiccated thyroid by mouth and anterior lobe 
pituitary extract by injection. No other therapeutic measures were taken. 
A diet high in protein, low in carbohydrate and low in fat content was pre- 
scribed for all patients. One gi-ain of desiccated thyroid daily by mouth was 
prescribed. In the presence of an unchanged pulse rate or a pulse rate below 
90, the dosage was increased until the point of tolerance had been reached. 
A water-soluble unfractionated extract of the anterior lobe of the pituitary was 
used. 

This regime of treatment yielded uniform and predictable responses. As a 
rule, improvement w^as noted mthin one or 2 weeks. General symptoms van- 
ished 'within a month. Many patients lost a good deal of weight, some lost 
none, but no patient gained weight. The alterations that took place in the 
menstrual phenomena in a relatively short time w'ere almost dramatic. . It was 
found that, after normalization, short periods of treatment at determined in- 
tervals helped to maintain normalcy. 3 figures. 

(The author speaks of these patients as showing thyropituitary deficiency, although he 
says that the basal rates in some were as high as plus 50 per cent. Incidentally, many 
errors are made in basal metabolic tests, especially in obese women. Cases of one of the 
general types W'hich he describes, showing obesity of a characteristic distribution and 
menstrual abnormality, usually in the form of quantitative decrease or absence, arc com- 
mon enough, constituting the well-known adiposogenital dystrophy or FrShlich syndrome. 
These are commonly explained as of pituitary origin, and there is no doubt that the amenor- 
rhea is due to deficiencj' of the pituitary gonadotrophic function. But the evidence 
indicates that the obesity is not of pituitary origin, but is due to disturbance in the fat- 
metabolism centres in the parapituitary, probably hypothalamic, areas of the brain. 

It is not uncommon to see this fat-metabolism disturbance only, the patient’s obesity 
being of characteristic Frohlich type, with no menstrual disturbance whatever, and often 
with normal fertility. The basal rate in these patients is usually normal or slightly su 
normal. Diet and thyroid are the mainstays in treatment. I doubt whether anterior lo e 
extract is of any value in “redistribution” of the fat, as Beck and others have claime . 
is usually combined wdth thyroid, and it is the latter which is probably more effee ive 
in the reduction of weight. It seems unwise to try to subdivide these patients on 
basis of menstrual disturbances, which in some cases are concomitant rather than c ara 
teristic. This would certainly seem to be true of dysmenorrhea. — ^Ed.) 


CHIARI-FROMMEL SYNDROME; AN HISTORICAL REVIEW WITH 

CASE REPORT 

Evbi B. Mendel 

Am. J. Obst. & Gynec., 51: 889-892, 1946 

Cases of the rare syndrome of atrophy of the uterus ai^ovanes 
persistent lactation have been reported infrequently. Frommel, m . 
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Tjreeding season in normal acting macaques. In a series of con^’incing protocols 
the authors present e^ndence based on changes in the color of the sex skin that 
o\Ti!ation in the macaque is not infrequently delayed many days. 

There are reasons for believing that delaj'ed o^mlation also occurs in women. 
The most con%Tncing are to be found in Hartman’s remew of normal, early 
pregnancies with exceptional!}’’ reliable clinical histories (Time of Oxulation 
in Women, Baltimore, 1936, Williams & 'R’ilkins). In IS of the 54, that is in 
one-third, omilation occurred between the 18th and 24th days of the C 5 ’’cle. 
Other reports show similar findings. 

These obsenmtions obmously have an important bearing on the dependability 
of the “safe period” in contraceptive procedure. A woman who requests admce 
on this subject may ask, “What are the chances in my case that an o-vmlation 
will occur 3 or more weeks after a period?” There is no pat answer even though 
she has kept a menstrual calendar for many j’-ears. Many “failures of the safe 
period” can be ascribed to our ignorance of the incidence of delayed o\Tilation in 
women. 

(While the truth of Fraenkcl’s old dictum that the onlj' thing regular about menstruation 
is its irregularity, has long been recognized, I venture to say that most gynecologists still 
■feel that in most women the variations in the cycle length would be between 25 and 31 days, 
-iwd yet 25 per cent fall outside this modal group, according to the British study which the 
authors quote. 

There has been much discussion as to whether it is the pre- or post-menstrual phase 
which is subject to variations in length, with apparently wide acceptance in recent years 
■of the belief that the follicle phase is the variable one while the corpus luteum phase is of 
fairly feed duration. The Ogino method of birth-control is based on this idea. But 
the present studj- yields disillusioning results, showing that cither phase may exhibit con- 
siderable variation, — Ed.) 


A TEST FOR DETERMINING THE TIME OF OVULATION AND 
CONCEPTION IN WOIvIEN 

Edmond J. Fakbis 
Am. Obst. & Gynec., 62: 14-27, 1946 

The author describes a test for detecting the time of o-vulation based on the 
presence of hyperemia in the ovary of the immature rat after injection with the 
patient’s urine. Evidence is adduced to show that this reaction is due to very 
small amounts of gonadotrophin in the urine of women at the time of ovulation. 

T^e details of the test are as follows: Urine passed on arising on the morning 
IS employed. The test animal is an immature Wistar rat between 22 and 25 
^ys of age, and weighing between 30 and 50 grams. Two cc. of the urine are 
mjected subcutaneously into each of two animals. At the end of two hours the 
animals are Mlled by means of filuminating gas. Their abdomens are opened 
mamediately. Each ovary is inspected and its degree of redness compared with 
the colors of a Munsell color chart under standardized lighting conditions. The 
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BEIAYED O^TLvVTIOX, A SIGXIFICAXT FACTOR IX THE 
V.ARLVBILm* OF THE MEXSTRU-IL CYCLE 


1. AND G. W. BATrrrLNtrz 

Am. Joim Ohstc-t. <.t Grne?., 52:25-33, 194G 


Sizfnrient sccumtc- dsta 03 the 
dc-Dosstrate thrit s rc-rahrlv 
cxie 3 t to ’Vidch fin?' 


monstriml cvir’e Lave bes3 sccumubtei to 
■courrent 25 -d 2 y cj'cle 15 mort tmiisuAl. IT? 

:at’035 in cycle length cccur has hnd 2 tbomu^ anslyds 

by Gunn, Jcnldn and Gunn (.T. Ohst. A* Gynaec. Bnt. Emp., 44: S3?, 1930 -^o 
found, in 2 group o: 979 ironien studic-d. that only 9 per cent belonged to the e:- 
trcmdy reculsr t.^Ds v.dth diuerences of 5 <l 2 %? or less bet~een the long^ snd 
shortest cj'clo. hlore than 20 percent fell outside thexnoial group intthich cyels 
averaged 2-5 to 31 days. It appears that ant' tvonoan may have an unumslrr 
long or short cycle at any time, and the chances that tivo succesrre (yclstnH 
be of equal length are negligible. 

It is the purpose of this p.aper to inquire into the causes of these menstrua! 
irregularities as esempILued by the nmcaque. Before reporting their 0 “ 
original observations, "hicb have to do tvith the preovulatory phase of the cycle, 
the authors recall that the postovulatory phase is subject to condderahle vari- 



26: oDO, 1933.) 

The irregularity of the postovulatora* phase can be readily explained by tee 
findings of Marlcee (Contrib. to Embyol. 95, Tol. IS. Camrae Inst- YT;^!- 
Pub. 363: 79, 1925). One of the outstanding findings of his studies 0 : en- 
dometrium transplanted to the anterior chamber of the eye in macaques is me 
appearance of a profound premenstrual ischemia. This o'oried both in d'orston 
and intensitN', appearing as much as 0 days before the onset of menstruation or 
only one day before. If me correlate this ischemia mith the decline in setrnty 
of the corpus luteum, it mould seem that this organ in the absence 01 pregnancy 
mav “fail” suddenly or completely. This mould obviously account for a 
davs dinerence in the duration of the postovulatoiy phase. It is probable diai 
pmUar difierences occur in the human species mhere rimilar difference are lonn 
in menstruatiBg mucous membranes. _ . ^ 

The present report is concerned mith the fact that delayed ovulation 
rare in the macaque and may account for prolongations in the preovi^top'P^-^ 
of the cycle. Markee states that after the end of a menstrual period ihe ^^ 0 ^' 
of blood and the gromth of endometrial transplants may be^ promptly 
ated. or there may be a pastmenstrual ‘hosting-’’ period lasting up to 1 j-j 
The present authors have obseimed postmenstmal phase lasting much Iong&^ 
These shomed little evidence of endocrine activity but occurred dunng 
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Tjreeding season in normal acting macaques. In a series of con\'incing protocols 
the authors present e\'idence based on changes in the color of the sex skin that 
o\'ulation in the macaque is not infrequent!}' dela 3 'ed many da 3 's. 

There are reasons for believing that dela 3 'ed o\Tilation also occurs in women. 
The most comrincing are to be found in Hartman’s renew of normal, earl}' 
pregnancies with e-xceptionall}* reliable clinical histories (Time of 0^'ulation 
in Women, Baltimore, 1936, W^illiams & iiiTlidns). In 18 of the 51, that is in 
one-third, onilation occurred between the 18th and 21th da 3 's of the C 3 'cle. 
Other reports show similar findings. 

These obsen'ations obnousl}’ have an important bearing on the dependability 
of the “safe period” in contraceptive procedure. A woman who requests ad%dce 
nn this subject ma}" ask, “What are the chances in m}' case that an o\'uiation 
nill occur 3 or more weeks after a period?” There is no pat answer even though 
she has kept a menstrual calendar for man}' 3'ear3. hlan}' “failures of the safe 
period” can be ascribed to our ignorance of the incidence of dela 3 'ed o\'ulation in 
women. 

While the truth of Praenkel’a old dictum that the onlj' thing regular about menstruation 
is its irregularitj’, has long been recognized, I venture to e 33' that most gynecologists still 
feel that in most women the variations in the c 3 -cle length would be between 25 and 31 days, 
-and 3-et 25 per cent fall outside this modal group, according to the British study which the 
■authors quote. 

There has been much discussion as to whether it is the pre- or post-menstrual phase 
which is subject to variations in length, with apparentb' wide acceptance in recent years 
-of the belief that the follicle phase is the variable one while the corpus luteum phase is of 
fairly fixed duration. The Ogino method of birth-control is based on this idea. But 
the present study 3*16^3 disillusioning results, showing that either phase ma 3 * e.xhibit con- 
siderable variation.— Ed.) 


A TEST FOR DETERMINING THE TIME OF OVULATION AFTD 
CONCEPTION IN WOMEN 

Edmond J. Farris 
Am. Obst. & Gynec., 62: 14-27, 1946 

The author describes a test for detecting the time of otmlation based on the 
prepuce of h3q)eremia in the ovary of the immature rat after injection with the 
patient’s urine. Evidence is adduced to show that this reaction is due to veiy 
small amounts of gonadotrophin in the urine of women at the time of ovulation. 

Ibe details of the test are as follows: Urine passed on arising on the morning 
K employed. The test animal is an immature Wistar rat between 22 and 25 
^ys of age, and weighing between 30 and 50 grams. Two cc. of the urine are 
mjected subcutaneously into each of two animals. At the end of two hours the 
animals are killed by means of iUmninating gas. Their abdomens are opened 
immediately. Each ovnry is inspected and its degree of redness compared with 
e colors of a Munsell color chart under standardized lighting conditions. The 
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reaction is said to be positive if one ovary alone or both ovaries show a definite- 
hyperemia. The color of the test is determined in two different months for each 
indi\’idual. The day for starting the test depends on the length and regularity 
of the patient’s cycles. The testing period covers the 5 or 6 days preceding the 
anticipated date of ovulation, the o\mlation period and three days foUoiving it. 
During the testing period of both months coitus is interdicted because it pro- 
duces urinary changes which cause a hyperemia in the rat ovary. 

Obseri’’ations were made upon 100 women. Of these, 12 were unmarried and 
88 were married. Of the latter, 76 wished to become pregnant. Fifty of the 
latter had been inseminated artificially for periods varying from a few months to 
several years with no conceptions resulting. The reactions were classified as 
either normal or abnormal. In the case of a normal reaction there is a definite 
deepening of the color of the rat ovary for 3 or 4 consecutive days near the 
middle of the cycle. In abnormal reactions there is either no color developed at 
all or color for only a day or tw'o. 

The majority of the phtients showed a nonnal color reaction month after 
month. The reactions occurred earher in the shorter cycles than in the longer 
ones. Thus, in a patient with a 21 day cycle the hyperemia occurred on the 
6th, 7th and 8th days, while in a woman with a 33 day cycle, hyperemia wns not 
present until days 15, 16, 17 and 18. A number of w'omen \vith normal reactions 
became pregnant. None e.xperiencing abnormal reactions did so. Ten became 
pregnant wdien coitus took place on the 3rd or 4th day of consecutive color 
reaction. Of 50 patients w'ho were being artificially inseminated at frequent 
intervals without success, only 11 show'ed normal reactions. Eight of these 
11 women conceived after the insemination date was chosen according to the 
test. 

One of the chief values of the test lies in the fact that it indicates the beginning 
of the period of ovulation, which makes it possible to time intercourse for the 
single day during that period when it is most likely to be fruitful. Pregnancies 
have resulted in different cases when coitus took place on days 2, 3 and 4 of the 
color reaction. In most instances, day 3 has been advised. 

(Even if the results of these studies should be confirmed by other investigators, it is 
difficult to believe that the method would ever achieve any wide clinical employment.— •/ 


ETIOPATHOGENESIS AND TREATMENT OF 
MENOMETRORRHAGIAS 


Narciso Amigo de Bonet 

Toko-Ginecologia Practica (Madrid, Spain), 6: 192-206, 1946 


In a brief review, the author describes the various causes 
rhagias. One of these, the so-called metropathia hemorrhagica. 


of menometror- 
is characteriaed 
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bj" cystic glandular hjiJcrplasb of the endometrium due to follicular persistence 
in the ovaries, and in 90 per cent of the cases appears in women be3mnd the age 
of 37 and in 5 per cent below 20. Pathologicallj’’ the ovaries show no recent 
corpus luteum but follicular cj’sts are frequentlj'" present. Follicular hy^per- 
actintj’' seems to play an important role in its pathogenesis. 

The duration of the follicular phase of the menstrual cycle depends on the 
number of follicles growing simultaneous!}’' and on the rapidity with which thej’’ 
undergo atresia. As a matter of fact, it is quite possible that the corpus luteum 
•duration depends on the greater or smaUer number of atretic follicles and on the 
speed of their retrogression. 

]\’Ietropathia hemorrhagica may be caused by the persistence of a follicle that 
does not rupture and, therefore, does not transform into a corpus luteum 
(Schroeder), or by several succeding phases of growth and retrogression of 
follicles (Meyer). In either event the result is the same: persistence of the 
follicular phase in th^ ovary, without formation of corpus luteum, and persist- 
ence of the proliferative phase in the endometrium, with symptoms of hj^- 
peracti\ity. 

What causes the lack of follicular rupture still remains a matter of discussion. 
It seems that various factors may' be concerned. In this condition the pituitary 
seems to produce large amount-s of gonadotrophin. The o\'ule itself imdoubtedly 
plays an important role in the pathogenesis of glandular cy'stic hy^jerplasia. 
As a matter of fact, this condition usually' appears in two distinct periods of life, 
i. e., when the ovules start to mature and when se.\-ual acti\ity starts to decline. 

Other causes of metrorrhagias are submucous fibroids, uterine poly’p (mucoid 
or fibroid type), placental polyp, ectopic pregnancy' which gives rise to bleeding in 
85 per cent of the cases at the time that tubal rupture or abortion occurs, and in 
some instances even before. The latter is a dy'shormonal type of bleeding. 

Incomplete abortion, hy'datidiform mole and chorioepithelioma are listed 
as other causes of metrorrhagias. Premenstrual bleeding is due to alterations 
occurring in the fimctional lay'er of the endometrium, so that some vessels rupture 
and give rise to small hemorrhages. Postmenstrual bleeding, on the other hand, 
IS related to alterations occurring in the estrogenic phase of the cy'cle. 

Climacteric bleeding is produced by rapid maturation of ormles and follicles, 
which leads to the production of incomplete cycles, due to insufficient maturation 
of the ovule and formation of corpus luteum. This type of bleeding can easily 
be mistaken for that arising in carcinoma of the cervix. Beyond the age of 40 
Jears, 50 per cent of metrorrhagias are caused by uterine cancer, and beyond the 
fiftieth this percentage goes up to 95. 

Treatment of menometrorrhagias varies according to its etiology. In those 
•of psychic origin, psychotherapy is advised together with -siitamia B1 (2.500 
!• U. intravenous, daily, until a total amount of 12.500 I. U. is reached). When 
caused by pituitary disturbances, usually these are the result of lack of the 
posterior hormone or oxytocic principle; therefore, pituitrin is given 10.000 
I. B. daily. 

In cases of metropathy occurring in virgins, the author first of all uses the com- 
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reaction is said to be positive if one ovary alone or both ovaries show a definite 
hyperemia. The color of the test is determined in two different months for each 
indiiddual. The day for starting the test depends on the length and regularity 
of the patient’s cycles. The testing period covers the 5 or 6 days preceding the 
anticipated date of ovulation, the omlation period and three days following it. 
During the testing period of both months coitus is interdicted because it pro- 
duces urinary changes which cause a h 3 ^eremia in the rat ovaiy. 

Observations were made upon 100 women. Of these, 12 were unmarried and 
88 were married. Of the latter, 76 ndshed to become pregnant. Fifty of the 
latter had been inseminated artificially for periods I'arying from a few months to 
seimral years ivitli no conceptions resulting. The reactions were classified as 
either normal or abnormal. In the case of a normal reaction there is a definite 
deepening of the color of the rat ovary for 3 or 4 consecutive days near the 
middle of the cycle. In abnormal reactions there is either no color developed at 
all or color for only a day or two. 

The majority of the phtients showed a normal color reaction month after 
month. The reactions occurred earlier in the shorter cycles than in the longer 
ones. Thus, in a patient with a 2l day cycle the h 3 ’’peremia occurred on the 
6th, 7th and 8th days, while in a woman ndth a 33 day cycle, hyperemia was not 
present until days 15, 16, 17 and 18. A number of women uith normal reactions 
became pregnant. None experiencing abnormal reactions did so. Ten became 
pregnant when coitus took place on the 3rd or 4th day of consecutive color 
reaction. Of 50 patients who were being artificially inseminated at frequent 
intervals without success, only 11 showed normal reactions. Eight of these 
11 women conceived after the insemination date was chosen according to the 
test. 

One of the chief values of the test lies in the fact that it indicates the beginning 
of the period of ovulation, which makes it possible to time intercourse for the 
single day during that period when it is most likely to be fruitful. Pregnancies 
have resulted in different cases when coitus took place on days 2, 3 and 4 of the 
color reaction. In most instances, day 3 has been advised. 

(Even if the results of these studies should be confirmed by other investigators, it is 
difficult to believe that the method would ever achieve any wide clinical employment.— 


ETJOPATHOGENESIS AND TREATMENT OF 
MENOMETRORRHAGIAS 


Narciso Amigo db Bonet 

Toko-Ginecologia Practica (Madrid, Spain), 5 : 192-206, 1946 


In a 
rhagias. 


brief review, the author describes the various causes of 
One of these, the so-called metropathia hemorrhagica, is charac e 
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Treatment is based on the etiolo^cal factor. In the congenital group there 
are cases shov\’ing some developmental abnormality, such as the presence of a 
rudimentary uterine cornu, stenosis of the e.>dernal os of the cervix, etc.. Many 
of such cases are cured by marriage or childbirth. 

When dysmenorrhea is related to endocrine disturbances, se.xual hormones are 
indicated. Tlie author uses estrogen in doses higher than the Americans usually 
do: 50.000 to 150.000 units throughout the first phase of the menstrual cycle, 
starting soon after the last day of menstruation. If tins proves to be un- 
satisfactory, estrogen is also given throughout the second half of the cycle. If 
this plan of treatment fails, testosterone is given during the first half of the cycle. 
Thyroid is used if there are signs of thjToid deficienc5L 

In some cases x-ra3' of the pituitary in stimulant doses, in order to promote 
greater secretion of gonadotrophins and, thereb3% of se-vaial hormones, furnishes 
good results. For intractable cases, sm-gica! procedures are advocated: dilata- 
tion of the cenmN or presacral s3Tnpathectom3L 

(The author’s discussion of the treatment of dj-smenorrhea is concerned chiefl3’ with 
endocrine measures, which many of us are finding less and less effective with experience, 
and employing less and less in our practices. In severe cases there can be no criticism of the 
employment of either estrogens or androgens as a part of the treatment, but failure is likely 
to result unless these are combined nith constitutional and psychotherapeutic measures. 
These alone are likely to suffice in tlie milder cases, with perhaps the addition of simple 
analgesics. There would seem to be no intelligent reason to justify x-ray treatment of the 
hypophysis, and if any- benefit has been noted from this method, I should think it would be 
explained on a psychic basis. Presacral sympathectomy has a place in the treatment of 
severe and intractable cases, but it should not be resorted to if simpler and safer measures 
make the patient reasonably comfortable, as they usually' will. — Ed.) 


SYNDROME CHARACTERISTIC FOR MENOPAUSE, OVARIAN 
HYPOFUNCTION AND CASTRATION IN THE 
THE HUMAN FEMALE 

August A. Werner 
J. Missouri M. A., 37: 311-315, 1946 

The present paper is based upon an analysis of the objective signs and sub- 
jective symptoms presented by 197 women having deficiency or absence of the 
ovarian foUicular hormone. The group consists of 53 castrates, 96 women in the 
menopause and 48 having involutional melancholia. The subjective s3Tnptoms 
are classified as nervous, circulatory and general. Nervous symptoms include 
tension, excitability, headaches, mental depression, decreased memory and 
concentration, formication, insomnia and somnolence. Circulatory symptoms 
mclude hot flushes, tach3'cardia, vertigo, tinnitus, scotomata, cold extremities 
and low pulse and blood pressure. General s3Tnptoms include lassitude, fatiga- 
bilit3’, constipation and vague pains. 

This group of symptoms is primarily initiated by ovarian hypofunction, the 
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nion hemostatic substances together with calcium and vitamin C. If no ef- 
fect is obtained in spite of this medication, progesterone is given during the 
second half of the cycle (2 U. C. daily) or else prolan (1500-2000 U. R.), which 
acts as a luteinizing factor in such doses. 

If these young patients show a hypoplastic uterus, estrogen is indicated, some- 
times associated vdth pituitrin, or at other times mth thyroidin. In emer- 
gency cases, intravenous admimstration of a 1 to 5 per cent "red Congo” solution 
may prove to be useful. If bleeding still persists, blood transfusions and some- 
times irradiation of the spleen and liver are indicated. 

In case the bleeding should recur some months later, radium ought to be used 
in order to obtain a period of amenorrliea of 4 or 5 months duration, which is 
usually followed by normal periods. 

For cases of glandular cystic h3TDerplasia, mainly in young patients, hemostatic 
substances should first be used . If they should fail, then hormonetherapy has its 
indication. Progesterone is given in large doses (100 mgms. a week). If bleed- 
ing is just beginning, estrogen can be used in order to help epithelization of the 
endometrium. Transfusions of pregnant woman's blood can also be helpful, as 
it contains gonadotrophin. 

IVlien medical treatment fails, a curettage is indicated, which yields 50 per 
cent of cures, besides being an excellent diagnostic procedure. X-ray can be 
used in w'omen approaching the menopause in order to abolish mmrian function. 
The same can be said for intra-uterine radium. Climacteric bleeding is treated 
like metropathia hemorrhagica. 

For bleeding caused by carcinoma of the uterus, chronic pelvic inflammatory 
disease, fibroids, and ovarian tumors, especially the granulosal cell carcinoma, 
treatment varies in each case according to the cause. 

(A rather comprehensive discussion of an important subject. While all will agree that 
the majority of functional bleeding cases occur in the menopausal and pre-menopausa 
years, I do not believe that as many as 90 per cent occur after 37, or as few as 5 per cen 
below 20. It is of interest to note that the author still uses posterior pituitary preparations 
in some cases. These were available long before wc had ovarian or androgenic prepara ion 
of any efficacy, and I myself used them frequently in those days, with 
in not a few. In certain emergency cases he uses red Congo solution, and I wonder n a 
rationale of this may be, as I had never heard of this method of treatment. 
comment on this paper will be made, since the Editor’s ideas on the subject are se or 
the review on Functional Bleeding, in this issue of the Survey. ^Ed.) 


ETIOPATHOGENESIS AND TREATMENT OF DYSMENORRHEA 

Amigo de Bonet 

Toko-Ginecologia Practica 6: 1-6, 1946 

The author describes the well known different types of dysmenorrhea, which 
are usually classified in two main groups: congenital and acquire . 
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3. Artificial menopause is frequently followed bj- complaints of an arthralgc 
nature. 

4. Favorable response of such patients to estrogenic therapjL 

5. Favorable effect of pregnancy upon rheumatoid arthritis. 

6. The arthritic process is usually limited to the period of transition during 
the menopause, usually subsiding after a few years without e.vhibitmg residual 
changes. 

7. E.vacerbation of arthritic episodes during the menstrual period at the time 
of the menstrual cycle when estrogens are at a low level. 

Other important factors which deserve consideration are thjToid hj^ofimction 
and general increase in weight. These conditions are frequentl3’' present during 
the menopause and should not be neglected in the treatment of menopausal 
arthritis. 

The therapeutic approach to menopausal artluitis or arthralgia revolves around 
the attempt to correct the constitutional disturbances present during the men- 
opause, Therapj' vith estrogenic substances must be relativelj'- high, and dosage 
levels should not be judged entirely by maturation of the vaginal smear cells, 
but the subjective improvement and lessening of complaints. A therapeutic 
trial, employing doses such as 2000 to 10,000 R.U. of estradiol benzoate or its 
equivalent evei^' 7 to 10 daj's for a period of several months, is ad\asable. 

Adjunctive thjToid therap}'' should be used in specific instances. To avoid an 
untoward response of the patient to this therapj’’, it is advisable to place the 
patient on small doses of to grain of thjToid dail}*^ and, in the event that no 
evidence of intolerance is obsen'ed, the dose may be gradually increased until the 
desired clinical response is approached. The rationale for thjuoid therapj* is 
based on the following obser\'ations : 

1. Thyroid therapj' tends to correct certain phj^siological upsets at the time 
of the menopause and promotes an attempt to equalize the processes of catab- 
olism and anabolism. 

2. Estrogenic therapy ma5' have an inhibitorj’’ effect upon the metabolic 
pnnciple of the th5’roid gland either by inhibiting the thjTotrophic hormone of 
the hjqjophysis or by inhibiting the metabolic hormone itself. Replacement 
therapj^ with thyroid will counteract the physiological depression of the thjToid 
gland. 

Patients with arthralgia associated with the symptoms of the menopause may 
show no demonstrable pathologic changes in the joints. In those who do show 
changes, atrophic arthritis is more common than the hypertropMc variety. 

(The question of menopausal arthritis has been discussed by both gj-necologists and 
internists for manj- years , and the consensus among both seems to be that such an entitj’ does 
exist, though not extremely common. Most frequently it involves the laiee joints, and at 
times there is definite swelling, especially above the inner condyles. Estrogenic therapy 
see^ to be a helpful addition to the usual therapy of arthritis. I have had no e.xperience 
With thyroid therapy in cases of this sort, and it may be of value, though the rationale for 
1 ^ use, as suggested bj' the authors, is rather speculative. — Ed.) 
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ovarian h3q5ofunction resulting from the causes enumerated. There may be 
secondary disturbances of function of the pituitary, the thyroid and the adrenals, 
inth consequent imbalance of the equilibrium normally e.\isting behreen the 
2 divisions of the autonomic nervous system. The symptoms occur in castrates 
and women at the menopause. Man}’’ younger women who have irregular and 
scanty mensturation or amenorrhea during the raenacme also develop this 
tjqiical s 3 mdrome. In such circumstances and when there is not much menstrual 
disorder, one ma}'^ fail to rocogm’ze ovarian hjqiofunction as a possible cause. 

This same train of symptoms is found with striking parallelism, but more 
severe, in involutional melancholia. Involutional melancholia is an e.xagger- 
ation of the menopausal syndrome and has the same etiology. 

It is concluded that all of these groups of patients derive the greatest benefit 
from the administration of estrogenic hormones. 

(Although not emphasized in tliis paper, it is quite certain that in this group of 197 
women there must have been many wlio suffered very few or perhaps none of the horrendous 
list of symptoms enumerated above. Not all of these are hormone deprivation symptoms, 
nor most of them, and it is hoped tliat the author does not mean that this formidable arr.ay 
constitutes the characteristic picture of the menopause. It is rather startling to see that 
lie diagnosed involutional melancholia in fully one fourth of his patients, and it is obvious 
that his criteria for such a diagnosis are much looser than those of most gymccologists. lam 
sure that I have not made such a diagnosis 4S times in many times 197 menopausal women 
whom I have seen. 

The proper conception of this term, according to the psychiatrists with whom I have 
discussed the problem, is that it should be applied to a genuine psychopathy in the in- 
volutional period of life, occurring in either sex, and not causally related to the menopause. 
Any associated vasomotor symptoms may be helped by estrogenic therapy, but the actua 
psychopathy calls for psychiatric treatment. It does not seem to me that there is any 
justification in applying this designation to “exaggeration of the menopausal symptoms 
or that it has the same etiology. — Ed.) 


MENOPAUSAL ARTHRITIS 

R. B. Greenblatt and H. S. Kupperman 
M. Clin. North America, 30: 576-583, 1946 

The authors suggest that some hormonal dysfunction may be responsible for 
the inception or the exacerbation of many of the arthritides occurring at or a 
the menopause. Presumptive evidence of the relationship of the ^ JV 
ovarian secretions to the inception of arthritic changes is based on t 

or .rthralgia has been noted in 27 per cent ct 1000 menopanr.1 

Data on the sex incidence of adults between the ages of 3^nd 
arthritic complaints show that 5 times as many females as ma 
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3. Artificial menopause is frequently followed bj' complaints of an arthralgic 
nature. 

4. Favorable response of such patients to estrogenic therapy. 

5. Favorable effect of pregnanc}’^ upon rheumatoid arthritis. 

6. The arthritic process is usually limited to the period of transition during 
the menopause, usually subsiding after a few years inthout exhibiting residual 
changes. 

7. E.xacerbation of arthritic episodes during the menstrual period at the time 
of the menstrual C3'cle when estrogens are at a low level. 

Other important factors which deserwe consideration are thjToid h5'pofunction 
and general increase in weight. These conditions are frequentlj' present during 
the menopause and should not be neglected in the treatment of menopausal 
arthritis. 

The therapeutic approach to menopausal artluitis or arthralgia revolves around 
the attempt to correct the constitutional disturbances present during the men- 
opause. Therapj' Avith estrogenic substances must be relativel3'' high, and dosage 
levels should not be judged entirely b3' maturation of the vaginal smear cells, 
but b3' the subjectir'e improA’emcnt and lessening of complaints. A therapeutic 
trial, emplo3ing doses such as 2000 to 10,000 R.U. of estradiol benzoate or its 
equiA'alent eA'er3'- 7 to 10 da3's for a period of several months, is ad\Tsable. 

Adjunctive th3Toid therap3' should be used in specific instances. To aA'oid an 
untoAvard response of the patient to this therap3% it is adA'isable to place the 
patient on small doses of to M grain of th3Toid dail3’' and, in the eA'ent that no 
evidence of intolerance is obsen-ed, the dose ma3’’ be graduall3'’ increased imtit the 
desired clinical response is approached. The rationale for th3Toid therap3^ is 
based on thefoUoAAing obserA'ations: 

1. Thyroid therap3' tends to correct certain ph3’^siological upsets at the time 
of the menopause and promotes an attempt to equalize the processes of catab- 
ohsm and anabolism. 

2. Estrogenic therapy ma3' havm an inhibitor3'' effect upon the metabolic 
pnnciple of the th5Toid gland either by inhibiting the th5Totrophic hormone of 
the h3q)ophysis or b3’’ inhibiting the metabolic hormone itself. Replacement 
therap3^ Avith thyroid AAill counteract the ph3^5iological depression of the thyroid 
gland. 

Patients A\ith arthralgia associated AAUth the symptoms of the menopause may 
^OAv no demonstrable pathologic changes in the joints. In those who do show 
changes, atrophic arthritis is more common than the hypertropMc Amriety. 

(The question of menopausal arthritis has been discussed by both gynecologists and 
internists for many years, and the consensus among both seems to be that such anentitydoes 
though not extremely common. Most frequently it invoh'es the knee joints, and at 

Hues there is definite SAvelling, especially above the inner condyles. Estrogenic therapj' 
he a helpful addition to the usual therapy of arthritis. I have had no e.xpericnce 
its therapy in cases of this sort, and it may be of Amlue, though the rationale for 

CSC, as suggested by the authors, is rather speculative. — Ed.) 



VULVA AND, VAGINA 

TUBERCULOUS ULCER OF THE VULVA 

M. D. Speiseh and H. B. Gittek 
A m. J. Obst. & Gynec., 61: 718-721, 1946 

The case is presented of a 35 year old Negro housewife who was admitted to 
the hospital with the following complaints: ulcer of right labium minus, weakness 
and 20-pound wei^t loss in past year, fever, low back pain and left sterno- 
clavicular pain. About 5 years previously she had had a total hysterectomy and 
bilateral salpingo-oophorectomy. The discharge diagnosis was bilateral pyo- 
salpingitis. Chest x-ray at that time showed increased density in the hilar 
regions, but both lung fields were otherwise normal. There was no familial 
history of tuberculosis or of contact tuberculosis. 

The present illness had begun 4 months prior to admission when the patient 
first noticed a growth w'hich became larger, painful and tender. During the 
past 3 months she had suffered from pain in the lower back and left sterno- 
clavicular region, radiating to the left arm and chest. She also complained of 
nocturia, urgency and burning on urination and bladder fullness after voiding. 

Physical examination revealed a poorly nourished, chronically ill woman, with 
evidence of weight loss. A semifluctuant, ill-defined mass was present over the 
sternoclavicular junction and auscultation revealed occasional W’heezes in both 
posterior lung bases. The abdomen wns moderately distended and tympanitic. 
Some shotty posterior cervical and axillary lymph nodes were present and the 
inguinal nodes w^ere bilaterally enlarged. Pelvic examination show'ed a one cm. 
ulcer on the right labium minus; the ulcer w^as irregular in outline, tender, super- 
ficial, moderately clean, with a sliglitly raised border. 

Repeated tests on sputum, gastric contents and urine were negative for tuberc e 
bacilli, dark-field examination of the ulcer w'as negative and the Frei and Ducrey 
skin tests were negative. Chest x-ray show^ed enlargement of the hilar shadows 
and a diffuse scattering of small nodular lesions throughout both lunp. 
attempt to aspirate tire fluctuant area over the left sternocla^dcular joint was 
unsuccessful due to the patient’s lack of cooperation. ^ , 

A provisional diagnosis of tuberculous ulcer of the vulva or early w ra 
carcinoma associated with a tuberculous peritonitis was made. A bloc ex 
cision of the right labial ulcer was done under local anesthesia and the pa 
logical report was tuberculous ulcer of the vulva. The patient w^as tons erre 
to the Tuberculous Serrice, but left there against advice and has not een 
cated since. 2 figures. 

(It is not clear from the data given in this report wliethcr the ju- 

was, thought to be hematogenous or of descending type from tuberculous s p 
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bcrculosis of the \'ulva is exceedingly rare. While it might conceivably occur in x'erj' late 
stages of genital tuberculosis originating in the tube, it is more frequently explained by 
external infection, usually from a tuberculous husband. — ^Ed.) 


.A CONGENITAL ANOALALY OF THE VAGINA WITH PYOCOLPOS 

Daniel J. McSvteeney 
Am. J. Obst. & Gynec., 51: 726-728, 1946 

Theautbor presentsacaseof congenital atresia of the vagina wliieh is of interest 
because the patient e-XTierienced no menstrual difficulty suggestive of her 
anomalj'^, and also because it contributes further evidence to substantiate the 
dual origin of the vagina, the upper two-thirds from the mullerian sj'stem and the 
lower third from the urogenital sinus. 

The patient was a 40 5 'ear old unmarried secretarj-^ whose menstrual history 
showed no dysmenorrhea or metrorrhagia. The menses had ceased about a year 
prior to the present hospital admission. For the past 10 years the patient had a 
vaginal discharge, varjdng from watei^’’ to purulent in character. For the past 
3 weeks it was extremely foul and there had been rather steady lower abdominal 
pain. 

Phj^sical e.xanunation was negative except for local findings. On digital 
e.xamination the vagina was felt as a rudimentarj^ closed pouch about one inch 
in width and depth. Attempts to locate a sinus were unsuccessful. Eectal 
e-xamination revealed the uterus high and apparently normal, and below it was 
felt a soft, apparent!}'' cystic mass extending to the i-udimentarj’’ vagina. 

At operation the uterus and adnexa were found to be normal. Extending 
downward from the uterus was a sac corresponding to the vagina, definitely 
cystic and verj'- thin-walled in its lower aspect. A complete hysterectom}' with 
excision of the upper vaginal sac was performed. The pathologic findings were: 
subacute endometritis, extreme chronic and acute cerricitis, acute and chronic 
vaginitis, p 5 'ometra and pyocolpos. 

The construction of the 2 mginal sacs in this case is obvious proof of the dual 
origin of the vagina. The arrest of the vagina at such a late stage in its em- 
bryologic development -without associated abnormalities in the rest of the re- 
productive organs is interesting. 1 figure. 

(The strange feature of this case is that the patient had menstruated normally until the 
2 go of 40, so that, even it there were a congenital stenosis in the lower portion of the irngina 
Its later complete closure, with the development of pyocolpos, must have been due to some 
added factor, most likely infection followed by cicatrization. Since the patient had evi- 
dently not been prexdously studied, it is perhaps not even certain that a congenital stenosis 
had been present. In the presence of a condition which had been diagnosed as pyocolpos, 
one cannot but wonder why the pus accumulation was not simply drained from below. 
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witliout subjecting the patient to wliat would obviously be a hazardous abdominal hyster- 
ectomy under the existing conditions. As a matter of fact, the author reports that some 
of the foul pus escaped into the abdomen, although luckily the patient came through her 
t*rdo.il safely.— Ed.) 


A METHOD OF TREATMENT FOR VAGINITIS AND CERWCITIS 

SAHrUEL L. SlEGLER 

Am. Jour. Obst. & Gjmec., 62: 1-13, 1946 

A iieiv antivaginitis jelly is described, the composition of which is as follows: 
sulfathiazole, 10.0%; lactic acid, 3.0%; acetic acid 1.0%; sodium tetradecyl 
sulfate 0.1%; polyethylene glycol 85.9%, 

Tlie acid jelly base, polyethylene glycol, has all the desired characteristics 
for vaginal medication. It is nonirritant and nontoxic, has excellent wetting 
properties and maintains its jelly consistency at body temperature. It dissolves 
completely in the vaginal secretions, and possesses the unique property of dis- 
solving large quantities of sulfathiazole wliich, in turn become soluble in the 
secretions. This last property makes this jelly far more sulfa active than it is 
possible to obtain with the usual suspensions of sulfathiazole. The jelly is 
sterile and can 'therefore be used as tampons and packs after surgery. The pH 
approximates 4.0, the buffering power is large, and there is no excessive leakage 
from the vagina unless the discharge is copious. 

Tliis report covers a study’’ of the effectiveness of the above-described sulfa- 
thiazole acid jelly in 230 cases of vaginitis and 152 cases of cervicitis. The 
criteria for cure were: complete relief from symptoms, return to normal pH, and 
negative smears taken at intervals during the 3 months following termination o 
treatment. Patients in whom symptoms and laboratory findings indicated more 
or less complete relief, but who had recurrences before these criteria for cure were 
completely fulfilled, were designated as improved. Applications of the je y 
were made once or trvice daily — one application preferably made at night be ore 

retiring. , . . 

Vaginitis Cases. About 83 per cent of the 230 cases of vagimtis were c 
sidered cured. Ten per cent were regarded as improved but not cured an m 
8 per cent the treatment was ineffective. In general the response to treatmen 
was excellent whether the vaginitis was trichomonal, monilial or nonspeci 
in origin. Of the 18 failures, 16 were trichomonas and two monilia. 
these the husband was found to be the cause of continuous reinfection, m i 
symptoms were controlled as long as the husband used a condom durmg eo _ 
Duration of treatment before symptoms cleared completely varied ,. 

„.eek» »nd averaged H weefa. In most cas« prompt 
charge and elimination of itching rvero obtamed. A ek W “ ^ 

toward the normal and a lowering m pH to the optimal 4.0 to 5.0 
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in the improved or cured cases. Repeated determinations of the sulfathiazole 
level of the blood failed to reveal a demonstrable absorption in any patient. 

Cermcibs Cases. In the 152 cendcitis cases the sulfathiazole acid jelly ivas 
either used alone or as an adjunct to electrosurgical cendcal treatment. Nasal- 
tip cauterj'- was used in 26 cases, conization in 4S, coagulation in 44 and no cer- 
rdcal surgery in 34. In all cases the followdng noteworthy postoperative obsenm- 
tions were made: 

1. Absence of foul odor. 

2. Absence of profuse discharge; during the sloughing period only slight 
amounts of thin, waterj'- discharge were obsen^ed. This usually disappeared 
following disappearance of the slough. 

3. Good control of bleeding; only spotting occurred in 44 cases and slight 
hemorrhage in 6. These ocemved at the time of separation of the slough, 
usually at about the 12th or 14th da3^ No subsequent surgerj’’ was necessary 
for their control. 

4. A mild stenosis was noted in 6 cases, but pj’ometra and infection were 
absent. 

5. In all cases the vaginal pH was between 4.0 and 5.0 at the end of treatment. 

6. A marked reduction in heaUng time. In 80 per cent of the cases slough 
removal occurred within two weeks and healing to full epithelization was com- 
plete vithin 5 weeks in 90 per cent of the cases. 

The paper is accompanied bj^ a series of beautiful kodachrome photographs 
showing the beneficial effects of treatment vith the sulfathiazole acid jellj% 

(A number of publications have appeared in the past year on the local emplojinent of 
sulfa drugs for trichomonas vaginitis (See comments on paper by Alexenicer in June Survey, 
p. 393, and that of Angelucci, Februarj' Survej', p, 103). They maj- be helpful, but I wonder 
if the evidence for the parasiticidal or fungicidal effectiveness of the sulfa drugs is as good 
as that for their now established effectiveness against many bacteria. — Ed.) 


FOREIGN BODIES IN THE VAGINA 
RA^'DonPH H. Hoge 

Virginia M. Monthly, 73: 277-280, 1946 

The author presents a rerdew of the literature on foreign bodies in the vagina. 
These have included innumerable and various objects. One vagina contained 2 
cherry stones, 2 pebbles, 2 splinters of wood, sbme scraps of coal and other 
foreign bodies. A feeble-minded, 23 year old pseudohermaphrodite had on 
2 occasions this remarkable collection: a hexagonal-shaped nut, one cm. in 
diameter, 6 shoe buttons, 2 rubber balls, the cap of a tooth paste tube and a 
small cork. The author recalls 2 specimens which he believes were in the 
Harvard Medical School museum, haidng been removed from vaginas. One was 
a large Irish potato and the other a ligamentum nuebae of an ox. 
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The explanation for foreign bodies in the vagina is sometimes obscure. In 
some cases the placing of an object in the vagina is an act of masturbation jin 
some it may be due simply to a child’s exploratory spirit. Some patients have 
been mentally deficient. One woman inserted bael fruit to treat a prolapsed 
uterus. Irate husbands and curious boy playmates have also inserted objects 
in vaginas. 

Leucorrhea is the outstanding symptom of a vaginal foreign body. A san- 
guineous discharge in a child is almost pathognomonic of a foreign body. To 
remove the object, a finger inserted into the rectum can guide the introduction 
of a probe or hemostat into the vagina in children. The object can be grasped 
vith the instrument under the guidance of the rectal finger, and removed usually 
Avithout difficulty. In the case of a sharp object, care must be taken not to 
penetrate the tissues. The use of a urethroscope in the vagina in children may 
sometimes be helpful. 

Tlie author presents 6 cases of foreign vaginal bodies in children. 3 figures. 

(In the occasional case, the forcible introduction of foreign bodies into the vagina may 
cause serious results. Not long ago I removed from the abdomen of a patient a long- 
handled, glass high-ball muddler or spoon which stretched transversely across the pelvic 
inlet. &vcral weeks previously the patient's lover, in a drunken se.vual orgy, had playfully 
thrust it into the patient’s vagina, where it penetrated the fornix. — ^Ed.) 
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TREATiyiENT OF CANCER OF THE CERVIX OF THE UTERUS 

Getol^x Garcia 

Ginecologia y Obstetricia de Mexico, 1: 3-24, 1946 

Following brief considerations of the well known procedures for diagnosing 
cancer of the cennx (biopsj', Schiller test, vaginal smear, etc.), the author 
describes the treatment of this tj^je of carcinoma. 

Generally speaking, treatment of carcinoma varies according to the histologic 
of the tumor cells and, therefore, to its radiumsensitivuty. Since cervical 
cancer usually belongs to the transitional type and less frequentlj’’ to the spinal or 
basal tj^pe of cells, it is therefore included within the first group of Borak’s 
classification (cells well differentiated originating from a radiumsensitive matrix) 
because, excepting the endocenical type of carcinoma, it is made up of well 
differentiated cells originating from the lining epithelium of the cervix, which is 
radiosensitive itself. This radimnsensith-itj' is favored by the solid architecture 
of the myometrium. 

Another important problem to be borne in mind is the question of delimitation 
of the neoplasm. It is the author’s opinion that treatment by irradiations is the 
best one for carcinoma of the cervix, because even when a radical surgical pro- 
cedure (Wertheim or Schauta operations) is performed, it is not possible to 
remove cancer cells from all Ijonphatics or Ijunph nodes. Irradiation ought to 
attack both the cervical tumor and the pelvic cavity at the same time, with 
doses lethal to the neoplastic elements. This can be accomplished by combining 
the use of radium and x-ray. The former is directed against the tumor itself and 
the proximal portions of the parametria, and the latter against its distal portions, 
situated close to the pelvic w'all. 

Radiumtherapy: The author uses either the Stockolm technique (He5Tnan) or 
the Paris technique (Regaud). In the former, however, he only makes one 
intrauterine application and two intravaginal, with one week interval in between. 
The vraginal dose varies between 3,000 "and 4,500 milligrams hour of element, 
depending on the surface to be irradiated; the intrauterine dose is 3,500 milli- 
grams hour of element. Intrauterine application of radium is performed under 
anesthesia, usually of the spinal type. The uterine cavity is then dilated ( 13 
or 14 Hegar) after w-hich the radium tube is inserted. The latter should fill the 
whole cavity and be sutured to the anterior lip of the cervix. Vaginal tamponade 
should be avoided in order to permit good drainage. 

On dealing with v'ery infected cases, sulfathiazol or penicillin should be given 
during the three days prior to the intrauterine application of radium, and con- 
tinued throughout the latter. Usually the intravaginal application is per- 
formed first, foUow'ed by the intrauterine one; exceptionally both are done 
simultaneously. 
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X-ray treatment: Usually two ventral and two dorsal portals are used, 
measuring 10 x 15 cms. or 10 x 10 eras., according to the size of the pelvis. The 
lateral portals are never used, since they may be the cause of fractures of the 
femur. The fractionated method is used ivith individual doses of 250-300 “r”. 
A dose never less than 2,500 “r” should be administered to each parametriuni. 

Treatment should always start with radium, not only because it is the main 
agent in the cure, but also because when x-ray is first used, it may make difiicult 
the further correct application of radium, due to the reaction that it leads to in 
the vaginal walls. However, ,x-ray can precede indium whenever large fungoid 
infected masses are present. 

Complications of radium and x-ray therapy: Cystitis and rectal tenesmus 
sequelae can be reduced by using correct dosage and filtration and by placing the 
applicators correctly. Radiumtherapy should never be started unless a previous 
cystoscopy has been done. If the bladder already shows cancer lesions, treat- 
ment should start with x-ray in order to prevent the possible formation of a 
fistula. The same plan of treatment is followed for the cancer of the cervical 
stump. 

The author reports a series of 118 cases treated since 1940 by radium and x-ray, 
apparently cured, although only a few of them have reached the 5-year period 
following treatment. How'ever, it is interesting to observe that 95.4% of the 
cases belonged to the advanced groups (II and III) and that 20 of them had 
already been operated upon without any success. 

Concerning the treatment of the vasomotor symptoms resulting from the 
artificial menopause in these cases, the author avoids the use of estrogens in view 
of the fact that they might cause an endocrine stimulus in an organism already 
sensible to a neoplastic grow’th. On the other hand, since the mechanism of 
these symptoms is due to a condition of h3’peractivity of the pituitary gland as a 
result of the supression of the hypophysis-inhibitory effect of the ovaries, it is 
possible to inhibit the pituitary by using androgens, as many investigators have 
already reported. _ j f 2 

In order to relieve pain in the intractable cases, a solution composed o 
volumes of methylic alcohol, 1 volume of bi-distilled sterilized w^ater and 1 
of novocain is administered into the sacral canal. The total amount injec 
varies from 30 to 40 cc. The analgesic effect has lasted for a period of as muc 
as 5 and 6 months. 


(A good review of the radiotherapy of cancer of the oervi.v, differing in no very 
way from that employed in our own clinics. The figures given by the author do no P 
of any evaluation of total salvage, but the results reported in the to 

made up the bulk of the author's series are remarkably good. It would be o m 
know his results with earlier cases. They must be good also.— Ed.) 
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CARCINOm OF THE CEB^HX AFTER 
SUPRAVAGINAL HYSTERECTOMY 

W. G. CoSBIE 

Am. J, Obst. & Gjmec., 61: 751-757, 1946 

The author discusses a series of 62 patients receiving treatment for carcinoma of 
the cenix who had previously undergone supravaginal hysterectomy. This 
series is di%'ided into 2 groups. The first group comprises 24 patients believed to 
be suffering from carcinoma at the time of operation, and they are referred to as 
suffering from coincident carcinoma. Tlie second group includes 38 patients, 
referred to as those suffering from carcinoma of the stump of the cenUx. 

In the group of 24 patients with carcinoma coincident with supravaginal 
hysterectomy, failure to investigate the cause of vaginal bleeding accounted for 
the performance of practicall}’' all of the operations. Twenty patients came 
for treatment within a year of operation, and 15 of these had verj'- advanced 
tumors which could not have been missed had a preoperative vaginal examination 
been made. Ten had postmenopausal bleeding, yet even this generallj’- accepted 
danger signal was neglected. It is concluded that uterine hemorrhage is a 
symptom of major importance, and the recognition of its cause is essential to 
avoid the paradox of supravaginal hysterectomy^ for carcinoma of the cervix. 

It is of interest to note that in the entire group of 62 patients there were 9 
nulliparous women. Childbirth injury and the consequent development of 
chronic cemcitis has been strongly emphasized in the etiology’' of carcinoma of the 
cenmx, but the author considers that carcinoma of the cemx occurs only about 
twice as frequently in parous as in nulliparous women. 

Carcinoma of the ceiwical stump was diagnosed in the 38 patients at intervals 
varying from 4 to 36 years after operation. In the author’s clinic, cervical 
stump carcinoma constitutes 4.2 per cent of all cenical carcinoma receiving 
primary treatment. Total hysterectomy^ certainly' w'ould have prevented the 
development of carcinoma in these 38 patients, and a re\iew of the case liistories 
suggests that many more total hy'sterectomies might have been performed 
wthout materially increasing the operative risk to the patient. 

The results of treatment of the patients suffering from cervical stump carcinoma 
have been better than the results of treatment of those with carcinoma of the 
cen-Lx when the body' of the uterus w'as present. The 3-y'ear survival rates were 
50 and 39 per cent, respectively', and the 5-y'ear rats were 45 and 30 per cent, 
respectively. The effectiveness of postoperative irradiation therapy' depends on 
its prompt application. 

(This study brings out several points: (I) that panhj'sterectomy is preferable to the 
supravaginal technic unless there is some contraindication imposed by the conditions sur- 
rounding the individual case or by the personal limitations of the surgeon ; (2) that thorough 
ex^ination of the cervix should be made whenever hysterectomy, or for that matter any 
pelvic operation, is contemplated; (3) that carcinoma of the stump, when it does occur, and 
*'1’® earlier idew, offers a prognosis no worse than when the bodv of the uterus is 

still present. —Ed.) 
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CAJSTCER OF THE CERVIX; A NEW TECHNIQUE FOR 
INTERSTITIAL IMPLANTATION OF RADIUM 
INTO THE PARAMETRIUM 


E. Eugene Covington 
Surg., Gynec. & Obst., 82: 512-517, 1946 

The cliief purpose of this paper is to sliow the necessity of interstitial radium 
therapy for cancer of the cervix and the advantages of a new technique used by 
the author in 100 cases. It is not a 5-year study, as a few of the patients have 
been treated for less than 5 years. 

Briefly, the technique of radiotherapy was as follows: 

1. The first radium treatment consisted of the insertion of 2160 mgm. houra of 
radium into the intrauterine canal and the packing of 720 mgm. hours of radium 
as far laterally as possible into either lateral vaginal fornix. 

2. Within a few days of the first radium treatment, roentgen therapy was 
started by which a 42 per cent depth dose was given into the cervix and adjacent 
parametria. 

3. When the roentgen therapy was completed the second treatment or m er- 
stitial implantation of radium was done. Four small incisions w^ere made in e 
vaginal mucosa (not into the parametria) in the 2, 4, 8 and 10 o’clock posnons 
equidistant as far laterally as possible around the cervix. A long KeUy c m 
was then used to dissect a long tract into the parametrium through each o e 
incisions. Arubber tandem containing radium was then inserted mto eac o 

4 tracts, giving a total of 2520 mgm. hours of interstitial radium. 

(1680 mgm. hours) wms then inserted into the intrauterine canal. 

The total irradiation given directly into the tumor was 7800 mgm- ° 
radium + 3360 r of roentgen therapy. The author discusses the ^ 
and contraindications mth this new type of interstitial , Lj-jal 

emphasis on the greater safety of this procedure over other forms o 

*^Of the 100 patients in this series, 76 (76 per cent) a"® ^es 

observation and 24 patients (24 per cent) have died of c^nce . 
of death were as follows: 3 patients had rectovaginal fistulas 2 ha 
tases, 2 had pulmonary metastases, 4 died of urmary obstru , 
vaginal hemorrhages and one died of rectal hemorrhag . g 

complications from the interstitial implantation of ^ case of 

cases of irradiation proctitis, one case of ^ecto Wl ^^4 deaths were the 

radiation necrosis of the cervix as late oomphcations. tj-ium. 

results of uncontrolled cancer of^^e ™ and adjacent P 

From a study of the 5 late complications of the pelvis 

patients and the high percentage of positive “"^fl^igher total dose of 

found at operation by surgeons it should obvmu® th 
irradiation should be given to cervix and a much mgn 
distributed throughout the parametria and lymph nodes 
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The author has attempted to accomplish the followung: (1) To eliminate the 
necessity of a major surgical procedure for early carcinoma of the cen’ix. (2) 
To improve the complete eradication of the growth in the cenux. Tliere have 
been fewer positive biopsies after treatment, thus the 5-3'ear cure rate should be 
better. There have been onlj’ 4 deaths (4 per cent) from stage II cancer of the 
cexvb: and none from stage I. Tins rate is far better than was obtained by pre- 
vious methods of radiotherapju (3) To reduce the number of deaths from 
parametrial extension of cancer bj' giving a higher total dose of irradiation equally 
distributed throughout the pelvis. This has also been effected as onlj' 4 deaths 
(4 per cent) were due to urinarj’’ obstruction contrasted with the usual 20 to 35 
per cent recorded in the literature. 3 figures. 

(It ia difficult to believe that this rather heroic plan of radium application would not be 
associated with considerable risk of injurv of important structures, especially the ureters. 
-Ed.) 


IS THE BIOPSY OF NEOPLASMS DANGEROUS? 


M. E. Maun and W. F. Dunning 
Sing., Gynec. & Obst., 82: 567-572, 1946 

There is some experimental evidence to support the belief that the rupture of 
the capsule of a tumor or the destruction of adjacent tissue structures incurred in 
obtaining a biopsy specimen may sertm to open vascular and lymphatic channels 
to tumor cells. Therefore, clinicians are prone to avoid the incision of neoplasms 
for fear that the diagnostic procedures may seir'e to disseminate tumor cells, but 
reluctance to perform a biopsy often delaj's adequate therapy and invalidates 
an accurate diagnosis. 

A critical study of surgical and postmortem specimens gives ample e^ddence 
that neoplasms are not restrained or unduly inhibited by their capusles or areas 
of marked desmoplasia, since metastases may precede capsule formation and 
emboli may readily flow in Ijmphatic channels found in encircling tissue barriers. 
E\adence also suggests that growth in distal parts depends upon the adaptability 
of the invaded tissues to the repeated attacks of \dable emboli. Therefore, it 
majf be supposed that inoculation of an organ with a large mass of tumor cells 
might produce a viable metastatic focus, while an embolus of onlj'' a few cells 
might succumb to tissue defenses. Hence, a decrease in the bulk of a neoplasm 
should senm to decrease the incidence of metastatic growth. 

Finding that the literature presented contradictory and inconclusive eiddence 
on this subject, the authors thought it desirable to investigate the problem 
further, emplojung more biologicallj’' uniform material. Rats bearing trans- 
planted fibrosarcoma, adenocarcinoma and squamous cell cancer were operated 
upon and compared with an unoperated upon control group for length of sunival 
after transplantation and percentage in which metastases ivere detected. 
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^ 1 he average survival period of rats bearing transplanted fibrosarcomas was 
significantly prolonged by excision of the tumor 9 days after transplantation but 
the percentage of lung and lymph node metastases was not altered. 

The average survival period of rats bearing transplanted adenocarcinoma was 
significantly prolonged b 5 ’’ the removal of a considerable mass of the tumor 60 
days after inoculation. The rats operated upon w-hich survived the rats of the 
control series had a significantl 3 '’ higher percentage of lung metastases. 

A simple biopsy performed on rats bearing transplanted adenocarcinoma did 
not affect the average sur\’ival period of the rats or increase the percentage vith 
lymph node and lung metastases. 

A simple biopsy of transplanted squamous cell cancer did not affect the average 
survival period of the rats or increase the percentage of metastasis to the lymph 
nodes, lungs and skeletons. 

These data confirm recent clinical observations that the surgical removal of all 
available tumor tissue in a seemingly hopeless case serves to prolong the indi- 
vidual’s life for several years. Further, no untoward effects are recorded by cutting 
into the tumor mass or by severing l 3 miphatic channels. These reports and the 
data reported in the present paper would suggest that the treatment of a neoplasm 
is facilitated b 3 '’ the removal or destruction of an 3 ’’ quantity of the growth and 
that the hosts’ survival is, thereby, proportionately prolonged. 

(This interesting experimental study offers evidence (1) that biopsy of malignant tumors 
is not fraught with danger of disseminating the growth, and (2) that removal or destruction 
of the primary growth, where dissemination has already occurred, tends to increase the 
period of survival. This is not the first study of this sort which has been made, nor the 
.first which has led to the conclusions above noted, and yet there have always been surgeons 
who have felt apprehensive about the risk of spreading cancer cells by the opening of Woo 
vessels and lymphatics which biopsy entails, although there appears to be little or no 
evidence of worthwhile hazard in this respect from the field of human surgery. In spi e 
of this, the imperfections of our knowledge should induce us to develop gentleness in cancer 
operations, and to avoid the unnecessary mauling and traumatism which might squeeze 
cancer cells into the lymphatics or into the peritoneal cavity. 

It seems doubtful that vaginal smear studies can ever replace biopsy in the ^ 

of cervical cancer, so that even if there were a slight theoretical hazard to biopsy , we s o 
never hesitate to do it when indicated. In no other way can the diagnosis be a so u 
established, and a proper decision on this point is of vital importance to the pa ^ 

As to the second point brought out by the authors, this likewise is in keeping ‘ ■ 

experience of most surgeons. For e.\ample, in the all too frequent cases of 
in which exploration reveals that extensive peritoneal involvement has already oc 
it appears to be true that removal of the primary growth, when this can be came o 
out undue hazard, does tend to prolong the patient’s life.— Ed.) 
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GENERAL PRINCIPLES CONCERNING THE AIALIGNANT 
GRADATION OF CARCINOALAS 

jMoacyr de Freitas Almoiuii 
Arq. Cir. Clin. Exp. (Sao Paulo, Brazil), 8: 337-444, 1944 

On the basis of a large series of tumors of all tjqjes and origins, in which an 
anatomo-clinic interrelationship had been established whenever possible, the 
author sets forth a system of grading malignancy of all tj^ies of cancer of tlie 
various organs, and not onlj'^ of some varieties, as has been done hitherto. 

For this pm-pose, as a matter of principle, he adopts Broders’ munerical system, 
classifjing the grade of malignanc}'- of all carcinomas from I to IV. However, 
the basic principles guiding his classification differs entirely from Broders’ one 
(prerious pseudo-counting of the cells, of the number of mitotic figures, especially 
of percentage, etc,). As a matter of fact, this classification is based exclusively 
upon the classical principles of oncologj% i.e., the parallelism that e.xists between 
the degree of anaplasia or cataplasia of the tumor cells and the grade of 
.malignancy and radiosensitmtj' of the latter. 

PreliminarUj', the neoplasm should be classified within a “general” grade of 
malignanc 3 % bj'- which the grade of malignanc}' of the neoplasm is compared to all 
tumors in general. After this has been established, then the so-called “special” 
grade of malignancj' is determined, bj'' which the neoplastic cells on study are 
related to others of the same variety or group, in order to create the sub-groups or 
subdiHsions. The following table represents the classification recommended by 
the author: 


Classifying table of the grades of anaplasia and malignancy 


GRALHS or HISTOIOCIC 
crfrEKENnATioN (oa or 
KDmxarNTIATION AXX> 
ANAPU^SIA) 



CENXRAl TYPES OP CAECINOUAS 

AST> RADIOSENSIBmTY 

CItADATION 

Originating from the 
surface epithelium 

Originating from the 
glandular epithelium 

High grade of differ- 

Low grade of ma- 

Grade 

Malignant pap- 

Malignant ade- 

erentiation on (or 
iovrer degree of 

undifferentiation 
or anaplasia) 

lignancy (and of 
radiosensitivitjq 

I 

ilomas 

nomas 

Medium grades of 

Medium grade of 

Grade 

Spinal-cell car- 

Adenomatous 

differentiation (or 
medium grades of 
anaplasia) 

malignancy (and 
of radiosensi- 

tivity) 

II 

cinomas 

carcinomas 

Low grade of differ- 

High grade of ma- 

Grade 

True basal-cell 

Solid glandular 

entiation (or high 
grade of anaplasia 

lignancy (and of 
radiosensiti^dty) 

III 

carcinomas (of 
the mucosas) 

carcinomas 

Total or almost 
total absence of 
differentiation (or 
maximum grades 
of anaplasia) 

Maximum grade of 
malignancy (and 
of radiosensi- 
tivity) 

Grade 

IV 

Diffuse carcinomas (or meristomas) 
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In order to evaluate the malignancy of cancer, the histological grade, although 
very important and even fundamental, does not, hou’^ever, suffice if considered 
alone. Besides the structural characteristics showing a higher or lower degree of 
anaplasia (histologic malignancy of the tumor), we also have to consider the 
climcal grade of malignancy, which is obtained by the observation of various 
important factors: (1) Degree of local extension already acquired by the neo- 
plastic growth. A cancer Grade I, therefore, when very extensive bears a bad 
prognosis even if its Jiistological malignancy is of low grade. On the other hand, 
a cancer possessing a high grade of malignancy (II, III or IV) when diagnosed in a 
very early stage, mtb a very small local extension, may have a better prognosis, 
as far as surgery is concerned, and it can even be good or excellent in some 
instances. (2) The organ involved. A good example is given by the basal cell 
tumors of the skin, which are relatively benign, while on the other hand, the basal 
cell carcinoma of the uterine cervix is extremely malignant. (3) The age of the 
patient. It is known that certain types of cancer are more malignant and show a 
more rapid com-se at certain ages than at others. (4) Multiple patterns that can 
be seen in cases of large neoplasms, leading to mistakes in the interpretation of 
their histological malignancy, especially when only small fragments of tissue are 
submitted for pathologic examination. 

This article is illustrated with a great number of clinical cases, manypf them 
gjmecological ones, accompanied by several photomicrographs. 

(The observations upon which the author's system of grading carcinomas is based are 
sound, but there would seem to be no important difference between his plan and those now 
in general use. All are based on the belief that the greater the degree of anaplastic activity, 
or de-differentiation, or unripeness of the constituent cells the greater the degree of olimca 
malignancy. His system, I am glad to see, classifies as Grade I adenocarcinoma the tumor 
called by some "malignant adenoma." The author is likewise, to be commended for 
emphasizing that the clinical classification of the tumor, referring to its clinical 
advancement, is of even greater importance in prognosis than its histologic grading, or 
example, an advanced carcinoma of Grade I or II presents a more unfavorable outlook an 
an early lesion of Grade iv. — Ed.) 


OBSERVATIONS ON THE TREATMENT OF ADENOCARCINOMA 

OF THE UTERUS 

L. A. Gray, M. Friedman and W. S. Randall 
Surg., G3mec. & Obst., 82:386-404, 1946 

The authors present 10 cases of adenocarcinoma of the 
Walter Reed General Hospital in order to show that to point 

in 6 of the 7 uteri which received enormously large doses of rad 
out the necessity of oophorectomy as part of the treatme , 
metastasis was present in 3 patients. 
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It has been suggested that panhysterectomy irith bilateral salpingo-oophorec- 
tom}' should result in a 5-ycar arrest of 60 to 65 per cent of operable lesions. The 
majority of recent authors have advocated the use of preoperative radium fol- 
lowed by hysterectomy. Small doses of radium (1500 to 2500 milligram hours) 
have relatively little effect on adenocarcinoma of the uterus, and the few reported 
cases treated with 4000 or more milligram hours are inadequate for a correct 
statistical e’l'aluation of the combined method of therapj'. 

In the present series of cases radium was applied by means of the hj’sterostat, an 
applicator designed by one of the authors to achieve more equal distribution of 
radiant energy to all parts of the uterus. The hysterostat is described and 
illustrated in the original paper. 

Of the 10 cases of adenocarcinoma of the uterus, 9 were modeiutelj' ad%-anced or 
advanced, but without induration of the pehic ligaments, and were considered 
operable. Ovarian metastasis was subsequently found in 3 patients. Slicro- 
scropic examination revealed moderate differentiation (grade 2) in 4 cases, 
moderate undifferentiation (grade 3) in 4 cases and complete imdifferentiation 
in 2 cases. 

Seven of the 10 cases were treated with radium followed by panhysterectomy 
and bilateral salpingo-oophorectomy, the radium dose ranging from 6030 to 
12,480 milligram hours. The single case of adenocarcinoma of 'the endoceiaix 
received an x-ray tumor dose of 3030 r followed by 8000 milligram hours of 
radium. 

The size of the uterus wms moderately or greatly reduced following radium. 
In one case the uterine canal shrank in length from 8 to 4.5 centimeters and 
in another case from 12.5 to 6.5 centimeters. 

The Richardson conservative panhysterectomy technique was used in all but 
one case. In every case the parametrial tissues were somewhat sclerotic. The 
uterine vessels seemed smaller than usual. In 6 of the 7 excised uteri nests 
of apparently viable cancer cells were found in the myometrium, with deeper 
extension in 3, The one uterus in which no residual carcinoma was found had 
a highly maUgnant, undifferentiated adenocarcinoma which received 12,480 
rnilligram hours of radium. 

According to the literature, the reasons why combined radium-surgical treat- 
ment gives the best results include: (1) reduction of intrauterine infection 
preoperatively; (2) reduction in size of the uterus simplifying the operative pro- 
cedure; (3) immobilization of cancer cells in the uterus reducing metastasis; 
(4) sclerosing of lymphatics and blood vessels, reducing metastasis; (5) prevention 
of recurrence from operative spill in the vagina and abdominal incision; and (6) 
favorable results borne out of statistical erddence. However, statistical evidence 
IS the only concrete information on the value of preoperative radium and series 
of as manj’^ as 100 cases with uniform radium treatment (4000 milligram hours or 
more) will be needed before the value of preoperative radimn may be 
ascertained. 

One patient in this series had undifferentiated adenocarcinoma for which many 
authors recommend preoperative radium. Since the emdence indicated an early 
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lesion, hysterectomy was performed without preliminary radium. The finding of 
ovarian metastasis in 3 patients emphasizes the importance of postradium opera- 
tion, since preoperative radium cannot materially affect the metastatic ovarian 
lesion. 

From this study the authors conclude that radium alone will not completely 
eradicate adenocarcinoma of the uterus. Subsequent excision of uterus, tubes 
and ovaries is necessary. The exact role and specific indications for preoperative 
radium therapy have not yet been satisfactorily established. 36 figures. 

(This excellent study has yielded results quite similar to that reported from the analysis 
of a somewhat larger group of cases by Stowe (Am. J. Obst. & Gynec., Bl: 57, 1946-sb- 
stracted in June Survey, p. 406). The popular treatment of the day for adenocarcinoma 
is preliminary intrauterine radium followed, usually about 6 weeks later, by pan- 
hysterectomy and bilateral salpingo-oophorectomj\ As the authors point out, however, 
it is still too early to evaluate the final results of this plan, and not all gynecologists are 
fully committed to it. For example, in a paper before the recent meeting of the American 
Gynecological Society, and as yet unpublished, 'Norman Miller advocated the preliminary 
use of .x-ray alone, with no intrauterine radium. The evidence is piling up that 
intrauterine radium therapy has many shortcomings, and that residual carcinoma is to be 
expected in a very large proportion of cases. The one thing which is clearly established is 
that, unless there is some important contraindication, panhysterectomy should always 
be a part of the treatment of corporeal adenocarcinoma. — Ed.) 


CAHOINOMA OF THE FUNDUS UTERI 


Robert J. Crossen 
South. M. J., 39: 445-453, 1946 

The author discusses the etiology, diagnosis, classification, treatment and 
prevention of carcinoma of the endometrium. 

Age plays an important rdle in the etiology of endometrial carcinoma, i is 
seldom seen before 45 and is most common in the 5th decade of life. Anot er 
etiological factor concerns estrogen. Certain investigators have been ^ ® ° 
produce hyperplasia of the endometrium in castrated animals by pro onge 
administration of estrogenic hormones. . Many workers now feel that yp^ 
plasia may be a predisposing factor in the development of endometrial carcmom . 
The absence of the corpora lutea, with its inhibiting effect on the carcmoge 
action of estrogens, also probably is a factor in late menopause cases. 

In regard to diagnosis, there are the suggestive signs and symptoms 
conclusive pathologic diagnosis. The most frequent symptoms are • 

of bleeding 6 months to a year after the menopause, and delaye m • 

The indiscriminate use of large doses of estrogenic substances 
pause, with its accompanying episodes of 

picture, and in case of uncertainty all estrogenie of the 

to rule out this bleeding factor. The positive diagnosis of adenocarcin 
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endometrium is made by careful curettage. The curettage must be thorough, 
covering the entire surface of the carnty. In cases of recurrent bleeding or persist- 
ent discharge after a negative curettage, the curettage should be repeated. As an 
accessor}' or preliitunar}^ method of diagnosis, the r'aginal smear may prove 
helpful. 

The author believes that if a practical classification such as that of H.S. 
Crossen rvere applied by surgeons generally and the results recorded, much would 
be added to our knowledge of prognosis in corpus cancer. H. S. Crossen ’s classi- 
fication of endometrial carcinoma is pictorially illustrated in the present paper, 
and may be stated as follows: 

First Stage — endometrium only involved. 

Second Stage — myometrium involved but not beyond the middle. 

Third Stage — ^myometrium involved extensively (beyond middle). 

Fourth Stage — involvement of removable adjacent structures. 

Fifth Stage, (1) involvement of irremovable structures, but primary tumor 
mass still removable, and (2) involvement of surrounding structures to such an 
e.xtent as to preclude even palliative removal of the main tumor mass. 

The treatment of endometrial or corpus cancer lias shifted from radical removal 
of the pebnc structures to a plan consisting of preoperative radiation, operative 
removal, and postoperative x-ray treatment. Unless there is some serious 
contraindication, every patient with fundal carcinoma should be given the benefit 
of exploratory operation before being considered inoperable from a technical 
standpoint. The author discusses the problem of distributing the intra-uterine 
radium. 

In regard to prophylaxis against adenocarcinoma of the endometrium, it is felt 
that it is better to stop the persistent estrogenic activity causing delayed meno- 
pause at about the age of 50 rather than run the risk of continued endometrial 
stimulation. This can easily be done uith a radium treatment. Persistent 
hyperplasia, even in yoimger women, should be watched carefully and estrogenic 
therapy avoided. Menopausal symptoms are usually controlled by thyroid, if 
needed, and small doses of stilbestrol or true estrogens; hence, the practice of giv- 
ing large doses of estrogenic substances to menopausal patients is not indicated, 
and may be harmful. 7 figures. 

(This is a very good paper, embodying sound views as to the clinical characteristics, 
patholo^cal diagnosis and treatment of corporeal carcinoma. I agree with the author as 
to the not infrequent significance of a late menopause in the subsequent development of 
adenocarcinoma, and as to the possible predisposing role of postmenopausal hyperplasia. 
As a matter of fact, these two factors are closely related with each other. Crossen speaks 
of the frequency with which adenocarcinoma ift seen in the immediately postmenopausal 
years, but the significance of this is not always the same. It is at this age particularly that 
one is most likely to see various proliferative and adenomatous types of hj'perplasia, to- 
tally different in appearance from the common Swiss-cheese type, and often incorrectly 
diagnosed as adenocarcinoma. 

The safe differentiation of these endometrial pseudomalignant conditions from actual 
cancer requires large pathological experience, and in a certain proportion there will still be 
some doubt. In such cases the proper treatment should be that of adenocarcinoma, with 
usually good results. There is no doubt, however, that many errors are made, with of 
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course some vitiation of adenocarcinoma statistics. In the even markedly proliferative 
but benign cases, my e.vperience has been that proper radiotherapy is all that is required 
for permanent cure, as with the ordinary cases of functional bleeding. 

I do not believe that the classification of H. S. Crossen for endometrial carcinoma will 
be as valuable for prognostic purposes as his son believes, chiefly because it is apparently 
based almost entirely on the degree of myometrial penetration, based usually on the study 
of a few scattered sections. An adenocarcinoma which may be quite advanced, with poor 
prognosis, sometimes shows surprisingly little or no myometrial penetration, while in other 
lesions an adenocarcinoma involving only a very limited endometrial area may show deep 
myometrial penetration, even to the peritoneum.— Ed.) 


SOME ASPECTS OF CANCER OF THE ENDOMETRIUM— ITS 
ASSOCIATION WITH PREGNANCY 

Oscar B. Nestarez and Nicolau S. Assali (Sao Paulo, Brazil) 
Obstetricia y Ginecologia Latino-Americanas 4: 161-189, 1946 


On the basis of three cases, one of epidermoid cancer of the endometrium 
associated with uterine pregnancy and removed by curettage, one of squamous 
metaplasia of the endometrium with beginning malignant degeneration, and 
another of polypoid hjqierplasia showing a malignant tendency, the authors dis- 
cuss the incidence of cancer of the body of the uterus, its etiopathogenesis, the 
question of precancer, the incidence of epidermoid carcinoma “per se”, as well 
as of carcinoma of the endometrium associated with pregnancy and its cure by 
means of curettage. 

According to the authors, multiparity does not seem to influence the incidence 


of endometiial carcinoma, nor do abortions. 

There is no relation of cause and effect between myoma and corporeal carci- 
noma, although they might frequently coexist, nor does the presence of the former 
aggravate the operative mortality of the latter. 

H3ipeiplasia of the endometrium and cancer of the body of the uterus are 
closely related ivitbin or beyond the menopause, because (1) post-menopausa 
hyperplasia is probably caused by estrogenic activity, which has been encoun 
tered by many investigators in some cases of endometrial carcinoma; (2) som^ 
times it is very difldcult for the pathologist to distinguish what is hyperp 
from what is carcinoma; (3) several investigators have been able to trace e 
transition of one process into another; and also hyperplasia of the basa ayer o 

the endometrium may lead to carcinoma. 

The question of precancer is exclusively of clinical nature, altnoug 
instances it has a pathological basis. As a matter of fact, there are ^ ' j 

and lesions of the endometrium that can become malignant, whenev P 

JLerJstimuli, hor,nonal or not, and partiodar 
also: squamous metaplasia, endometrial hyperplasia, mucous gla 
beni'mi adenoma, papilloma and chronic inflammation. 
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Regarding epidermoid carcinoma of the endometrium, it must be said that it is 
a very rare disease and has to be distinguished from the so-called adenoacan- 
thoma. In order to explain its histogenesis, the best concept is offered by the 
indirect metaplasia (&ompecher) theorJ^ 

Carcinoma of the bodj' of the uterus coexisting vdth uterine pregnancy 
constitutes a verj' rare eventuality, and even more rare vhen the carcinoma is of 
the epidermoid type, as in one of the author’s cases, which constitutes the eighth 
reported in the whole literature. 

The cure of endometrial carcinoma bj' simple curettage has ahead}' been de- 
scribed by some authors, and can be e-xplained by assuming the fact that in the 
early stages, the tumor ma}' sometimes remain localized in a small area, and, 
therefore, a thorough curettage may remove it entirely. 

Case reports: 1) dO-j'ear-old patient who had become pregnant 4 months ago. 
Following a period of amenorrhea of one month and twenty days, she started 
bleeding. Two curettages were performed, but did not control the metrorrhagia. 
Pehde e.xamination tos negative. With a diagnosis of incomplete abortion, the 
patient was submitted to a third curettage, at which a soft zone could be felt on 
therightside of the fundus, leading to the suspicion of malignancy. Pathological 
examination of the curettings revealed infected owlar rests and an epidermoid 
carcinoma of the endometrium (grade III). 

Total hysterectomy and bilateral salpingo-oophorectomy were performed, 
followed by uneventful recovery. Pathological examination of the surgical 
specimens revealed only chronic endometritis, no malignant cells being seen. 

This case, therefore, consitutes a good example of real cure of an endometrial 
carcinoma following a simple curettage. 

2nd Case: This concerns a case of squamous metaplasia of the endometrium 
with beginning malignant degeneration. A 36-year-old patient complained of 
vaginal bleeding for 30 days. Her history could not be obtained, due to lack of 
knowledge of the language. Pehde examination was negative. With a clinical 
diagnosis of fimctional bleeding or abortion rests, a curettage was performed. 
Pathological examination of the scrapings rer'ealed carcinoma of the endo- 
metrium. 

Total hysterectomy and right salpingo-oophorectomy were done, followed by 
uneventful recovery. Pathological examination of the organs removed showed 
only chronic cervicitis, chronic endometritis and squamous metaplasia of the 
epithelium lining the glands. 

Srd Case: This concerns a case of polypoid hyperplasia with malignant 
tendency. A 52-year-old patient in menopause for the last 5 years, complained 
of va^al bleeding during the last 3 months. Pelvic examination was negative. 
A curettage was performed, which showed polypoid hyperplasia of the endome- 
tnum with signs of malignant degeneration. There were numerous irregular 
glands lined by epithelium showing no uniform distribution. In the compact 
layer there were many epithelial proliferations growing in an infiltrating form, 
m the midst of a compact connective-muscle tissue. 

This patient was submitted to radium therapy and is fairly well up to today' 
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(T)ie authors’ discussion and case reports open up many important questions, only one 
or two of which can be commented upon. They speak of the now large group of cases in 
the literature in which curettage has cured adenocarcinoma, but it must be remembered that 
in all these the curettage has been followed fay hysterectomy, the latter probably being 
responsible for the cure. In such cases the curettage removes a small localized, usually 
polypoid adenocarcinoma, so that no evidence of cancer can be seen in the uterus after its 
removal . But this does not necessarily mean that if nothing more than the curettage were 
done, the patient would remain well. Such an assumption would not be in conformity 
with our usual ideas of cancer characteristics. 

As the illustrations are not especially^ good, it is difficult to be sure of the authenticity 
of the diagnosis in Cases 1 and 2. As regards Case 1, it should be borne in mind that plaques 
of decidual cells might in some cases be readily confused with epidermoid carcinoma. 
Case 3 was evidently one of proliferative but benign hyperplasia. While the ordinary 
Swiss-cheese hyperplasia does not in any way resemble carcinoma, the occasional case 
with markedly proliferative and adenomatous features may offer great difficulties, so that 
pathologists will disagree as to the diagnosis. This pseudomalignant variety of hyper- 
plasia, in my experience, is most likely to be seen in women over 50. There are cases in 
w'hich the pathologist, if e.vperienced in this field, must at times make a diagnosis based 
almost on instinct and empiricism. If he is in serious doubt, hysterectomy is advisable, 
but in this doubtful group my experience has been that examination of the removed uterus 
is likely to show no carcinoma, though there are of cou'rse exceptions. — ^Ed.) 


CHRONIC INVERSION OF THE UTERUS WITH FIBROSARCOMA 

OF THE CORPUS 

W. J. Reich and M. J. Nechtow 
Am. J. Surg., 71: 710-712, 1946 


While sarcoma of the uterus may arise from the muscle fiber of the uterus, e 
connective tissue, or the endometrium, the commonest source is fibromyomas o 
the uterus. The incidence of sarcomatous degeneration of fibromyomas is 
probably .5 to 1 per cent, although some clinicians have found it as high as 
per cent. Sarcomas originating from fibromyomas are thought to bear a 
brighter prognosis than primary sarcomas. It is also believed that the degree o 
mitotic activity may reflect the severity of the malignancy and its clinica prog 

Non-puerperal uterine inversions are usually caused by some sort of neoplasms 
the fundus. Fibromyomas are the commonest tumors associated wit ^ ^ 
puerperal inversion. The author presents the case of a 76 year old ^^ oma 
whom, on examination, a large necrotic mass protruded from the , 

the right of this mass there was an adherent decomposed necrotic tumor m 
Z 4 by 4 cm., the center of rvhich appeared ■■cooked”, rvhile the P™ Pf 
ydlorrish greem It rvas friable and bled easily. The ^SYiSTthtva^- 
,ms markedly edematous and it was imposable to reduce fjegcneni- 

A preoperative diagnosis of chronic uterme inversion, accompanied by g 
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ating fibrom 3 'omas, was made; malignancj’- was considered probable. Vaginal 
hysterectom 3 ' was performed and histologic sections proved it to be a fibro- 
sarcoma. 3 figmes. ^ 


VAGINAL AND CERVICAL CYTOLOGY IN UTERINE 
CANCER DIAGNOSIS 

J. Ern*est Avre 

Am. J. Obst. & 030160., 61: 743-750, 1946 

This paper consists of an analysis of 100 cases of genital malignancy studied in 
the G3Tiecologic C 3 ’tolog 3 ' Di^dsion of the Ro 3 'al Victoria Hospital. Of these 100 
cases giving a tissue diagnosis of malignancy, the C 3 ’tolog 3 ' smears showed an 
average error of 6 per cent. Results are outlined in Table II. 

TABLE 11 
Results 


Total number of cases investigated (patients of cancer age or with cancer signs or 
Bj-mptoms) oSO 

Smears diagnosed positive for cancer 105 

Smears diagnosed negative for cancer 475 

Number with positive smears having positive biops3’ 96 

Number uith positive or suspicious smears having negative biops3* (percentage of 

error— 8) 9 

Number with negative smears having positive biopsj' (percentage of error — i) 4 


Smears taken routineb'^ from the e.xtemal cendcal os have been found more 
reliable in diagnosis than vaginal smears. Smears taken direct from the cervical 
os gave a more rapid and efficient identification of the malignant cells. The 
author states that this would seem the more logical procedure because over four- 
fifths of the genital malignancies do arise from the cervix or from the 
endometrium. 

It is pointed out that the cytology of the cervical canal is different from that 
the vagina. In malignant cases one finds fewer of the normal squamous 
epithelial cells and a greater quantity of mucus and leucoc 3 des, and more signif- 
icant, a greater concentration of malignant cells. Because the ceridcal smears 
exhibited a greater concentration of cancer cells, it was found advisable to modify 
the original technique of Papanicolaou and Traut. 

It has been the author’s experience that a diagnosis of malignancy of the endo- 
metrium can be reliably determined by the smear method, but there is a slightly 
greater risk of error in this type than in cendcal malignanc 3 % Exfoliation from 
the endometrium occurs abnormally in the presence of any degenerating, necrosing 
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or bleeding lesion. Another factor that accounts for the greater percentage of 
error in the cytology diagnosis of fundal malignancy is the fact that so many 
lesions occur which are on the borderlinebetween extreme endometrial hyperplasia 
and adenocarcinoma. 

Advantages of cytology diagnosis are that it often completely eliminates the 
danger of added trauma, bleeding and lymphatic e.xtension of the cancerous 
lesion, and that, in the presence of sepsis contraindicating surreal biopsy, smears 
may be taken ivithout stirring up the infection. The smear is also helpful in 
differential diagnosis of lesions in patients kno^vn to have a positive Wassermann 
test. Also, the increased economy of the smear method over biopsy may not 
be overlooked. 

The author has found that the centrifuge cytology technique offers several 
advantages over the smear. By gathering up the sediments from the bottom of 
the bottle, it was realized that this sediment contained in it the telltale cancer 
cells which when placed in a corked test tube in a few drops of fixative solution 
could be at once fixed and presenmd and then easily mailed. As many of the 
cervical aspirations were rich in blood and secretion, the specimen was centri- 
fuged, then mounted in paraffin, sectioned, and stained with hematoxylin and 
eosin. Using this technique, the cancer cells may be more quickly identified, 
being throRm together by the centrifuge. Staining is simplified as ordinary 
hemotoxylin and eosin usually is satisfactory for routine use. 

In conclusion, the author states that the smear method has been helpful m 
detecting cancer at an early stage and in benign cases simulating malignancy 
clinically. The method has also been found valuable in assessing radiation 
therapy. 3 plates. 

(The question of vaginal cytology in the diagnosis of uterine cancer has already been 
commented upon rather fully in recent issues of the Survey (February, p. 106; April, 

BO that it need not be again discussed here. Ayre makes the suggestion in his paper a 
the smears be taken routinely from the external cervical os instead of from the vagina, an 
this seems logical , at least as applied to endometrial or intracervical cancer. Theoretica 
however, this method might miss the occasional lesion just outside the os. Withou again 
reiterating the pros and cons of the vaginal smear method, the prevailing opinion, even 
among those who have used it most widely, is that it can not take the place of biopsy m 
decisive diagnosis of cancer, but that it may develop into a valuable screemng es m 
examination of large numbers of women. — Ed.) 


CERVICAL CYTOLOGY TESTS IN CANCER DIAGNOSIS: GLYCERINE 
TECHNIQUE FOR MAILING 

J. E. Ayhe and Evelyn Dakin 
Canad. M. A. J., 64: 489-491, 1946 

The authora deseribe a nee- cytology teclmique vhereby S,™. 

emcars may be temporarily mounted for mailing by the glycermc techmqn 
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The cancer cells and normal cells lose none of their morpholopcal interpretation 
of cancer or pre-cancer. The instructions for the glycerine technique are as 
follows: 

1. A glass pipette is used to aspirate the secretion from the external cervical os. 
The secretion is spread over a f inch diameter area at one end of the slide. The 
smear is immediately immersed in the solution containing equal parts of 95% 
alcohol and ether, and the slide is allowed to remain immersed for one hour. 

2. At the end of one hour the slide is removed and, without permitting drjdng, 
a large drop of glycerine is placed in the center of the secretion zone. A second 
glass slide is placed face to face mth the smear and the glycerine spreads out to 
cover the entire smear area, sealing it off completely. The 2 slides are then 
placed in a tiny wooden container for mailing to the laboratory. They may re- 
main in the temporary glycerine mounting up to 2 weeks, if necessary, but the 
best staining results will be obtained if the time does not exceed one week. 

3. The staining procedure is carried out in the cj’tologj’^ laboratory. The 
cover slide is removed by rotating one slide on the other slightly preceding 
separation. The slide containing the cell smear is placed in absolute alcohol for 
5 minutes to allow the glycerine to dissohm, and then is stained as follows: 

a — Wash in 70, then 50% alcohols; then rinse well in 2 changes of distilled 
water. 

b — Stain in Harris hematoxylin for 6 to 10 minutes. 

c — ^Rinse thoroughly 3 to 4 times in 0.5% aqueous solution HCL. 

d — ^Rinse thoroughly in r unnin g tap water 10 to 15 minutes. 

e — ^Rinse in 50%, 70%, 80%, and 2 changes of 95% alcohol (do not carry any 
water into OG-6). 

f— Stain for one minute in OG-6, depending on age of stain. 

g — ^Rinse 5 to 10 times in each of 2 jars of absolute alcohol to remove excess 
stain, 

h — Stain in EA-50 2| to 3| minutes. 

i — Rmse 5 to 10 times in each of 3 jars of 95% fresh alcohol. 

j— Rinse in absolute alcohol. 

k — ^Rinse in zylol (1) and (2), allowing to stand a couple of minutes in second 
zylol before mounting. 

1 — ^Moimt in Canada balsam or permount. 

By using this technique, the cytology test for cancer becomes as readily avail- 
able to the phyacian’s use as a Wassennann test. 1 figure. 

(As discussed in a number of previous editorial comments on papers dealing with the 
vaginal smear diagnosis of uterine cancer, one of the limitations of the method is that an 
expert knowledge of va^nal cytology is requisite for trustworthy interpretation. The 
method of collection and preliminary preparation of the smears which the authors outline 
should be of help, since it leaves the staining and, above all, the cytological diagnosis to 
those qualified in this field. — Ed.) 



738 


OBSTETRICAL AND GYNECOLOGICAL SURVEY 


LYMPHANGIOCYSTIC FIBROMA OF UTERUS 


Alfred Plaut 

Am. J. Obst. & Gynec., 61: 842-851, 1946 


The case report presented in this paper is the twenty-first case of lymph- 
angiocystic fibroma of the uterus reported. 

The patient was a 50 year old gravida iv, para iv, complaining of irregular 
periods for one year, the menstrual intervals during this time having varied from 
3 weeks to 3 to 4 months. During the past few months prior to admission there 
had been intermenstrual spotting, -weakness and backache. The past history 
■was irrelevant. Physical examination revealed heart an d lungs normal, abdomen 
soft, no masses felt, no pain elicited. Vaginal examination revealed a slight 
rectocele and hypertrophied cervix. A firm mass, about 2 cm. in diameter, 
protruded from the e,xtemal os; it had a pedicle which appeared to lead into the 
uterine cavity. The uterus was retroverted, about the size of a 6 weeks’ gesta- 
tion and its posterior wall appeared irregular, hard and nodular. The appendages 
were negative. 

A preoperative diagnosis of “submucous uterine myoma’’ was made and vagi- 
nal hysterectomy and perineorrhaphy were performed under spinal anesthesia. 
The pedicle of the mass protruding from the external os was found to be attached 
to the posterior cer-rical lip, a short distance above the external os. The small 
tumor grossly was found to be round, ovoid and partly cystic. The patient’s 
recovery was uneventful. 

No myomas were found in the uterus. The endometrium was thick, partly 
yellowish, partly red. The myometrium was up to 2.5 cm. thick. The cervical 
lips were everted, funnel-Iike. The tumor mass was pinkish-gray, soft, cystic 
and ovoid, its largest diameter measuring 3 cm. Its inside was glossy, purplish 


pink with irregular small, flat ovoid protrusions. 

The tumor was separated by a layer of normal cervical stroma from a zone o 
severe cervicitis; in no place did the inflammation reach the tumor. Micro- 
scopically no capsule was found. Finger-shaped portions of tumor and norma 
tissue interlocked. Slight loosening of texture was the only indication of is- 
tolysis. The tumor represented a shell surrounding a ragged central cavity, 
which in turn was surrounded by a system of clefts. Most of these clefts appar 
ently did not communicate "with each other. Some were empty, while o ers 
were filled 'with thin, homogeneous matter or “fuzzy” coagulum. In mos 
places, no lining layer was seen ; at some points a single layer of flat cells line 
ca-vity. Gross sections of blood capillaries protruded from the nonlme mne^ 
surfaces; however, no hemorrhage was seen anywhere m the tumor, ma 
areas of liquefaction were numerous, notably around blood and l^P J ' 
Vessels were very numerous, most of them were sinusoidal capillaries or 
TtafwrbJd vesseb, lymph veasek and endothelium-lmed sp« 
nature was doubtful. 
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An even network of collagenous bundles occupied the tumor. A l3Tnph node 
had been beginning to form in the tumor. No elastic fibers were foimd, and no 
muscle fibers. Cells were evenly distributed; there were neither heaps, bundles 
nor whorls. No cell boundaries could be recognized. The nuclei were more or 
less oval, on the average 6 to 9 microns long, the distance between them aver- 
aging.8 to 10 microns. A angle medium-sized nucleolus was seen in many cells. 
Occasionall}'^, 3 to 5 nuclei were close together, but there were no giant cells. 
No cell di%asion was found. 

Single, small, compact round, probab^’- Ijmaphocytic, nuclei were sparselj’’ 
scattered. In the areas of liquefaction, slightly larger dark nuclei were found. in 
groups, and around some a narrow zone of cytoplasm could be recognized. One 
single cell had small indistinctly eosinophilic granules. Tissue mast cells were 
numerous. The anatomic diagnosis was hyperplasia of myometrium, small 
lymphangiocysto-fibroma, cer\dcitis. 

It appears that the typical lymphanpocystic fibroma is benign; however, 
sufficient follow-up data are lacking. The author discusses questions of diagno- 
sis and procedure. 9 figures. 

(This is an extremely rare uterine tumor, but, as the author suggests, perhaps not quite 
60 rare as the literature vrould indicate. For example, I have recently studied two cases 
of this general group in our laboratorj’, though both were of solid type, with no such cystic 
cavity as Plaut describes in his specimen. I wonder why he calls it a lymphangioeystic 
fibroma, rather than simply a lymphangioma, since fibroma is practically never seen in 
the uterus, and the illustrations show little evidence of fibrous tissue. There would be 
somewhat more reason for his designation as applied to certain equally rare tumors of the 
ovary, in which even large cystic cavities may show a wall of lymphangiomatous tissue quite 
similar to that shown in Plaut’s pictures. I have recently encountered such a case. 

In the uterine group, it is not always easy to draw the line between lymphangioma and 
lymphangioendothelioma. In one of my own cases, for example, there are areas in which 
the endothelium shows marked proliferation and apparently some invasiveness, and mi- 
croscopically one would be inclined to assume at least a low grade of malignancy. — Ed.) 


the SYMPTOMATOLOGY OF UTERINE RETRODISPLACEMENTS 

Clarence C. Briscoe 
Pennsylvania M. J., 49; 739-741, 1946 

The symptomatology of retrodisplacements of the uteras has been a contro- 
versial problem. The idea that this condition is a common cause of abortion 
and a factor in sterility appears to be rather prevalent. The present paper is 
based on a review of the records of 500 unselected, consecutive private patients, 
and represents an attempt to determine if the common impressions about retro- 
displacements are based on fact or mere prejudice. 

About J of normal healthy women have uterine retrodisplacements. The 
incidence of abortion of all types is probably 20 to 25 per cent of aU pregnancies. 
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LYMPHANGIOCYSTIC FIBROMA OF UTERUS 


Alfred Plaut 

Am. J. Obst. & Gynec., 61: 842-851, 1946 


The case report presented in this paper is the twenty-first case of iyraph- 
angiocystic fibroma of the uterus reported. 

The patient ivas a 50 year old gravida iv, para iv, complaining of irregular 
periods for one year, the menstrual intervals during this time having varied from 
3 weeks to 3 to 4 months. During the past few months prior to admission there 
had been intermenstrual spotting, -weakness and backache. The past history 
was irrelevant. Physical examination revealed heart and lungs normal, abdomen 
soft, no masses felt, no pain elicited. Vaginal e.\'amination revealed a slight 
rectocele and hypertrophied cervix. A firm mass, about 2 cm. in- diameter, 
protruded from the external os; it had a pedicle which appeared to lead into the 
uterine cavity. The uterus was retroverted, about the size of a 6 weeks’ gesta- 
tion and its posterior wall appeared irregular, hard and nodular. The appendages 
■were negative. 

A preoperative diagnosis of "submucous uterine myoma” was made and vagi- 
nal hysterectomy and perineorrhaphy were performed under spinal anestbeaa. 
The pedicle of the mass protruding from the external os was found to be attached 
to the posterior cervical lip, a short distance above the external os. The small 
tumor grossly was found to be round, ovoid and partly cystic. The patient’s 
recovery was uneventful. 

No myomas were found in the uterus. The endometrium was thick, partly 
yellowish, partly red. The myometrium was up to 2.5 cm. thick. The cervical 
lips were everted, funnel-like. The tumor mass was pinkish-gray, soft, cystic 
and ovoid, its largest diameter measuring 3 cm. Its inside was glossy, purplish 


pink with irregular small, flat ovoid protrusions. 

The tumor was separated by a layer of normal cervical stroma from a zone o 
severe cervicitis; in no place did the inflammation reach the tumor. Micro- 
scopically no capsule was found. Finger-shaped portions of tumor and nonm 
tissue interlocked. Slight loosening of texture was the only indication of his- 
tolysis. The tumor represented a shell surrounding a ragged central canty, 
which in turn was surrounded by a system of clefts. Most of these clefts appar 
ently did not communicate vuth each other. Some were empty, while ot ere 
were filled ■with thin, homogeneous matter or "fuzzy” coagulum. In mos 
places, no lining layer was seen ; at some points a single layer of flat cells i™ ® 
ca^vity. Gross sections of blood capillaries protruded from the nonline 
surfaces; however, no hemorrhage was seen anywhere in the tumor. a ^ 
areas of liquefaction were numerous, notably around blood and l^P ' 

Vessels were very nmnerous, most of them were sinusoidal capillaries or ven 
There were blood vessels, lymph vessels and endothelium-lined spaces 
nature was doubtful. 
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Many of the animals were pretreated with stilbestrol to increase the irritability of 
the uterus. 

In unanesthetized dogs and rabbits uterine pressures and action potentials 
were recorded optically from an intra-uterine balloon and silver chloride coated 
electrodes. Ephedrine, Trasentin, Pavatrine, morphine, beta-diethylaminoethyl 
phenyl-alpha-thienylglycolate hydrochloride (Steams 600), beta-diethylamino- 
ethyl phenyl-alpha-thienjd-acetate hydrochloride (Steams 606), Priscol and 
niagneaum sulfate were evaluated as uterine antispasmodic agents. 

Many of these drugs were evaluated by the uterine bath method substituting 
pitressin or uterine stretch as a measure of inducing activity. 



740 


OBSTETRICAL AND GYNECOLOGICAL SURVEY 


The incidence of spontaneous abortion, according to collective authorities, is 10 
per cent. In 100 unselected abortions, the author found only 7 'women vith 
retrodisplacements. On the contrary, of 35 patients 'with retrodisplacements 
in early pregnancy, only one aborted. Almost all of these retrodisplaced uteri 
■were found at the 6th or 8th week of gestation. The further advanced the preg- 
nancy at the time of examination, the fewer retrodisplacements are found, thus 
showing that the condition usually corrects itself spontaneously. Findings 
similar to the author’s have been made by Huntington who found a normal 
incidence of retrodisplacement among 28 women who aborted 68 times. In the 
event of incarceration, abortion or other dire consequences may result, but 
considering the number of women ivith displacements who become pregnant, the 
reported incidence of incarceration is indeed insignificant. 

In regard to steriUty as a result of retrodisplacement of the uterus, of 43 
infertile patients, only 4 (9.3 per cent) had retrodisplacements. Other workers 
have reported 4 and 5.2 per cent, respectively, as the incidence of retrodisplace- 
ment among infertile patients. 

Only 11 per cent of the author’s patients urith dysmenorrhea had retrodis- 
placements. Stacey remarks that only 16 per cent of 202 women with retrodis- 
placements complained of cramps. Suspensions or pessaries iviU not cure 
dysmenorrhea. 

Of 41 patients whose chief complaint was backache, 8 (19 per cent) had 
retrodisplacements, while of 80 women with retrodisplacements only 10 per cent 
had backache. 

The author questions: “Why not just admit and teach that uncomplicated 
retrodisplacements are of no clinical importance?” As Miller says, retrodis- 
placements cause no symptoms unless the pelvic diaphragm and pelvic floor are 
injured. 

(The author’s findings in this interesting study lead him to conclusions which have 
long guided the practice of all conservative gynecologists. A woman can be just m hea y 
and happy carrying her uterus posteriorly as anteriorly. There are of course still 
cases which require correction, as when the uterus is large, boggy and subinvolute a 
well as retroflexed, and when careful study convinces the gynecologist that the displacemen 
is the cause of the patient’s symptoms. But the many types of suspension opera ions o ^ 
merly so abused are now done far less frequently in all good clinics, and are , 

to be advised for the numerous cases of symptomless congenital retrodisplacemen . 


EVALUATION OF UTERINE ANTISPASMODICS 


R. A. Huggins and R. A. Woodbury 
Federation Proc., 6; 183, 1946 


ccepted and proposed uterine antispasmodics were 

ine activity was induced by pitressin and distention or stretch of the ute 
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formation in the gonads, ^^•llen a complete anatomical differentiation has not yet 
taken place. Fmallj' the tumor would sliow a folliculoid pattern, which cor- 
responds to the structure presented b5' tlie gonads already differentiated. As an 
inde-v of maximum differentiation, the cells would show an epithelial pattern, 
girag rise to the luteinized granuiosal cell tumors sometimes coexisting ■with a 
differentiated structure proper of the thecomas. 

2 nd Group: Arrhenoblastomas. As the preceeding group, these tumors seem to 
originate from an imdifferentiated mesenchjunatous nucleus, because of the 
follo\Ting reasons: 1 ) Existence of an imdifferentiated structure inth mesen- 
chj-matous character irithin the group designated bj’^ Robert Me3mr as at5'pical; 
2 ) PoljTnorphism in its constitution; 3 ) Resemblance of the structure of these 
tumors to that presented bj' the gonad in its different stages of development; 
4 ) In the more differentiated froms, the arrhenoblastomas assume an epithelial 
character; 5 ) Hormonal actuatj’ is observed in those forms presenting cells of 
epithelial character vith the protoplasm loaded vith lipoids, which Schiller 
identifies as the interstitial cells of the testicle. 6 ) In order to e-xplain why the 
“adenomas tubulares of Pick” do not eHiibit hormonal actint}’', Schiller supposes 
that the canalicular portions do not correspond to the seminiferous ducts of the 
normal testicle. According to their tj^pe of epithelium and arrangement, the3’' 
seem more likely to be related to the “rete” testicular than to the seminiferous 
ducts, where normally is localized the testicular secretion. Therefore, onty the 
tumors in which parenchyma has differentiated in order to form seminiferous 
canaliculi would show hormonal actiidty. On the other hand, those tumors in 
which differentiation has been carried out the formation of “rete testis”, do not 
exhibit hormonal actii'it3’’. 

In order to explain the development of such special ovarian tumors, the 
author accepts the xiew e.xtended b3' Goldschmidt and Moskowicz, b3'^ which 
every indi\ddual is bise.xual, the sex being determined b3'- the predominance of 
either the male or female factors. Therefore, the feminizing tumors would arise 
uhen there would be a predominance of the feminizing factors. On the other 
hand, if the masculinizing factors are predominating at the time, an arrheno- 
hlastoma would be likely to develop. And if there is no predominance of either 
factor whatsoever, a d3’'sgerminoma would constitute the growth. 


(This paper sums up quite satisfactorily our present day concepts of these tumors. The 
evidence as to the origin of granulosa cell and the comatous tumors from the progranulosal 
and prothecal ovarian mesenchjTne is now quite strong. As to the masculinizing tumors, 
there is still considerable confusion. The original explanation offered by Meyer, that 
nrrhenoblastoma arises from vestiges of male-directed cells persisting in the ovarian me- 
dulla, does not seem to be adequate, and other factors, including probably some unknown 
ink-up with the adrenal cortex, are probably concerned. There is also confusion as to the 
ew so-called masculinizing luteomas which have been reported, and as to whether they are 
sot really of adrenal cortical origin. There are many points of similarity between adrenal 
and lutein tissue, not onlj’’ histolo^cal but also functional. For e-xample, the normal 
adrenal cortex is now known to produce not only estrogen but also a progesterone-like 
onnone. It is in this still shadowy relationship between the two glands that we may 
n^kect future help in the explanation of the origin and histological characteristics of the 
niascuiinizing tumors of the ovary. — ^Ed.) 
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HISTOGENETIC CONCEPT OF THE OVARIAN TUMORS WITH 

HORMONAL ACTIVITY 


' Emilio Gil Vernet 

Toko-Ginecologia Practica (Madrid, Spain), 6: 114-125, 1926 

The author discusses the different theories proposed to explain the histo- 
genesis of this interesting group of tumors, supporting the later one proposed by 
Schiller and Novak. 

1st Group: Feminizing tumors (granulosa cell tumor and thecoma). According 
to Schiller and Novak’s ideas, these tumors arise from a nucleus of undiffer- 
entiated mesenchyma, just as the normal granulosal cells proceed from differ- 
entiation of the mesenchyma (Fischel). This theory has the following supports. 
1) Resemblance, more or less marked, of the histology of these tumors Mth that 
presented by the ovary in' different stages of development; 2) Polyndorphal 
picture presented by these tumors, and in some, a transition of one type into 
another; 3) Differentiation and maturity. Although in a given tumor its 
elements may show different patterns, their degree of differentiation and 
ity is however the same. Thus, in some areas there may be trabeculated ce s 
while in others a folliculoid pattern may be seen, but their cells are charactenze 
by undifferentiation. On the other hand, there are cases in which certain por 
tions of the tumor present an epithelial pattern and others show differen la 
connective tissue elements, vith the structure proper of the thecomas alterna mg 
mth others of pure fibromatous aspect. However, they all have in common 
high degree of differentiation and maturity. The author has not ^ ® 

able to observe the coexistence of the highly differentiated and im 
forms, the latter designated by Robert Meyer as sarcomas. 4) , j. 

their different structural elements, these tumors show an evolution res 
the one presented by the normal granulosal cells. As a matter o a > ^ 

called luteomas appear to represent a functional maturity or a stage ^ j 
development or differentiation of the granulosal ceU f 

hormonal activity of granulosal cell tumors and Jchymatous 

activity, which can be explained by their comnaon origin ^om a me 
nucleus. Therefore they exhibit identical biological activity, P 
pathological pictures being distinct. undiffer- 

According to their evolution, these tumors wou which would cor- 

entiated elements presenting a “esrachymatous cham , 

respond to the early stage of gonadal development Mt^^ d ^ 

arrange themselves in order to from trabecules ’ for an arrheno- 

undifferentiated character. Here the tumor could j 

blastema of the atypical type. This stage corresponds to the 
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formation in the gonads, w'hen a complete anatomical differentiation has not yet 
taken place. Finally the tumor would show a folliculoid pattern, which cor- 
responds to the structure presented by the gonads alread3'^ differentiated. As an 
index of maximimi differentiation, the cells would show an epithelial pattern, 
gi\ing rise to the luteinized granulosal cell tumors sometimes coe.\istmg mth a 
differentiated structure proper of the thecomas. 

2nd Group: ArrhcnQUasfomas. As the proceeding group, these tumors seem to 
originate from an undifferentiated mesenclijunatous nucleus, because of the 
following reasons: 1) Existence of an undifferentiated structure ■with mesen- 
ch}’matous character within the group designated bj^ Robert hlej^er as atj'pical; 
2) PoljTnorphism in its constitution; 3) Resemblance of the structure of these 
tumors to that presented bj' the gonad in its different stages of development; 
4) In the more differentiated froms, the arrhenoblastomas assume an epithelial 
character; 5) Hormonal acthntj' is observed in those forms presenting cells of 
epithelial character with the protoplasm loaded ■with lipoids, which Schiller 
identifies as the interstitial cells of the testicle. 6) In order to explain whj’- the 
‘‘adenomas tubulares of Pick” do not exhibit hormonal actmty, Schiller supposes 
that the canalicular portions do not correspond to the seminiferous ducts of the 
normal testicle. According to their tj^pe of epithelium and arrangement, the}’’ 
seem more likely to be related to the “rcte” testicular than to the seminiferous 
ducts, where normall}’’ is localized the testicular secretion. Therefore, onl}’- the 
tumors in which parench}^^ has differentiated in order to form seminiferous 
canaliculi ■would show hormonal actimty. On the other hand, tliose tumors in 
which differentiation has been carried out the formation of “rete testis”, do not 
exhibit hormonal actmtj’. 

In order to explain the development of such special ovarian tumors, the 
author accepts the x-iew extended bj' Goldschmidt and Moskowicz, bj’’ which 
every individual is bisexmal, the sex being determined bj’ the predominance of 
either the male or female factors. Therefore, the feminizing tumors would arise 
when there •would be a predominance of the feminizing factors. On the other 
hand, if the masculinizing factors are predominating at the time, an arrheno- 
blastoma xvould be likely to develop. And if there is no predominance of either 
factor whatsoever, a dj’sgerminoma would constitute the growth. 

(This paper sums up quite satisfactorily our present day concepts of these tumors. The 
evidence as to the origin of granulosa cell and the comatous tumors from the progranulosal 
and prothecal ovarian mesenebjune is now quite strong. As to the masculinizing tumors, 
tnere is still considerable confusion. The original e.xplanation offered by Meyer, that 
arrhenoblastoma arises from vestiges of male-directed cells persisting in the ovarian me- 
uua, does not seem to be adequate, and other factors, including probably some unknown 
ink-up with the adrenal cortex, are probably concerned. There is also confusion as to the 
nw so-called masculinizing luteomas which have been reported, and as to whether thex’ are 
uot really of adrenal cortical origin. There are many points of similaritj' between adrenal 
^nd lutein tissue, not onlj' histological but also functional. For example, the normal 
renal cortex is now known to produce not only estrogen but also a progesterone-like 
onnone. It is in this still shadowy relationship between the two glands that we may 
expect future help in the explanation of the origin and histological characteristics of the 
masculinizing tumors of the ovary. — Ed.) 
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MASCULINIZING INFLUENCE OF CYSTIC OVAEIES IN FEMALE 

GUINEA PIGS 

P. Bacsich and G. M, Wyburn 
Natiire, London, 167: 588-589, 1946 

About 100 guinea pigs have been ovariectomized in connection ivith a series of 
experiments on the hormonal control of reproduction. A number of animals had 
■cystic degeneration of both ovaries, and it was noticed that these particular 
guinea pigs were physically very similar to the male of the species. The path- 
ognomonic feature was the altered thoracic contour, particularly in the greater 
anteroposterior diameter, resulting in a postural change resembling the male. 
In addition, there was hypertrophy of the clitoris, and their weight exceeded 
that of the average female. These animals were obsenmd for some time prior to 
operation, and no significant abnormalities in estrus periods or vaginal smears 
were noted. After operation, they responded to hormone treatment in the same 
manner as the spayed normal females. 

There was no record of abnormal sexual behavior before operation. No 
histological examination was made of the ovarian cysts of these guinea pigs, but 
the masculine appearance, together \vith the absence of behavioural manifesta- 
tions of heat, implies an increased androgenic influence. 

It is known that the sex hormones influence not only the growing but also the 
adult skeleton. According to Bremer, the balance between estrogens and 
androgens may maintain normal control of the shape of the long bones in mam- 
mals. It is therefore assumed by the authors that an alteration of this balance 
by an increased secretion of androgen due to the cystic condition of the ovanes 
■can effect the changes observed in their animals. 

(No satisfactory e.xplanation suggests itself for any causal relation of cystic 
with masculinization effects, and clinical experience speaks against any such effect. os 

■cystic ovaries are characterized by the presence of many cystic atretic follicles, wi * 
or no hormonal effect of any kind. In one variety of cystic ovary, that often seen ® 
sociation with functional bleeding, the tiny follicle cysts usually show a 
granulosa, and are hormonally active, producing estrogen. Since only some of t ® 
guinea pigs showed a masculine appearance, it appears more likely that their mi m 
sexuality was of the congenital or chromosomal variety so common in the human, an 
the cystic ovaries represented only a coincidental finding. — ^Ed.) 
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XUTEOI^LA. OF THE OVARY; A C.-\SE SHOWING DECIDUALIZATION 
OF THE ENDOMETRIUiM AND A HIGH PREGNANEDIOL 
EXCRETION RATE 

Gr^vt H. Twosibey 

Am. J. Obst. & Gjmec., 61: 832-841, 1946 

The author reports the case of a patient suffering from a rare tumor of the 
•orar}', variously named luteoma or adrenal cortical carcinoma of the ovarj', or 
masculinovoblastoma. This tumor is associated with amenorrhea, hirsutism, 
hj’pertroph}^ of the clitoris and a diabetic tjiDe of glucose tolerance cur^-e. The 
■chief discussion centering around tliis tumor does not concern its clinical picture, 
but rather its origin and correct nomenclature. It is thought that the present 
report may throw some light upon the physiological nature of such tumors and 
•strengthen the idea that they maj' be functionally' closely related to the corpus 
luteum. 

The patient, a rather hea\y-set 15 year old female, had, at the age of 6 years, 
had removed a tumor of the left upper thigh. This resulted in a permanent 
deformity of the left leg, causing the patient to walk with a limp. 

The patient’s menstrual periods had begun at the age of 11 and recurred every' 
28 days ■nith rather scanty flow and slight dysmenorrhea until she was 14, when 
they abruptly stopped. With the amenorrhea there was an increase in body 
weight, deepening of the voice and increase in axillary and pubic hair. There 
had been no mental changes. 

Examination revealed a generally' feminine body' contour, but there was hea^^- 
ness of the shoulders and a prominence of the upper thoracic spine. The face 
and upper chest were covered with acneform red papules. The legs were un- 
usually hairy, the pubic escutcheon was masculine in outline and about the 
niar^s of the areolae were numerous coarse hairs. There was a slight mustache 
but no beard. The voice was low-pitched and rather hoarse. 

The clitoris was noticeably enlarged, and on vaginal and rectal e.xamination a 
solid ovarian tumor could be felt. Since the tumor was thought be be an arrhen- 
oblastoma, the patient w'as admitted to the hospital for intensive preoperative 
study. At the end of 2 weeks the patient complained of abdominal pain, nausea 
and vomiting, and the temperature and pulse rose. The tumor had rapidly 
increased in size to nearly 3 times its size when first examined. 

Operation was performed on the following day and a freely movable, well- 
encapsulated smooth tumor of the left ovaiy, measuring 15 cm. in diameter, was 
removed with the left tube. The uterus and right ovary appeared normal. The 
pafeent recovered uneventfully and was efischarged on the 13th postoperative day. 
Trior to laparotomy, a curettage was performed to obtain a specimen of endo- 
metrium. 

Grossly, the tumor’s main mass of tissue was grayish and somewhat gelatinous 
_m consistency, interspersed with areas of hemorrhage. Here and there were 
mregular masses of yellow tissue, somewhat suggestive in outline of the wavy 
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MASCULINIZING INFLUENCE OF CYSTIC OVARIES IN FEMALE 

GUINEA PIGS 

P. Bacsich and G. M. Wyburn 
Nature, London, 167: 588-589, 1946 

About 100 guinea pigs have been ovariectomized in connection with a series of 
experiments on the hormonal control of reproduction. A number of animals had 
cystic degeneration of both ovaries, and it was noticed that these particular 
guinea pigs were physically very similar to the male of the species. The path- 
ognomonic feature was the altered thoracic contour, particularly in the greater 
anteroposterior diameter, resulting in a postural change resembling the male. 
In addition, there was hypertrophy of the clitoris, and their weight exceeded 
that of the average female. These animals were observed for some time prior to 
operation, and no significant abnormalities in estrus periods or vaginal smears 
were noted. After operation, they responded to hormone treatment in the same 
manner as the spayed normal females. 

There was no record of abnormal sexual beha\rior before operation. No 
histological examination was made of the ovarian cysts of these guinea pigs, but 
the masculine appearance, together with the absence of behavioural manifesta- 
tions of heat, implies an increased androgenic influence. 

It is known that the sex hormones influence not only the growing but also the 
adult skeleton. According to Bremer, the balance between estrogens and 
androgens may maintain normal control of the shape of the long bones m mam- 
mals. It is therefore assumed by the authors that an alteration of tliis balance 
by an increased secretion of androgen due to the cystic condition of the ovanes 
■can effect the changes observed in their animals. 

(No satisfactory explanation suggests itself for any causal relation of cystic 
■with masculinization effects, and clinical experience speaks against any such effect. o ^ 

cystic ovaries are characterized by the presence of many cystic atretic follicles, wi i 
or no hormonal effect of any kind. In one variety of cystic ovary, that often seen in 
sociation with functional bleeding, the tiny follicle cysts usually show a j, 

granulosa, and are hormonally active, producing estrogen. Since only some of e a 
guinea pigs showed a masculine appearance, it appears more likely that their mi 
sexuality was of the congenital or chromosomal variety so common in the human, 
the cystic ovaries represented only a coincidental finding. — ^Ed.) 
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Bot a very Batisfactoiy one, altliough perhaps conrenient for those tumors of this general 
group in which the real origin and nature is obscure. — Ed.) 


DYSGERMIKOMA OF THE OVARY 

Eugen'e B. Potter 
Am. J. Path., 22: 551-563, 1946 

Barzilai has defined dj'sgerminoma of the ovary as “a germinal tissue tumor 
niade up of cellular elements indistinguishable from the sexually undifferentiated 
Jnesenchymal cells of the early gonad.” 

Grossly, dysgerminomata tvidelj’’ in size from small nodules to enormous 
tumors. The smaller ones may retain the shape of the ovary; the larger ones 
become spherical or ovoid. The tumor is usuafiy encapsulated and frequentl 3 ' 
has a knohbj’' surface which grossly resembles brain. The cut surface is jmllow to 
graj", rather solid and homogenous, with areas of degeneration and hemorrhage in 
the larger tumors. 

Microscopicafiy, the cells are large and uniform in size, the endoplasm is gran- 
ular, the nucleus is large, round and centrally placed. Basophilic nucleoli are 
■frequently seen. The pattern which the tumor cells assume varies from a cord- 
like arrangement to a medullarj’- or alveolar from. Lymphoojdes are frequently 
.found in the connective tissue, and occasionally actual lymph follicles are ob- 
eeiT^ed. Giant cells, resembling the Langhans’ cells of tuberculosis, are often 
found. These cells are often seen in clumps of Ijmphocjdes, together with 
epithelioid cells simulating tubercles. 

A positive Friedman or Aschheim-Zondek test often is foimd in patients with 
dj'sgerminoma. 

The author reports 4 instances of dysgerminoma of the ovary, arising in 3 
females, aged 14, 11 and 18 years. The bilateral tumors in one case were not 
shnultaneous. The left ovary appeared entirely normal at the time of the re- 
moval of an enormous tumor arising in the right ovary. Nearly 4 j^ears later the 
second tumor was removed. 

A Friedman test was done in 3 cases with a positive result in one and a negative 
Tesult in 2. 

In one case the tumor was accompanied by considerable ascites which was of 
recent origin since the abodmen had been struck 2 days prior to hospital admis- 
sion and had rapidly enlarged foUouTng the accident. The presence of ascites 
kas been commented on in previous reports. 8 figures. 

(While the histolo^cal pattern of dysgerminoma is generally V'ery distinctive, there 
are not infrequently departures from it. For example, the peripheral infiltrating portions 
of such a tumor often show a disposition of the cells in columns or strands instead of the 
characteristic picture of rather large alveoli, separated by hyalinized fibrous septa with 
the characteristic Ijunphocytic infiltration. Other variations are brought about by the 
extensive degenerative changes to which this group of tumors is so prone. The ages of the 
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pattern^ of the normal corpus luteum. Numerous vessels showed adherent 
thrombi, and it was thought that the rapid enlargement of the tumor noted 
clinically was probably the result of thrombosis and subsequent edema. 

Microscopic examination of the tumor showed that the gra 3 dsh areas were 
composed of polygonal or elongated cells embedded in a loose edematous col- 
lagenous stroma. The cells had rather large nuclei, each of which contained a 
large nucleolus. In some areas the tissue was quite cellular and the stroma dense. 
In others the stroma was very thin while the cells resembled embryonic fibro- 
blasts. In the yelloivish areas of the tumor the cells were distorted by huge 
vacuoles in the cytoplasm. The nuclei of these cells were more vesicular than in 
the gra 3 dsh areas and there was less collagenous stroma. The vacuoles were 
found to be filled by globules of fat. The entire tumor was rather vascular mth 
interstitial hemorrhage. There were no mitotic figures. 

The specimen of endometrium showed almost complete decidualization. 

Beginning on the 38th postoperative day the patient has menstruated regularly 
about every 30 days for 2§ years. The acne slowly disappeared. There has 
been a slight decrease in hariness, but no change in the size of the clitoris or her 
voice has been noted. The only noteworthy postoperative change among the- 
laboratory findings was in the glucose tolerance curve which had been diabetic in 
type prior to operation and now was nonpal. 

The daily preoperative output of urinary 17-ketosteroids was about 21 mg. 
androsterone equivalent, or about double the normal excretion rate. Post- 
operatively it averaged 9.3 mg. androsterone equivalent. Urine assays for estro- 
gen showed that the patient’s amenorrhea ivas not due to an ovarian failure to 
excrete estrogens. On the day before operation 18.5 ihg. of pregnanediol were 
found in a 24-hour sample of urine; this is considerably more than occurs m 
normal urines at any time during the normal cycle. Three weeks after operation 
there was not enough pregnanediol present in a 24-hour sample to permit assay. 
The inference is clear that the tumor had been acting as a functional corpus 
luteum producing progesterone, excreted in the urine as sodium pregnanedio 
glycuronidate, rather than like adrenal cortex. 

The author believes that this tumor is best classified under the term “luteoma. 

6 figures. 


(The author appears to believe that there is no distinction between luteoma and a ren 
tumors of the ovary, a view which I do not think is correct, granting that in some 
the distinction may be very difficult or even impossible to make. Certainly a eas 
group of luteomas arises from complete luteinization of granulosa cell tmnors, sine 
stages of this luteinization transformation may be observed in individual cases o 
tumor group. In luteomas of this type the biological effect is one of femmiza lon,^ ^ 
the production of either estrogen of progesterone, or both. ^ is true 
number of case reports of luteomas which have produced masouhnization, bu 
that these are really adrenal in character. The ^°4beensugisted 

sociated withmasculinization. Even with the differential 

for the purpose, it is not always easy to establish the adrenal functional and 

The whole question is still quite confused, and there are ® , of which we are 

histological interrelationships between the ovary “ /ted by Rottino, ia 

still quite ignorant. The designation masculinovoblastoma, sugg Y 
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not a very satisfactory one, although perhaps convenient for those tumors of this general 
^oup in which the real origin and nature is obscure. — Ed.) 


DYSGERDIIKOMA OF THE OVARY 

Eugene B. Poeter 
Am. J. Path., 22: 551-563, 1946 

Barzilai has defined d 3 'Sgermmoma of the ovary' as “a germinal tissue tumor 
made up of cellular elements indistinguishable from the sexuall}’- undifferentiated 
mesenchjTnal cells of the early gonad.” 

Grossly, dysgerminomata vary widely in size from small nodules to enormous 
tumors. The smaller ones may retain the shape of the ovary'; the larger ones 
become spherical or ovoid. The tumor is usuall 3 ' encapsulated and frequentl}' 
has a knobby surface which grossly' resembles brain. The cut surface is j'ellow to 
graj', rather solid and homogenous, with areas of degeneration and hemorrhage in 
the larger tumors. 

hlicroscopicallj', the cells are large and uniform in size, the c^'toplasm is gran- 
ular, the nucleus is large, round and centrally placed. Basophilic nucleoli are 
frequently seen. The pattern which the tumor cells assume varies from a cord- 
like arrangement to a medullarj' or alveolar from. LjTnphoojdes are frequently 
-found in the connective tissue, and occasionally actual lymph follicles are ob- 
served. Giant cells, resembling the Langhans’ cells of tuberculosis, are often 
found. These cells are often seen in clumps of lymphocj'tes, together with 
epithelioid cells simulating tubercles. 

A positive Friedman or Aschhehn-Zondek test often is found in patients with 
dysgerminoma. 

The author reports 4 instances of dysgerminoma of the ovary, arising in 3 
females, aged 14, 11 and 18 j'ears. The bilateral tumors in one case w'ere not 
simultaneous. The left ovarj' appeared entirely normal at the time of the re- 
moval of an enormous tumor arising in the right ovary. Nearly 4 years later the 
second tumor was removed. 

A Friedman test wrns done in 3 cases with a positive result in one and a negative 
result in 2. 

In one case the tumor was accompanied by considerable ascites which wns of 
recent origin since the abodmen had been struck 2 days prior to hog)ital admis- 
sion and had rapidly enlarged following the accident. Tire presence of ascites 
has been commented on in previous reports. 8 figures. 

fWlule the histolo^cal pattern of dysgerminoma is generally very distinctive, there 
are not infrequently departures from it. For example, the peripheral infiltrating portions 
of such a tumor often show a disposition of the cells in columns or strands instead of the 
characteristic picture of rather large alveoli, separated by hyalinized fibrous septa with 
he characteristic Ij’mphocytic infiltration. Other variations are brought about by the 
extensive degenerative changes to which this group of tmnors is so prone. The ages of the 
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author’s 4 patients illustrate the tendency of dysgerminoma to occur in children and younir: 
adults ( carcinoma puellarum”). It is rare beyond middle life; — Ed.) 


STRUMA OVARII 

E. L. Heller and L. Spoehr 
Arch. Path., 41; 445^9, 1946 

In this paper, 2 cases of struma ovarii are presented, in one of which the tumor 
was composed entirely of thyroid tissue. Although there was microscopic 
evidence of epithelial hyperplasia in one case and a large mass of ectopic thyroid, 
tissue in both cases, the patients gave no clinical evidence of hyperthyroidism, 
and the authors assume that the tissue was not physiologically overactive. Cases- 
in which struma oVarii was associated with hj'perthyroidism have been observed. 
and there have been reports of cancerous ovarian thyroid. 

Thyroid tissue present in the ovary is generally regarded as a manifestation of 
teratomatous growth arising from totipotential germinal cells. This concept is- 
supported by the fact that other tissue elements occur in the ovary in the major- 
ity of cases. Pure struma, composed only of thyroid tissue, does occur, though- 
rarely. The explanation of the selective overgrowth of thyroid tissue in a tera- 
tomatous ovarian neoplasm remains obscure. 

FoUoiving completion of this paper, additional sections were made from blocks- 
of tissue from the tumor thought to be composed entirely of - thyroid tissue. 
At one area there was a small acinus lined with colunmar mucus-secreting epi- 
thelium, distinctly not thyroid in type. Although this nullifies the “pure 
aspect of the struma, it supports the concept that struma ovarii is originally 
teratomatous. 2 figures. 

(While thyroid tumors of the ovary may at times show only thyroid tissue, it is more 
common to find a greater or lesser degree of admi.vture of other teratomatous elemen s. 
As a matter of fact, it is this fact which constitutes the strongest evidence that struma 
ovarii is gn ovarian teratoma in which the thyroid tissue to a greater or less esten , an 
sometimes completely, blots out other teratomatous elements. As the authors ' 

not always easy to correlate the histological appearance of the thyroid tissue o 
ovaries with the occurrence or non-occurrence of hyperthyroidism. The most reoen 5®^ 
of oases of hyperthyroidism in relation to struma ovarii is that of Emge, pubhs e m 
J. Obst. & Gynec., 40 : 738, 1940.— Ed.) 


OVARIAN CYST IN THE CONTENT OF INGUINAL HERNIAL SAC 


William J. Fusaro 

New York State J. Med., 46; 1024-1025, 1946 


'he author presents a brief summary of the literature 
etiology of ovarian hernia. Ovarian hernia and tubo-ovana 
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most common in children under 2 years of age. It is generally agreed that they 
are congemtal anomalies. Ovarian hernia is also found in older age groups when 
the condition is aggravated by pregnancy, adhesions, etc. In children, ovarian 
hernia should be suspected when examination reveals a small, hard rounded mass, 
reducible and nontender, in the inguinal canal or labium majus. After puberty, 
ovarian hernia should be suspected when the patient complains of a mass in the 
groin which increases in size and discomfort at the menstrual periods. At pehdc 
examination the uterus is displaced toward the affected side and movement of the 
uterus causes movement of the ovary in the inguinal canal. The treatment of 
choice for orarian hernia is earh’’ surgical intervention, using a Bassini tj^pe of 
repair, with replacement of the ovary wherever possible, depending on the 
absence or presence of pathology. 

A case of ovarian cyst in an inguinal hernial sac, with part of the C3^st intra- 
abdominal, and an ovarian cj^st also on the opposite side, is presented. Caution 
never to operate for inguinal hernia in females without pehde e.xamination is 
stressed. 

(In cases of pseudo-hermaphroditism especially is it important to suspect that a hernia 
or a firm ovoid mass in the groin is really a gonad, either an undescended testis or a herniated 
ovary, as the case may be. — Ed.) 


heterologous transplantation of HUhlAN hlALIGNANT 
OVARIAN TUMOR; REPORT OF SUCCESSFUL GROWTH OF HUMAN 
PAPILLARY CYSTADENOCARCINOMA IN -ANTERIOR CHAMBER 
OF EYE OF GUINEA PIG 

E. G. Jones, C. W. Hale and Bernadette DAMBAcaa 
Am. .1. Obst. & Gynec., 61: 893-896, 1946 

A tumor of the adenocarcinoma type has been grown in the eye of a guinea pig 
as a result of transplanting a human papillary cystadenocarcinoma of the ovary 
mto the anterior chamber of the eye in the ex-perimental animal. This demon- 
strates clearly that malignant tumors of the human ovary can be transplanted 
mto other species where they will survive and grow. The authors suggest that 
this method maj’- prove valuable in studying the morphology and physiology of 
ovarian tumors, and in determining their etiology. 

The methods used by the authors were those which Greene has found success- 
ful in tumor transplantation, and readers are referred to his articles for details of 
techmque. Pieces of tumor tissue over 2 mm. in diameter were introduced into 
the anterior chamber of the eye of guinea pigs through an opening made in the 
cornea. This was accomplished with the least possible trauma to the tumor and 
eye. 

A piece of ovarj% 2.5 by 2 by 1 cm., was removed at operation from a woman 
'nth an ovarian tumor so extensive that removal was impossible. The specimen 
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was studied histologically and the diagnosis was papillaiy cystadenocarcinoma of 
the ovary, serous type. 

Transplantation was made into the anterior chamber of the eye of guinea pigs, 
and ndthin 5 weeks after transplantation vascularization of the tumor in the 
anterior chamber was first noted in one animal. Within 6| weeks this tumor had 
attained a size of 4 by 6 mm. Histologic e.vamination showed that the tumor 
had a slightly adenomatous appearance but was generally soh’d, and the cells 
were rather undifferentiated. There were 2 spaces containing a few free cells and 
these were possibly the beginning of cysts. There were no papillary projections, 
and there was little connective tissue stroma. Hyperchroma tic nuclei and 
mitoses were less than in the primary tumor. The tumor was siuTounded by a 
thin capsule and the vascular supply was easily visible. The diagnosis was 
adenocarcinoma. 3 figiu'es. 

(This is an interesting study and the method employed may, as the authors state, prove 
to be a valuable means of studying the characteristics of transplanted tumors. It is evi- 
dently based on a technic similar to that of Markee in studying endometrium similarly 
transplanted to the anterior chamber of the eye, illustrating again how advances made in 
one field of research so often find rich application in others. 

How far the findings reported by the authors can be applied to human problems it is 
difficult to say. Certainly they appear to be contrary to past views as to the inoculability 
or even the auto-inoculability of cancer tissue in the human. I remember hearing or read- 
ing, as a neophyte in medicine many years ago, of a dramatic e.xperiment said to have been 
made upon himself by the late Dr. Nicholas Senn of Chicago, one of America’s great sur- 
geons. After operating on a patient for a very malignant cancer of the lip, he grafted a 
portion of the growth into his .own forearm. The graft failed to take, and Senn lived for 
many years thereafter, dying of a different disease. Nor do I think that a’ surgeon would 
worry much about cancer if he pricked his finger during a cancer operation. And yet the 
experiments of the authors show that a human ovarian cancer can be transplanted to the 
anterior eye chamber of the guinea pig, and we have long known that certain mahgnan 
tumors of lower animals are readily transplantable. — Ed.) 


MALIGNANT GRANULOSA CELL TUMOR WITH PSEUDOTUBERCLES 

H. J. ScHATTENBBKG AND W. H. HARRIS, JR- 
Am. J. Path., 22: 539-549, 1946 

The authors present a case of granulosa cell tumor which satisfies some of the 
criteria for malignancy in neoplasms of this tumor group. It also ® 

interesting and previously unemphasized histological finding of pseu o u e 

within its structure. . ,„ries 

At laparotomy on a 38 year old colored female, large tumors of 
were encountered. There was also a yellowish brown firm 
diameter, in the omentum. Bilateral salpingo-oophorectomy , hyste e T 

excision of the omental mass were performed. fn„nd to be made 

On histopathological examination, the ovarian turaois w 
up largely of diffusely arranged cells with round dark nuclei su 
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small amounts of cjiioplasm. In some areas these cells were close!}' packed, in 
others uidel}' separated. Here and there, rather well defined follicular structures 
uith o^mm-Iike bodies in their centers (Call-E.-caer bodies) were obsen'ed. Much 
degeneration and necrosis were present. Scattered throughout the sections 
were numerous pseudotubercles composed of epithelioid cells and some giant 
cells. The giant cells contained many nuclei arranged at the periphery in some 
and centrall}' in others. Ljunphoid cells were not seen. The tumor cells showed 
moderate numbers of rm'totic figures. In one area, lutein cells were arranged in a 
cyst wall; the cyst contained pink-staining homogeneous material. 

Sections of the fallopian tubes showed e-ttensive mansion ndth tumor cells, and 
invasion of the uterine musculature and endometrium was also noted. \iTiere 
the endometrium was not im-aded it was thickened and contained straight tubu- - 
lar glands compatible udth the persistent proliferative phase. Some of these 
glands appeared dilated, but no well defined cystic structures suggestive of a 
“Swiss-cheese” pattern were seen. The omentum also showed collections of 
tumor cells amilar to those in the ovaries, including the presence of Call-Exner 
bodies. 

The patholo^cal diagnosis was bilateral granulosa cell carcinoma of the 
ovaries uith seeding of peritoneum and invasion of tubes and uterus, and meta- 
static granulosa cell carcinoma of the omentum. 

The diagnosis of granulosa cell tumor in this case is based on the finding of 
numerous typical Call-Exner bodies among otheririse fairl}' tj^iical granulosa 
cells arranged in a diffuse pattern. Opinion that the trunor is malignant rests on 
its seeding of fallopian tubes and uterus, the invasion of the uterine musculature, 
the fact that it is bilateral and the presence of numerous mitotic figures. 

The authors believe that the best e.\planation for the presence of pseudotu- 
bercles is that they represent a stromal reaction to lipids derteed from disin- 
tegrating tumor cells. Since this change may occur in dysgerminomas, it is 
plausible that a similar finding should be encountered in granulosa cell tumors 
which also contain lipids- 5 figures. 

(Pseudotubercles of the type described by the authors are certainly not a common 
finding in granulosa cell carcinoma, although they are seen from time to time in dysgennin- 
oma. The explanation suggested bs' the authors for the occurrence of the pseudotubercles 
may possibly be correct, though it lyould seem more likely that the pseudotubercles are an 
evidence of sj-mplasmic degenerative changes, a number of cells merging their cytoplasm, 
while the nuclei stiil remain distinct. — Ed.) 


epidermoid carcinoma arising in an ENDOMETRIAL CYST 

OF THE OVARY 

K. McCuelough, E. R. Fboats and H. C, Falk 
Arch. Path., 41: 335-337, 1946 

The usual source of primary epidermoid carcinoma of the ovary is the stratified 
epithelial lining of a cj'stic teratoma. In the present case it seems to have had 
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another origin, the epithelial lining of an endometrial cyst of the Sampson type. 
It is almost impossible to diagnose such a carcinomatous transformation of an 
ordinary ovarian cyst and in the present case the carcinoma was only an inciden- 
tal finding in material routinely examined. 

The patient, an unmarried white woman, 61 years old, was admitted to the 
hospital ivith the complaint that her abdomen had been slowly increasing in size 
for the past 5 years, irith increasing constipation for one and one-half years and 
lately pain in the abdomen. Her father had died of cancer at the age of 65. 

Six years previously she had a growth on her lip which was treated by roentgen 
ray, vdth no recurrence or idsible metastasis. For 6 days she had noted pain in 
the right upper abdominal quadrant. Her general appearance indicated good 
nourishment. Physical examination revealed no apparent abnormalities except 
for a slight impairment of respiratory excursion. 

Operation revealed a large cyst of the right ovary, unilocular, containing an 
estimated 4000 cc. of thick, clear, dark brown fluid. The pedicle was attached to 
the right infundibulopelvic ligament and a band of tissue adhered to the posterior 
peritoneal ivall. The cyst and the attached right fallopian tube were removed. 

Histological examination of the cyst showed occasional areas which resembled 
endometrium and beneath this epithelium, small areas resembling endometrial 
stroma occurred. The thickened areas of the lining showed stratified squamous 
epithelium in apparent neoplasia. There were loss of polarity of the squamous 
cells, variation in size and shape, keratotic whorls, variation in size and pig- 
mentation of nuclei and many mitotic figures. 

In this instance the carcinoma was analogous to the epidermoid carcinoma of 
the uterine fundus but showed no mixture of adenomatous elements as in adeno- 
carcinoma. It showed no eiridence of teratomatous origin, no sebaceous glands, 
cartilage, nerve tissue or other teratoid element. The carcinoma appeared to be 
confined to the cyst wall, though locally invasive. No evidence of metastasis 
was apparent. 

The postoperative course was uneventful until 3 months later when constipa- 
tion and abdominal pain returned, followed by urinary frequency and pus an 
blood in the urine. Examination revealed a mass the size of a lemon in the e 
broad ligament. The patient died in another institution, folloiving signs o 
uremia, and an autopsy was not obtained. 4 figures. 


(Adenocarcinoma can undoubtedly arise in the wall of an endometrial ovarian 
Sampson and others have shown. And so can adenoacanthoma, as could be clear y 
lished in a recent case of my own, shortly to be reported. On the other ban , ™ 

case in which epidermoid carcinoma has developed in an endometrial cys , an 
occurrence would be even more difficult to establish than would an 
endometrium of the uterus itself. It is true that primary j on the 

parently occurred in a very small group of reported eases, being nnd 

basis of a previous squamous metaplasia, but the number of these is be 

some of these are questionable. ;„„Hfv their diagnosis of 

The illustrations accompanying the authors paper seem to just ly that 

epidermoid carcinoma coexisting with endometrial cyst, but do not e 
the latter.is the source of the carcinoma. As the authors state, the 
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moid carcinoma in the ovary is from dermoid cysts. If the presence of a small dermoid 
lesion has been excluded bj' numerous sections, there remains the possibility of metastasis 
from the previous lesion of the lip. Unlikelj' though this may seem, it appears perhaps less- 
so than an origin from ovarian endometrium. — Ed.) 


PRIM-mY CARCINOMA OF THE FALLOPIAN TUBES 
D. B. Judd 

Proc. Staff Meet., Mayo Clin., 21: 183-184, 1946 

The presentation by the author of the following 2 cases brings the total to 18- 
cases of primary carcinoma of the fallopian tube seen at the hlayo Clinic from 
1910 to June, 1945. 

Case 1. A single white woman, 47 3 ’ears of age, gave an essentially normal 
past history. Her menstrual periods had been regular until Januarj% 1944, when 
she noticed a persistent yellowish vaginal discharge. Six months later she no- 
ticed a bloody tinge to the discharge. On examination at the Clinic on Septem- 
ber 15, 1944, the patient stated that slie had bad some lower abdominal pain for a 
week. Physical examination was essentiallj’’ negative e.\'cept for a questionable 
cystic mass in the left adne.xal region. Curettage revealed normal endometrium 
in the late proliferative stage. Because of the profuse, foul discharge an ab- 
dominal exploration was performed. A cystic mass was found in the left fallo- 
pian tube, and total hysterectomy and bilateral salpingo-oophorectomy were 
performed. The pathologic report was adenocarcinoma, grade 2, arising in the 
left fallopian tube. At the present report, the patient is well, except for hot- 
flushes. 

Case 2. A 50 year old white woman, who had had 2 pregnancies ending in 
abortion, developed metrorrhagia in 1943. A menopausal dose of roentgen rays- 
was given in December, 1943, following which the patient progressed well imtil 
September, 1944, when vaginal discharge began. After a few months this dis- 
charge contained bloody streaks. She had no pain at anj^ tune. Examination 
on February 20, 1945, revealed a rather large utenis containing multiple fibromy- 
omas and a large elastic mass in the left adnexal region. 

At laparotomy, a large cystic tumor was found filling the left side of the pelvis- 
and adherent to the abdominal wall. Total abdominal hysterectomy and bi- 
lateral salpingo-oophorectomy were performed. The pathologic report rvas 
adenocarcinoma, grade 2, arising in a fallopian tube. Because the tumor was- 
ndherent and was ruptured in removal, the patient received a course of high 
voltage roentgen treatment before dismissal. Nearly 6 months later she was 
Well and pelvic examination was negative. 

(While I happen to be one of those who do not believe that the vaginal smear method is 
likely to displace biopsy and curettage in the decisive diagnosis of cervical and corporeal 
cancer, it would seem to me to have definite application in cases in which primary tubal 
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carcinoma is su^ected. Such lesions are of course beyond the reach of biopsy, but there 
j ‘^™culty in finding desquamated carcinoma cells in the vaginal smear, pro- 

vided that one is adequately trained in this technique. Hoirever, this disease is very rare, 
.so that its presence is likely to bo not even suspected before operation.— Ed.) 


GENITAL TUBERCULOSIS IN WOMEN 

Archibald L. McDonald 
Am. J. Siirg,, 71: 748-751, 1946 

The clinical picture of genital tuberculosis is not suflEiciently characteristic nor 
sufficiently recognized to permit accurate clinical diagnosis, even by experienced 
clinicians. Greenburg, in a review of 200 proved cases, gives the frequency as 
follows: one per cent of all gynecological cases, 8 per cent of all pathological 
F allopian tubes, and one in 13 cases diagnosed clinically as chronic pelvic in- 
flammatory disease. A correct preoperative diagnosis was made in onlj’^ 13 per 
cent of the series, and of these had ascites and obvious tuberculous peritonitis. 

The author emphasizes that tuberculosis as a cause or complication of pelvic 
disease must be given seiious consideration in the clinicaTfetudy of women pa- 
tients in order to avoid surgery at an unfavorable time or in the presence of un- 
recognized pulmonary disease, and so that the surgeon may recognize the nature 
of the lesion and carry out adequate measures, namely, the removal of all dis- 
eased tissue. 

Tuberculosis of the female genital organs is but a part or complication of con- 
stitutional disease with the primarj'^ focus in the lungs. While theoretically 
possible, primary involvement of the cervix or lower genital tract is rare. The 
infection is carried in the blood to the mucosa of the Fallopian tubes which is the 
primary pelvic or peritoneal lesion. The primary lesion in the tubal mucosa 
undergoes tire characteristic tuberculous processes, and extension takes p ace 
into the fundus of the uterus and to the opposite tube, the condition fo^d m 
most laboratory specimens. Tuberculous peritonitis is usually due to lesions m 
the Fallopian tubes and can be cured by removal of the pelvic focus of infectwn. 

In regard to removal, the folloudng facts should be borne in mind: (1) '6 

tuberculous lesion may be adherent to the bowel or bladder and careless han g 
may cause a fistula. (2) Drainage is to be avoided since secondaiy la ea ion 
may result in a persistent sinus. (3) Incomplete excision of the lesion n 
a focus for spread of the disease and exacerbation of the process. The 
involved late in the process, likewise the ovaries. Therefore, adequate excis 
should include subtotal hysterectomy with both tubes unless the 
to be involved. If the ovaries are grossly normal, they may be e 
discretion of the surgeon. After surgery, these disease.' 

careful observation to detect any possible recurrence of the pulmo 5 
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(Although Greenburg’s figure of an incidence of 8 per cent of tuberculosis among patho- 
logical tubes was based upon a study made in our own laboratorj', I would be inclined to 
think it a little high, and that something like 5 per cent would be more nearly correct. The 
small percentage of cases in which a correct preoperative diagnosis was made is of interest, 
but is in conformity with general experience. As a matter of fact, the diagnosis 
is not usually made even at operation, except in the minority of cases presenting tubercles 
on the serous surface. This is uncommon e.xcept with advanced cases and those associated 
with tuberculous peritonitis. The so-called tobacco-pouch appearance of the fimbriated 
end often gives an inkling as to the tuberculous nature of the disease, but it may be absent 
or misleading. 

There are still differences of opinion and practice as to the e.xtent of operation in these 
cases. In spite of the reparative tendency of the tuberculosis in some of these cases, sub- 
sequent pregnancy is rare, so that removal of the tubes is indicated. In the milder forms 
some surgeons conserve the uterus, trusting to the healing powers of nature to throw off 
the uterine involvement, which is present in a large proportion. On the other hand, since 
later pregnancy is highly improbable anyhow, it seems to me safer to remove the uterus 

also.— Ed.) 


MESONEPHROIilA OF THE FALLOPIAN TUBE 
H. F. CONKALI/Y, Jr. 

Am. J. Obst. & Gjmec., 61: 904-907, 1946 

The case is presented of a 32 j^ear old woman who reported to the outpatient 
department complaining of lower abdominal pain. Premenstrual tension, 
dysmenorrhea and hjT'onjc^o^J'bea were also evident. Pelvic examination 
revealed a cyst the size of an orange rising from the right adnexal region. The 
uterus was enlarged, and a myoma was noted in the anterior wall. 

At operation a smooth cyst was found replacing the right ovary. The uterus 
contained intramural myomas. The left ovar3’^ appeared to be normal but in the 
lateral third of the left tube a firm, solid fusiform tumor, 1 cm. in diameter and 
2 cm. in length, was noted. Oophoro-cj^stectomy, right, bilateral salpingectomj’^ 
and subtotal hysterectomy were performed. 

The unilocular thin-walled ovarian cyst proved to be a simple serous cyst- 
adenoma shoving no papillarj’- tendencies. The uterus contained intramural 
and subserous myomas. Chronic salpin^tis was observed microscopicallj' in 
the right Fallopian tube. 

The tumor of the left tube was located within the wall of the tube and the 
serosa was smooth and freeb’’ movable over the tumor. Grossly the tumor was 
yellovish-wliite in color and was solid. Microscopically the tumor showed a 
tubular-like pattern. In some portions tiny cj^stic areas were noted, lined by a 
amgle laj'er of flattened euboidal epithelial cells containing vesicular nuclei of 
moderate size. H}^dropic tendencies were noted more frequently toward the 
Penphery of the tmnor, and occasionally bulging nuclei were demonstrated. 
Variation in degree of differentiation was clearty noted throughout the sections. 
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carcinoma is suspected. Such lesions are of course beyond the reach of biopsy, but there 
should be no difRculty in finding desquamated carcinoma cells in the vaginal smear, pro- 
vided that one is adequately trained in this technique. However, this disease is very rare, 
.so that its presence is likely to be not even suspected before operation.— Ed.) 


GENITAL TUBERCULOSIS IN WOMEN 


Akchibald L. McDonald 
' Am. J. Surg., 71: 748-751, 1946 

The clinical picture of genital tuberculosis is not sufficiently characteristic nor 
sufficiently recognized to permit accurate clinical diagnosis, even by experienced 
clinicians. Greenburg, in a revriew of 200 proved cases, gives the frequency as 
follows: one per cent of all gymecological cases, 8 per cent of all pathologica 
Fallopian tubes, and one in 13 cases dia^osed clinically as chronic pelvic in- 
flammatory disease. A correct preoperative diagnosis was made in only 1 per 
■cent of the series, and ^ of these had ascites and obvious tuberculous peritoni is. 

The author emphasizes that tuberculosis as a cause or complication o pen 
disease must be given serious consideration in the clinical' study of women pa 
tients in order to avoid surgery at an unfavorable time or m the presence o 
recognized pulmonary disease, and so that the surgeon may recogmze e n 
of the lesion and carry out adequate measures, namely, the remova o a 

eased tissue. ,. +;-„nfron- 

Tuberculosis of the female genital organs is but a part or jl„ 

stitutional disease vdth the primary focus in the lungs. 
possible, primary involvement of the cervix or lower genital tract ■ 
Eta I in the blood to the n.uaoBa of the t o® 

primary pelvic or peritoneal lesion. The primary lesion ^he tubal 
undergoes the characteristic tuberculous processes, an ex found in 

into the fundus of the uterus and to the opposite tube. in 

most laboratory specimens. Tuberculous peritonitis is ^f infection, 

the Fallopian tubes and can be cured by removal of the pe _ 

In regard to removal, the foliowring facts should be , j gjjandling 

- adherent to the bowel or bladder and careless 


tuberculous lesion may be adherent to tne oowei ondary infection 

may cause a fistula. (2) Dramage is to be avoided s n leave 

may result in a persistent sinus. (3) Incomplete excm ^ 


a focus for spread of the disease and exacerbation J 
involved late in the process, likewise the ovanes. There , h ^ ^ 

should include subtotal hysterectomy writh both tubes un 

Tbs involved. If the ovories are b. kept »ad«. 

disereta of the Borgeon. ^ter Butay, ,,, ta„„ar,. disease 

careful observation to detect any possible recurrence 
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THE VAGINAL INTERPOSITION OPERATION AND ITS 
MODIFICATIONS FOR UROLOGICAL CONDITIONS 

Albert Philip 

Urol. <fc Cutan. Rev., 60: 206-208, 1946 

The author believes that interposition is a good basic operation especially 
suited to patients irho are at or near the menopause and who have large cystocele 
complicated by urethrocele, urological complaints and stress incontinence. A 
brief description of interposition is presented. After preoperative preparation, 
disinfection and exposure, the ceririx is pulled dorni. The anterior vaginal wall 
is dissected, starting in the midline and proceeding laterally, making wide vaginal 
flaps on both sides. These flaps should be thin, leaidng all muscular and fascial 
tissues in place on the bladder. The dissection proceeds laterally under the 
pubic bones and to about ^ inch below the urethral opening in the midline. A 
careful dissection of the bladder from the cer%dx follows. Traction on the bladder 
will facilitate location of the cleavage area. Tlien, pushing up the bladder, the 
anterior pouph is reached and opened widely enough to bring forward the uterine 
body. The so-called pillars of the bladder are left intact. The adnexae are 
investigated. At approximate^ the region of the internal os, the bladder 
peritoneum is sewed to the posterior wall of the uterus. If the uterus is of proper 
size it can then be transposed between the bladder and vaginal wall; its position 
should be just belo\v the symphysis. The region of the round ligament insertion 
is transfixed with a strong suture and sewed to the pubic ligaments and surround- 
ing tissues on both sides. Abundant vaginal flaps are dissected and the vaginal 
wound closed, including uterine tissues in the sutures. The operative procedure 
is completed b 3 ’’ the performance of colpoper^neorrhaph 3 ^ 

The author discusses modifications of the basic procedure which are required in 
certain conditions. Vesico-vaginal transposition of the uterus and its modifica- 
tions is to be highly recommended for certain selected cases. The surgeon who is 
experienced in vaginal work can modif 3 ^ his original plan as he operates, according 
to the need and circumstances. 

(Any of the common cystocele repair procedures lend themselves very readily to cor- 
rection of the stress incontinence so often seen with cj’-stocele, especially when it is com- 
bined nith urethrocele. The complete interposition operation, as described by the author, 
18 not nearly as popular as formerly. In most cases some type of the so-called advancement 
operation, combined with the Manchester procedure of suturing the cardinal ligaments 
antenor to the cervix, is just as effective and often much simpler. It can be readily com- 
bined with some such procedure as that of Kennedy for the correction of incontinence. 
When the bladder neck is very baggy and prolapsed, a vesical plication of the Kelly type is 
of additional value. — Ed.) 
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Cell height was increased, and in some areas the lining epithelium appeared to be 
multiple in place of the typical single layer. The author failed to note any 
structures resembling glomeruli. Mitotic figures were conspicuously absent. 

Sections were reviewed at the Army Medical Museum and by Dr. Emil Novak 
and Dr. G. E. Seegar Jones. In each instance the suggested diagnosis was 
mesonephroma. 

The author believes that this tumor may represent a very early phase of 
Schiller’s case Number 1. 4 figures. 

(This tumor, sections of which Dr. Connslly kindly permitted me to see, is a very un- 
usual one, and I could think of no other probable origin than mesonephric structures, in 
view of its location and histological structure. I have seen one other tumor wHoh re- 
sembles it, though not exactly, and this appeared to rise from the broad ligament adjoining 
the ovary, but not involving the latter. This patient has remained well since her operation 
about 12 years ago. The designation mesonephroma would seem perhaps more justifiable 
for this tumor type than for the “mesonephroma” described by Schiller. While the pattern 
of the latter is quite distinctive, there is still much doubt as to its mesonephric origin.— Ed-) 
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A woman of 64 was admitted to tlie hospital on Januray 20, 1944. Since 
November, 1943 she iiad had dysuria and frequency, the nocturia amounting to 4 
times. Early in January she had noticed hematuria which subsided Math bed 
rest. On January 15 she e.vperienced loss of bladder control and felt “something 
coming out of the va^na” on straining for urination and defecation, which 
receded spontaneously during sleep or on being pushed back. 

At the time of hospital admission, the patient’s temperature was 100, pulse 
regular, respiration 18, and blood pressure 140/90. Ph 3 '’sical examination was 
csentiall}' negative. Urinal 3 ^sis of a catheterized specimen showed: specific 
grawt 3 ’’, l-OlO; reaction, acid; albumin, 2 plus; sugar 0; microscopic e-xamination, 
innumerable clumped leucoc 3 ’-tes, 10 to 12 red blood cells per high power field; 
epithelial cells, 1 plus. A culture 3 delded B. coli. 

At C 3 >-stoscop 3 ’’, the urethra and internal vesical sphincter were wde and their 
mucosa folded on itself longitudinall 3 '. The bladder Amssels were injected, but 
the mucosa between them was pale. On the trigone the mucosa was edematous 
and heaped in folds. The right half of the trigone and region of the right ureteral 
orifice were obscured by a large tumor, estimated at thumb to walnutsize, covered 
b}’’ reddened puckered mucosa with fibrin adherent to its tip. Its base took 
origm just inside the internal bladder sphincter, and seemed quite broad, occupy- 
mg I the trigone. 

At the time of prolapsus the vulva revealed a little leakage of urine. A tumor 
approximatel 3 ' 2 b 3 ’' 3 cm. occupied the urethral orifice and obscured the vaginal 
mtroitus. The tumor was soft throughout vith fine minute strands of fibrin 
adherent to its tip. A dimple on its top side suggested an orifice and easily 
admitted a No. 6 F. catheter to 35 cm. without obstruction. The diagnosis was 
intermittent prolapsus through the urethra of a large right ureterocele; subsiding 
acute right pyelitis and cystitis; slight impairment of right kidne 3 ’’ function mild 
ureterectasis; and pelvic stasis. 

Normal saline was injected to tr 3 ’^ to expand the cyst, but a second opening 
below was discovered. An elliptical piece of tissue, including both openings, was 
removed and the remaining C 3 ’’st was lightl 3 ' electrocoagulated. Ten da 3 ’^s after 
operation a catheterized specimen of urine contained no albumin, and on micro- 
scopic examination only epithelial cells and amorphous urates. The patient had 
keen entirely free of symptoms when seen in November, 1945. 5 figures. 



OBSTETRICAL AND GTNECOLOGICAL SUEVBT 

THE “INTRACTABLE” VESICO-VAGINAL FISTULA 

Chassak Moir ■ 

Brit. M. J., 1; 774, 1946 

The author refers to a recent publication by Mackay reporting spontaneous 
closure of a large vesico-vaginal fistula, stating that it is useful to remember that 
this injury, so often regarded as intractable, is possessed of a strong tendency to 
spontaneous cure. This is particulaily true when the fistula is the result of 
tearing of othenvise normal healthy tissue rather than the loss of tissue by 
necrosis. 

In most cases, difficulty of exposure of the fistula at operation maybe overcome 
by the use of a generous episiotomy and the adoption of the knee-chest position. 
The author has found Grey Turner’s modification of this position most helpful. 
The anesthetized patient is placed, face down, low on the table with the legs 
flexed at the hips and the knees placed on, and bandaged to, a low stool. The 
table is then lowered so that the pubic region is just clear of the top. 

The author does not support a pessimistic attitude toward the curability of 
vesico-vaginal fistulas. In his experience with 30 cases, it has been possible in 
all of them to repair the fistula by the vaginal approach alone, using, for the most 
part, a simple Sims’ type of operation. 

The most difficult case is that in which there has been extensive tissue loss at 
the vesico-urethral junction. Subsequent severe stress incontinence of urine may 
sometimes be relieved by the use of a pessary to press on the urethra, or, more 
certainly, by the use of the Aldridge fascial-sling operation. 

(Every gynecologist of experience has noted the occasional spontaneous closure of either 
vesico-vaginal or, even more often, of uretero-vaginal fistulas, though such a happy outcome 
is not often to be expected in those of any size. The healing of small vesico-vaginal fistulM 
is greatly favored by the employment of a retention catheter and postural treatment, the 
patient being kept in the prone position. It is of interest to note that Moir, who is pro- 
fessor of obstetrics and gynecology at the Oxford University Medical School, is so par la 
to the Sims type of operation. Certainly this is still a highly satisfactory procedure in » 
considerable proportion of oases. In the larger fistulas with indurated cicatricial marpna 
and much fixation, I believe that the flap-splitting procedures, with free mobilization o e 
bladder wall, are more likely to give successful results. — Ed.) 


PROLAPSUS OF A URETEROCELE THROUGH THE URETHRA: 

CASE REPORT 

Marie Ortmayer, Louise Kobster and Perlb M. Stetler 
J. Urol., 66; 515-519, 1946 

Thirty-eight cases of prolapsus of a ureterocele through the female urethra 
found in the available literature, attesting the rarity of this conditio . 
authors present an additional case report. 
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A woman of 64 was admitted to the hospital on Januray 20, 1944. Since 
I'Tovember, 1943 she had had dysuria and frequency, the nocturia amounting to 4 
times. Early in Januarj' she had noticed hematuria which subsided with bed 
rest. On Januarj' 15 she ex'perienced loss of bladder control and felt “something 
coming out of the vagina” on straining for urination and defecation, which 
receded spontaneously during sleep or on being pushed back. 

At the time of hospital admission, the patient’s temperature was 100, pulse 
regular, respiration 18, and blood pressure 140/90. Phj'sical examination was 
esentially negative. Urinalj'’sis of a catheterized specimen showed: specific 
gra\-ity, 1.010; reaction, acid; albumin, 2 plus; sugar 0; microscopic examination, 
innumerable clumped leucoc 3 ’tes, 10 to 12 red blood cells per high power field; 
epithelial cells, 1 plus. A culture yielded B. coli. 

At cj'stoscopj', the urethra and internal vesical sphincter were nude and their 
mucosa folded on itself longitudinalh'. Tlie bladder vessels were injected, but 
the mucosa between them was pale. On the trigone the mucosa was edematous 
and heaped in folds. The right half of the trigone and region of the right ureteral 
orifice were obscured bj' a laige tumor, estimated at thumb to walnutsize, covered 
bj' reddened puckered mucosa with fibrin adherent to its tip. Its base took 
origin just inside the internal bladder sphincter, and seemed quite broad, occupj'- 
i the trigone. 

At the time of prolapsus the \mlva revealed a little leakage of urine. A tumor 
^PPro.ximatelj’^ 2 by 3 cm. occupied the urethral orifice and obscured the vaginal 
mtroitus. The tumor was soft tliroughout with fine minute strands of fibrin 
adherent to its tip. A dimple on its top side suggested an orifice and easily 
admitted a No. 6 F, catheter to 35 cm. without obstruction. The diagnosis was 
mtemuttent prolapsus through the urethra of a large right ureterocele; subsiding 
acute right pyelitis and ej’^stitis; slight impairment of right kidne}’ function mild 
ureterectasis; and pehic stasis. 

Normal saline was injected to trj"^ to expand the cj^st, but a second opening 
below Avas discovered. An elliptical piece of tissue, including both openings, was 
removed and the remaining ej’^st was lightlj-' electrocoagulated. Ten daj^s after 
operation a catheterized specimen of mine contained no albiunin, and on micro- 
scopic examination only epithelial cells and amorphous urates. The patient had 
been entirely free of symptoms when seen in November, 1945. 5 figures. 



OBSTETRICAL AND GTNECOLOGICAL SURVEY 

THE “INTBACTABLE” YESICO-VAGINAL FISTULA 

Chassar Moir ■ 

Brit. M. J., 1: 774, 1946 

The author refers to a recent publication by Mackay reporting spontaneous 
closure of a large vesico-vaginal fistula, stating that it is useful to remember that 
this injury, so often regarded as intractable, is possessed of a strong tendency to 
spontaneous cure. This is particularly true when the hstula is the result of 
tearing of otherwise normal healthy tissue rather than the loss of tissue by 
necrosis. 

In most cases, difficulty of exposure of the fistula at operation may be overcome 
by the use of a generous episiotomy and the adoption of the knee-chest position. 
The author has found Grey Turner’s modification of this position most helpful. 
The anesthetized patient is placed, face doivn, low on the table with the legs 
flexed at the hips and the Icnees placed on, and bandaged to, a low stool. The 
table is then lowered so that the pubic region is just clear of the top. 

The author does not support a pessimistic attitude toward the curability of 
vesico-vaginal fistulas. In his experience with 30 cases, it has been possible in 
all of them to repair the fistula by the vaginal approach alone, using, for the most 
part, a simple Sims’ type of operation. 

The most difficult case is that in which there has been extensive tissue loss at 
the vesico-urethral junction. Subsequent severe stress incontinence of urine may 
sometimes be relieved by the use of a pessary to press on the urethra, or, more 
certainly, by the use of the Aldridge fascial-sling operation. 

(Every gynecologist of experience has noted the occasional spontaneous closure of either 
vesico-vaginal or, even more often, of uretero-vaginal fistulas, though such a happy outcome 
is not often to be expected in those of any size. The healing of small vesico-vaginal fistulas 
is greatly favored by the employment of a retention catheter and postural treatment, the 
patient being kept in the prone position. It is of interest to note that Moir, who is pro- 
fessor of obstetrics and gynecology at the Oxford University Medical School, is so partia 
to the Sims type of operation. Certainly this is still a highly satisfactory procedure m a 
considerable proportion of eases. In the larger fistulas with indurated cicatricial marpns 
and much fixation, I believe that the flap-splitting procedures, with free mobilization of e 
bladder wall, are more likely to give successful results. — Ed.) 


PROLAPSUS OF A URETEROCELE THROUGH THE URETHRA: 

CASE REPORT 

Marie Ortmaybr, Louise Koester and Perle M. Stbtler 
J. Urol., 55: 515-519, 1946 

Thirty-eight cases of prolapsus of a ureterocele through the female urethra 
found in the available literature, attesting the rarity of this con ion. 
authors present an additional case report. 
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(31.7 per cent). However, many clinically suspected fibroids were later found to 
be none-vistent or very small. The significant finding in the cataloging of pal- 
pable diseases is the fact that 18.6 per cent of all the women operated upon were 
recorded as having no disease of the peMc organs. This absence of palpable 
disease ma}", in part, be e-vplaincd on the basis that the patient ma5’- have had 
troublesome sjuaptoms, without gross disease of the pelmc organs, but even so, 
this figure seems high. 

It is startling to note that, among the pathologists’ findings, 30.8 per cent of the 
organs removed showed no histopathologj*. The facts that 17.4 per cent pre- 
sented no sjTnptoms, and 18.6 per cent had no palpable pelmc disease, do not 
permit the conclusion that nearly one-fifth of these patients had remunerative 
hysterectomies. AsjTmptomatic neoplasms may have required removal and 
patients revealing no palpable disease maj’’ have suffered from blood loss due to a 
hidden disease. Howev'er, the fact that 76, or 30.8 per cent, of the 246 patients 
operated upon were found to be free of pathologj’’, is a stunning obsen'ation which 
cannot eaaly be accounted for. 

Correlation of cases presenting no histopathologic no sjTnptoms and/or normal 
pel™ findings diows that 17.1 per cent of patients had neither sjTnptoms nor 
pathology, 18.7 per cent had neither palpable nor microscopic disease, while 16.6 
per cent had neither symptoms, suspected disease on pehne examination, nor 
microscropic disease in the removed organs. 

In 49.7 per cent of the 246 patients, the clinical diagnosis was confirmed. In 
17.4 per cent, the clinical diagnosis was not confirmed, but the operation was 
considered justifiable. In 33.1 per cent of the cases there was either no disease or 
else disease contraindicating hysterectomjT 

(It is probable that the results of this analytic study will not be a tremendous surprise to 
most readers, because everyone who has eyes to see and ears to hear must know that the 
operation of hysterectomy has been shamefully abused throughout this countrj', and prob- 
ably others as well. It is not necessarj' to comment on Miller’s figures, because they 
speak for themselves, and his standing makes his findings authoritative. TYhat he says as 
to unnecessary hysterectomy applies equally well to unnecessary removal of “cystic 
ovaries’’, just as, in the field of general surgerj-, it applies to unnecessary appendectomies 
for wrongly diagnosed chronic appendicitis. 

The great bulk of gynecological operations are of the elective type, but there should be a 
clear indication even for these. If the patient recovers from the operation she, and per- 
haps the surgeon too, are apt to speak of the operation as “successful.” In this sense a 
man might be very successfully castrated, but would he be happy about the operation if 
he knew there was no need for it? Just as there are honest business men and those who are 
sharp and unscrupulous, so there will probably always be honest and conscientious sur- 
geons, as opposed to a minority who are slip-shod and not overburdened with conscience. 
A pretty safe rule, which would impose severe handicap on at least some surgeons, would 
be to ask themselves if, under the given conditions of any case, they would recommend the 
contemplated operation if the patient were one of their own family. — Ed.) 
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HYSTERECTOMY: THERAPEUTIC NECESSITY OR 
SURGICAL RACKET? 

Norman F. Miller 
Am. J. Obst. & Gynec., 61: 804-810, 1946 

Oncea rareand spectacularfeat, performed only by experienced and courageous 
surgeons, hysterectomy has become quite commonplace, and the indications, once 
highly restricted, have been so broadened as to warrant scrutiny and re-evalua- 
tion. Medical progress is altering the practice of surgery; chemotherapy and 
hormonal therapy may make it necessary to re-evaluate the indications for pelvic 
surgery. 

In order to learn something of the prevailing attitude regarding hysterectomy 
in both large and small communities, the author undertook the present study 
based on 246 hysterectomies. These represent hysterectomies performed during 
the first 4 months of 1945 in 10 different hospitals. This report attempts to 
correlate symptoms and physical findings with the histopathology actually 
observed. 

The 246 hysterectomies were distributed among various age groups as follows: 
under 20 years, 1 case; 20-29 years, 30 cases; 30-39 years, 78 cases; 40-49 years, 
108 cases; 50-59 years, 22 cases; 60-69 years, 6 cases; and 70-79 years, 1 case. 
There were 4 postoperative deaths, a mortahty rate of 1 .6 per cent. This may be 
compared with a low of 0.6 per cent and a high of 4.64 per cent reported in the 
literature. 

There was evidenced a definite preference for the incomplete or subtotal 
excision over the total by more than 2 to one. The author prefers the total 
operation for the obvious reason that future disease of the cervix is eliminated, 
but questions other advantages claimed for complete hysterectomy. A correla- 
tion between the various age groups and type of hysterectomy was made to 
determine whether concern over the cervical stump as a site for carcinoma later 
in life was reflected in a higher incidence of total hysterectomy in the older age 
groups. No such concern was evidenced, since the subtotal operation s i 
predominated during the 4th and 5th decades. , 

The chief symptom leading to medical care in this series of patients was ee 
,ing (41.4 per cent). Other complaints included abdominal pain (9.7 per en , 
pelvic pain (7.7 per cent), and backache (5.2 per cent). Almost 10 per cen 
sought medical care for secondary symptoms such as fatigue, nervousness a 
headache. It is interesting to note that 17.4 per cent of the patients, ^ 
to major surgery, had no complaints. This may be due, in part, to t e 
asymptomatic conditions on routine pelvic examination. _ fibroids 

' The predominating physical finding on digital examination was u e 
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niissed with the curette, as can happen in a large mj'omatous uterus, the surgeon can in- 
clude bilateral removal of the adnexa with the hysterectomy. Certainly the gj’necologist 
must always bear in mind the possibility that bleeding is not necessarily due to the gross 
and readily demonstrable lesion which he finds, but may be due to an associated and less 
easily demonstrable one concealed within the uterus. But no blanket rule of procedure 
can be laid down for the study and management of all cases. — ^Ed.) 


MENSTRUAL CONSERVATRTS HYSTERECTOMY (PREVIOUS 
INSTILLATION OF COLORED CONTRAST VTTHIN THE 
UTERINE CA^^TY) 

Licixio H. Dctoa (Sao Paulo, Brazil) 

An. Bras, de Ginec. (Rio de Janeiro, Brazil) 19: 3-7, 1945 

The author reports a new technic to locate more easily the endometrium when 
performing the consert'ative type of hysterectomy, mainly when large fibromyo- 
mas are present. 

It consists of an intrauterine instillation through the cervis, just previous to 
the operation, of a 2.5 per cent meth3dene blue solution (3 to 5 cc.). The endo- 
uietrium, thereby, becomes easily recognizable bj'- contrast from the adjacent 
tissues. 

The author has been trying to find a solution that would act at the same time 
as a strong dj'e and as a bacteriostatic. For this purpose, a mixture of a 2.5 
per cent solution of methjdene blue nith penicillin (2(X)0“O.U.”) may prove to be 
the best. 

Following this detail and bj'- means of the use of the hemostatic tourniquet, the 
author has been able to perform with success the so-called menstruation-con- 
servative hysterectomy, thus saxing large portions of endometrium and main- 
taming the vascular and nervous systems of the adnexa, in obedience to the 
theory of fxmctional endometrimn-ovarian syner^sm. 

(This simple procedure might perhaps be of some value, though even without it there 
>8 rarely any difficulty in recognizing the endometrium in operations of the type for which 
the author recommends it, — Ed.) 


THE COMBINED MANCHESTER-WATKINS INTERPOSITION 
OPERATION IN THE TREATMENT OF PROLAPSE OF 
THE UTERUS 

B. Z. Cashmax 

Am. J. Obst. & Gynec., 61: 706-707, 1946 

The author has found a combination of the Manchester operation and the 
Watkins interposition procedure to be satisfactorj^ in the treatment of first- or 
second-degree prolapse when accompanied by a very large cystocele. 
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OBSTETRICAL AND GYNECOLOGICAL SURVEY 


“SUBTOTAL HYSTERECTOMY” FOR CANCER OF THE CERVIX 

AND UTERUS 


West. J. Surg., 64: 211-212, 1946 

Attention is drawn to the importance of curettage prior to hysterectomy to 
exclude the possibility of cancer of the uterine body or endocervix. If the aver- 
age “fibroid uterus” required the surgical skill demanded by a partial gastric or 
bowel resection, and carried vdth it equal complications and risks, fewer uterine 
amputations would be done without knowing beforehand that the tumor was 
actually benign and the operation indicated. If the cause of symptoms is endo- 
metrial carcinoma, then either a panhysterectomy is indicated, or, with involve- 
ment of the cervical segment, radiation alone is the treatment of choice. 

When there is cancer of the cervix arising in the endocervical canal, then 
supracervical hysterectomy is disastrous and deprives the patient of the maximum 
benefit to be derived from subsequent radiation therapy. In the absence of the 
uterine canal adequate radium therapy for uterine or cervical cancer is impossib e. 

The scrapings obtained at curettage should be given careful histological exam- 
ination. Also, it is reemphasized that for diagnostic purposes it is important o 
curet the endocervical canal separately from the uterine canal, and to send e 
specimens to the pathologist labeled as such. In addition to the curettage a 
biopsy of the cervix should be made, so that it may be known whether or no an 
adenocarcinoma has arisen in or spread down to involve the cervical segmen o 
the uterus. In such a case, radiation therapy alone should be used. 

The additional cost to the patient of a curettage prior to hysterec ““y 
small, in comparison with the cost in longevdty, suffering and money w ic 
result from incomplete operation involving an unsuspected cancer. 

(While there are of course some cases, more particularly those 
indeterminate source, in which the 

the author is clearly indicated, I do not believe that this is ca -ari-vinK thoroughness 

hysterectomy is contemplated. For example it would seem Je “ cervix 

too far, in the case of a nulliparous woman with a andj h ^ 

and no abnormal bleeding to subject her to two operative hysterectomy 

author. Moreover, I believe that there is somewhat more ^ some degree 

is done within a few days of curettage, which often and Possibly Y operations 

of endometrial infection, not to speak of the economic and mental b 

and anesthetics within a few days. . . , , „ are much more important 

There are two other routine procedures which, to my min , . the cervix, 

before and during hysterectomy operations. One is Should there be any 

not only by palpation but by inspection in the be®* P^sible g 
lesion in any way suspicious, biopsy should " subtotal 

behind a carcinomatous cervix should the °P®''®'’^™P ^ reported cases of cancer in the 

“Lt'r 

The other simple precaution which deserves mention is reliminary curettage 
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missed with the curette, as can happen in a large myomatous uterus, the surgeon can in- 
clude bilateral removal of the adnexa with the hysterectomy. Certainly the gj^necologist 
must always bear in mind the possibility that bleeding is not necessarily due to the gross 
and readily demonstrable lesion which he finds, but may be due to an associated and less 
easily demonstrable one concealed within the uterus. But no blanket rule of procedure 
can be laid down for the stud}’ and management of all cases. — Ed.) 


MENSTRUAL CONSERVATI\T3 HYSTERECTOMY (PREWOUS 
INSTILLATION OF COLORED CONTR.^T WITHIN THE 
UTERINE CAVITTO 

Licinio H. Dutra (Sao Paulo, Brazil) 

An. Bras, de Ginec. (Rio de Janeiro, Brazil) 19: 3-7, 1945 

The author reports a neiv technic to locate more easilj' the endometrium when 
performing the conservative type of hj’sterectom}’, mainly when large fibromyo- 
mas are present. 

It consists of an intrauterine instillation through the cervis, just previous to 
the operation, of a 2.5 per cent methjdene blue solution (3 to 5 cc.). The endo- 
metrium, thereby, becomes easily recognizable by contrast from the adjacent 
tissues. 

The author has been trying to find a solution that would act at the same time 
as a strong dj’e and as a bacteriostatic. For this purpose, a mixture of a 2.6 
per cent solution of methylene blue with penicillin (2000“O.U.’') may prove to be 
the best. 

Following this detail and b}’ means of the use of the hemostatic tourniquet, the 
author has been able to perform with success the so-called menstruation-con- 
sen’ative hysterectomy, thus saving large portions of endometrium and main- 
taining the vascular and nervous systems of the adnexa, in obedience to the 
theory of functional endometrium-ovarian synergism. 

(This simple procedure might perhaps be of some value, though even without it there 
IS rarely any difficulty in recognizing the endometrium in operations of the type for which 
the author recommends it. — ^Ed.) 


THE COMBINED MANCHESTER-WATKINS INTERPOSITION 
OPERATION IN THE TREATMENT OF PROLAPSE OF 
THE UTERUS 

B. Z. Cashman 

Am. J. Obst. & Gynec., 61: 706-707, 1946 

The author has found a combination of the Manchester operation and the 
Watkins interposition procedure to be satisfactory in the treatment of first- or 
second-degree prolapse when accompanied bj’ a very large cystocele. 
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"SUBTOTAL HYSTERECTOMY” FOR CANCER OF THE CERVIX 

AND UTERUS 

West. J. Surg., 64: 211-212, 1946 


Attention is dra’vvn to the importance of curettage prior to hysterectomy to 
exclude the possibility of cancer of the uterine body or endocervix. If the aver- 
age “fibroid uterus” required the surgical skill demanded by a partial gastric or 
bowel resection, and carried ndth it equal complications and risks, fewer uterine 
amputations would be done without knorving beforehand that the tumor was 
actually benign and the operation indicated. If the cause of symptoms is endo- 
metrial carcinoma, then either a panhysterectomy is indicated, or, with involve- 
ment of the cenical segment, radiation alone is the treatment of choice. 

When there is cancer of the cervix arising in the endocervical canal, then 
supracervical hysterectomy is disastrous and deprives the patient of the maximum 
benefit to be derived from subsequent radiation therapy. In the absence of the 
uterine canal adequate radium therapy for uterine or cervncal cancer is impossible. 

The scrapings obtained at curettage should be given careful histological exam- 
ination. Also, it is reemphasized that for diagnostic purposes it is important to 
curet the endocervical canal separately from the uterine canal, and to send t e 
specimens to the pathologist labeled as such. In addition to the curettage a 
biopsy of the cervix should be made, so that it may be knoivn whether or not an 
adenocarcinoma has arisen in or spread down to involve the cervical segmen o 
the uterus. In such a case, radiation therapy alone should be used. 

The additional cost to the patient of a curettage prior to hysterectomy is 
small, in comparison with the cost in longevity, suffering and money w ic 
result from incomplete operation involving an unsuspected cancer. 


(While there are of course some cases, more particularly those , Ay 

indeterminate source, in which the meticulous case in which 

the author is clearly indicated, I do not believe that this is called for “ thoroughness 
hysterectomy is contemplated. For example, it would seem to be car ^ ^ 
too far, in the case of a nulliparous woman with a large myoma and ^ by the 

and no abnormal bleeding to subject her to two operative hysterectomy 

author. Moreover, I believe that there is somewhat more , “,,3esLnie degree 

is done within a few days of curettage, which often and burLn of two operations 

of endometrial infection, not to speak of the economic and mental burde 

and anesthetics within a few days. ... • j much more important 

There are two other routine procedures which, to my of the cervix, 

before and during hysterectomy operations. One is thorough ^ 
not only by palpation but by inspection in the best possible hg • 

Lion in aL way suspicious, biopsy should ® 

behind a carcinomatous cervix should the operator emp y , of cancer m the 

an accident explains a considerable proportion of the many repo^^^ important con- 

residual stump. Most of us now do total “be cervix is important, becauseits 

trniudication, but even so preliminary investigation of the cervi 

results may very definitely change one’s plans of managemen the uterus laid 

The olhm simple prceaulion mhieh d^es J, 
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sjTnpathectomy of the inferior mesenteric arterj-, resection of the lower portion 
of the aortic plexus and lumbar sjTnpathectomy in 3 cases. 

Since abdominopeh-ic sjunpathectoraj' increases the blood supply and the 
development of the collateral circulation of the pelvic organs, the author tried to 
lessen the risk of hemorrhage at the level of the ulcerated cancer bj^ bilateral 
ligation of the hj^pogastric arteries. However, it is to be noted that, even when 
bilateral ligation of the hj'pogastric arteries is performed, after the operation there 
is an erident increase in the development of the collateral circulation, as the 
author has alreadj’- demonstrated in experimental investigations. In the present 
series of 14 cases, after the abdominopelnc sj’mpathectomj’-, there was no death 
caused by hemorrhage. 

In order to analyze the influence of the increased blood supplj’’ caused by 
abdominopelvic sjonpathectomy in the development of the cancer, in 2 cases 
resection of the hj'pogastric plexus was preceded bj' treatment by irradiation, and 
in 5 cases radium was applied postoperatively during the phase of vasodilatation 
of the pelmc vessels. The results obtained reveal that when abdominopelvic 
sj-mpathectomy was preceded but not followed bj' irradiation, there was quick 
recurrence and development of cancer of the cer\'ix. Much better results were 
obtained when the application of radium was performed during the increased 
blood supply caused bj' vasodilatation following the sj'mpathetic operation. 

The extensive abdominopelvic sj'mpathectomj', in which resection of the lower 
portion of the aortic ple.xus was added to resection of the hj'pogastric ple.xus, 
lumbar sjmpathectomj' and periarterial sj'mpathectomy of the common iliac, 
hj'pogastric or mesenteric arteries, demonstrated that the ^’isceral sj'mpathetic 
pain remams relieved during the period in which the cancer remains within the 
anesthetized area. If the cancer progresses and invades the lumbosacral plaxus, 
pam appears, radiating down to the lower extremitj'. As there may e.xist'a 
sjrnpathetic or a somatic pain or both in cancer of the cen'ix uteri, two thera- 
peutic problems, the one sympathetic and the one somatic, must be analyzed 
according to the type of mechanism of pain. From these investigations it is 
deduced that abdominopehric sympathectomy relieves only the visceral sym- 
pathetic pain and must be followed by adequate treatment uith radium and the 
roentgen ray. 5 figures. 

(The procedure described by the author is a far more formidable one than the com- 
paratively simple presacral sympathectomy which some have employed for relief of the 
intractable pain of advanced cervical cancer. Since Lis results do not appear impressive, 
the method cannot be said to commend itself, as the author would probably agree. The 
problem of the hopeless cancer patient is really a very grave one, aside from the suffering 
of the individual patient, because it so commonly falls upon the family to see the poor 
Victim through her terminal months of suffering. One of the crying medical needs of the 
country is an increase in hospital facilities for the care of these hapless sufferers, who so 
often, after the failure of the radiotherapy or surgery which hospitals provide, are wished 
back on the family and the family doctor to end their days. In my town the institutional 
facilities for the care of such advanced patients are almost nil, and this must be a common 
condition throughout the country. While such procedures as alcohol injection, sympa- 
thectomy and chordotomy have probably been helpful in the relief of pain in some cases, 
morphine still continues to be the best friend of most of these sufferers in their terminal 

days.— Ed.) 
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l»t3 are pLced b™„„uLi Their • T 
utures are then tied and the operation completed by doine a hiah 

!flT disease, died at home of coronary thrombosis 3 weeks 

fliY 7 in hospital. One patient complained of backache, leucorrhea and 

dizziness. The anatomic results were good in all cases, ivith no recurrence of 
cystocele or prolapse. 


whaf described bj' Cashman is a good one, and I believe it represents abou^ 

rerliire of L ^ for Similar indications by most gynecologists. ■ The Manchester pro- 

cenure of bringing the cardinal ligaments together in front of the cervix is not in itself 
cure an associated cystocele or cysto-urethrocele. On the other hand, it is 
w fi^ necessary o interpose the uterus beneath the bladder, as is done in the original 
wattons operation and as Cashman advises, since practically always the modified Watkins 
operation is just as effective. Of great importance is the closure of the 
til' °^^®rwise there is danger of recurrence of a cysto-urethrocele. For 

'l- ^ triangular stitch embracing the fundus in the middle and the strong suh- 

pu 1C igaments at each side. The cardinal ligaments need not always be cut before their 
suture anterior to the uterus, as the same result can usually be accomplished by simply 
sewing them snugly together in the midline. Assuming of course that the patient is beyond 
e c ild-bearing age, it is generally wise to amputate the cervix unless it is short, atrophic 
an grossly of entirely normal appearance. In no field of gynecological surgery is it more 
important to fit the operation to the patient rather than vice-versa.— Ed.) 


ABDOMINOPELVIC SYMPATHECTOMY FOR RELIEF OF PAIN 
, OF CANCER OF THE CERVIX 

A. DB Sousa Perehia 
Arch. Surg., 62; 113-134, 1946 

\ 

In order to determine the value of abdominopelvic sympathectomy in the 
treatment of intolerable pain in cancer of the cervix uteri, the author has per- 
formed a series of sympathetic operations on 14 patients. These operaions were 
limited to resection of the hypogastric plexus in 7 patients, but in the reraaming 
patients there ivas added one or more of several other operations. Thus, s}Tn- 
pathectomy of the hypogastric arteries ivas added in one case; sympathectomy o 
the right common iliac artery in one case and of the common iliac and^ inferior 
mesenteric arteries in one case; sympathectomy of the inferior mesenteric artery 
and resection of the lower portion of the aortic plexus in one case; and nna J, 
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sjTnpathectomy of the inferior mesenteric arterj', resection of the lower portion 
of the aortic plexus and lumbar sjTnpathectomy in 3 cases. 

Since abdominopeMc sjTnpathectomj' increases the blood supply and the 
development of the collateral circulation of the pehdc organs, the author tried to 
lessen the risk of hemorrhage at the level of the ulcerated cancer bj’’ bilateral 
ligation of the hypogastric arteries. However, it is to be noted that, even when 
bilateral ligation of the hypogastric arteries is performed, after the operation there 
is an erident increase in the development of the collateral circulation, as the 
author has already demonstrated in e.xperimental investigations. In the present 
series of 14 cases, after the abdominopehac sjTnpathectomj', there was no death 
caused bj' hemorrhage. 

In order to analyze the influence of the increased blood supply caused bj' 
abdominopelvic sjmpathectomy in the development of the cancer, in 2 cases 
resection of the hypogastric plexus was preceded bj' treatment bj' irradiation, and 
in 5 cases radium was applied postoperatively during the phase of vasodilatation 
of the pelric vessels. The results obtained reveal that when abdominopelvic 
sj'mpathectomy was preceded but not followed bj' irradiation, there was quick 
recurrence and development of cancer of the ceirix. Much better results were 
obtained when the application of radium was performed during the increased 
blood supply caused by vasodilatation following the sjunpathetic operation. 

The e.xtensive abdominopelnc sympathectomy, in which resection of the lower 
portion of the aortic plexus was added to resection of the hjiiogastric plexus, 
lumbar sympathectomy and periarterial sjmpathectomy of the common iliac, 
hypogastric or mesenteric arteries, demonstrated that the \TSceral sympathetic 
pain remains relieved during the period in which the cancer remains vithin the 
anesthetized area. If the cancer progresses and invades the lumbosacral plexus, 
pain appears, radiating down to the lower extremity. As there may exist'' a 
sjmpathetic or a somatic pain or both in cancer of the ceia'Lx uteri, two thera- 
peutic problems, the one sympathetic and the one somatic, must be analj'zed 
according to the type of mechanism of pain. From these investigations it is 
deduced that abdominopehTC sympathectomy relieves only the %Tsceral sym- 
pathetic pain and must be followed by adequate treatment with radium and the 
roentgen ray. 5 figures. 

(The procedure described by the author is a far more formidable one than the com- 
paratively simple presacral 63Tnpathectomy which some have employed for relief of the 
intractable pain of advanced cervical cancer. Since his results do not appear impressive, 
the method cannot be said to commend itself, as the author would probably agree. The_ 
problem of the hopeless cancer patient is really a very grave one, aside from the suffering 
of the individual patient, because it so commonly falls upon the family to see the poor 
tietim through her terminal months of suffering. One of the crying medical needs of the 
country is an increase in hospital facilities for the care of these hapless sufferers, who so 
often, after the failure of the radiotherapy or surgery which hospitals provide, are wished 
back on the family and the family doctor to end their days. In my town the institutional 
facilities for the care of such advanced patients are almost nil, and this must be a common 
condition throughout the country. JVIiile such procedures as alcohol injection, sympa- 
thectomy and chordotomy have probably been helpful in the relief of pain in some cases, 
morphine still continues to be the best friend of most of these sufferers in their terminal 
days.— Ed.) 
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DIFFICULTIES AND ACCIDENTS ENCOUNTERED IN 
CONSTRUCTION OF THE VAGINA 


Lawrence R. Wharton 
Am. J. Obst. & Gynec,, 51 : 866-875, 1946 


The author presents a resumd of the common difficulties and complications 
that have been encountered in construction of the vagina. In general, the 
simplest technique that is compatible rvith attaining a good result is reco^ended. 

Care in the selection of patients as candidates for the operation vdll obviate 
some failures. The best results haY'^e been obtained in young women, recently 
married or about to be. If the constructed Y'agina is not used, it will probably 
contract. In women having no ovaries, a satisfactory vagina can be made and 
maintained if it is used often. In the absence of ovaries, one can use Thiersc 
grafts, and thus a^mid dependence upon the proliferation of vaginal epithelium. 
The author’s choice of operation lies between 3 procedures the Frank proce ure, 
the author’s operation, or the operation of Graves. He has used Thiersch gia s, 


to hasten epithelization, for several years. 

The dissection of a large space is essential. The space should be } , 

13 cm.), vide, and the vaginal orifice wide enough to admit 3 fingere. 
ing out the space, one may encounter difficulties, especially m patients w o a 
had similar operations before. In such cases, dissection is always fraug 

danger to the rectum and bladder. perforation 

With proper precautions, infection and hemorrhage rarely occur. 1' 
into the bladder or rectum may occur during operation or later dunng 
valescence. During the dissection of the vaginal space, there is no mu S 
of injuring the rectum or bladder if the plane of cleavage is n^mal. .’ 

in patients who have had former dissection in this region, the p a 
replaced by scar tissue and injuries to bladder and rectum tl,e 

these circumstances. To help prevent postoperative ^ vagina, 

vaginal form should be long enough so that 

Also, the vaginal orifice should be large enough for the form t P 
intrapelvic pressure is unduly increased. • „ tUp vaeina for 3 

Aftercare of these cases is simple. The form remam cess of 

weeks; it is then removed and the vagina inspected and cleaned. 
epithelization is observed and a biopsy may be ' process of 

worn most of the time after that for a at night, if necessaiy. 

epithelization. After that, it is worn only part of the J 7 figures, 

diitus is begun carefully after epithelization is firm and complete. 

(For most cases it seems to me that the 
choice. It is simple and gives good results even Thiersch s_^^^ 

it O’!, the latter no doubt accelerate epithelization. only one thus fa 

^corded. To avoid this, he recommends that the vagmai 
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project somewhat beyond the introitus, but I would think that, aside from some annoyance 
to the patient, there would be greater likelihood of losing the plug. Perhaps it w’ould be 
mser not to select a too ambitiouslj’ long vaginal form, and thus avoid the risk of undue 
pressure on the rectum. — Ed.) 


INTESTINAL OBSTRUCTION IN GTOECOLOGY 


E. J. Batejlan 

Am. J. Obst. & Gynec., 61: 6G6-G71, 1946 

The gjTiecologist should be an abdominal surgeon able to recognize and to deal 
competently with intestinal obstruction. The author presents a discussion of the 
points in diagnosis and general principles of treatment of this condition. 

In the studj’- of an5’’ new admission, a historj'^ of failure to move the bowels for 
48 hours, or even less if frequent vomiting is present, should make one conscious 
of the possibility of obstruction. If,inaddition to frequent vomiting, even moder- 
ate distenaon is present, together with cohekj'- abdominal pain, loud gurgling 
peristalsis and localized tenderness, the diagnosis is clear. Obstruction can 
result from severe pelvic inflammatorj’’ disease, from some pehde tumors, post- 
operative adhesions, any tumor of the intestinal tract or strangulated hernia. 
Malignancy of the pelvic colon may at times be uTongly diagnosed as disease of 
the left adnexa. 

The development of postoperative intestinal obstruction must be suspected 
whenever "gas pains’’ become too frequent and persistent, especially if the patient 
indicates a fairty definite point of maximum intensity of the cramp. Vomiting, 
loud gurgling peristalsis and tenderness complete the diagnostic picture. 

In regard to treatment, if the diagnosis is made udthin 24 or 48 hours of the 
onset of symptoms and the patient’s general condition is good, immediate opera- 
tion should be performed. If the diagnosis is made later, after distension and 
water and chloride loss have become marked, operation must be deferred until 
these conditions have been improved as far as possible. Operation for the relief 
of intestinal obstruction should be done rapidly and wdth a minimum of trauma. 

(Although this complication is fortunately not e.vtremely common, it is one to be dreaded , 
and its recognition may tax the judgment of the surgeon about as much as any that I know. 
Many laparotomy patients have a disturbing amount of distention, pain and vomiting for a 
day or two after operation, and the surgeon is made happy when such measures as the nasal 
tube, glucose and prostigmin are followed by relief. If they continue and increase, with 
no passage of flatus or feces, the strong possibility of obstruction must arise in the surgeon’s 
nixnd. It is distressing to have to think about re-operation in patients who have just 
passed through serious abdominal operations, and yet too long delay means that the golden 
moment will slip by. During this am-dous waiting period the patient should be given the 
benefit of such preparatory measures as the author has mentioned. In most cases spinal 
anesthesia should be the choice. At operation the gynecologist does have the advantage 
of knowing that the obstruction is most likely to be in the pelvic operative field, usually a 
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band of adhesions or the fixation of an intestinal loop to some raw area. Gentle palpation 
will often reveal this wdthout too much handling of the bowel, and attention can then be 
centered on the area of block. If operation has not been too long delayed, the liberation 
of the obstructed block is all that is required. — Ed.) 


A POSSIBLE HEPATIC (HEPATORENAL) FACTOR IN 
GYNECOLOGIC MORTALITY 


Melvin D. Steiner 
Am. J. Obst. & Gynec., 61: 678-684, 1946 

The author discusses the possibility of the occuiTence of the so-called 
and “liver-lddney” deaths after gynecological surgery and presents an analysis o 
10 deaths occurring at the Charity Hospital of Louisiana from 1937 to 1940, m 
which the hepatic factor appeared to be entirely responsible, or to play an mpor- 
tant part, in the fatal outcome. With a single exception, in which active hemor- 
rhage was found, the outstanding postmortem findings in all of these cases vem 
hepatic or hepatorenal changes, ranging from cloudy swelling to frank necrosis. 
Fatty metamorphosis was present in' a number of instances, and in 3 vim gross y 
evident. In the one patient in -whom postoperative hemorrhage was the majo 
cause of death, the liver was found at necropsy to be light grayish-broisTi a 
very soft, and the normal markings were absent. Microscopic , 

revealed many small areas of necrosis, swollen hepatic cells and obliteration 
sinusoids. The patient died 12 hours after operation, and it seems ^easona 

suppose that the hepatic changes had been caused „uent 

aggravated by the falling blood pressure at operation (94/70) and the subseque 

hemorrhage, ivith resultant anoxemia. liver kidney deaths 

The most reasonable theory advanced to e.xplam liver and li J^.grtain 

is as follows: Since any form of anesthesia has some ’ig accent- 

fall in hepatic function can be expected after operation. T g 

uated by prolongation of the procedure and ™j^as demonkrated 

loss and the toxic effects of tissue death. Furthermore, C the 

that the opening of the abdomen alone causes a reductio ^ damaged 

liver and an accompanying decrease in chemical may be so 

liver, which is already the site of structural and func iom damaged to a 

seriously affected by the above ^7called INer death occurs, 

point where toxemia may be so overndielmmg functional liver 

In preventing such deaths, the author suggess pberal intake of carbo- 

teste L not practical rontinely 

hydrates and protein, and ^**™*^°“ . ion Although the number 

to 72 hours in ambulatory patients before hospit^ by such 

of liver and liver-kidney deaths is small, it could be m 
means. 
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(The fio-calied “liver death” apparently plaj's a definite, though rolativel3' infrequent, 
part in the hazards of general surgery, and especially in the operative treatment of biliary 
tract disease. This is not surprising in view of the frequenej' of liver damage with gall 
bladder disease, especially when this involves the common duct and is associated with 
serious infection, obstruction of the duct and jaundice. That liver death maj' occasionally 
be encountered after g3-neco)ogical surgery seems probable, as anesthesia in itself may be a 
causative factor. I do not believe, however, that a re\new of the deaths in any gs'necolo- 
gist’s practice would reves} many in which the hepatic role in primarily concerned, al- 
though autopsj' maj’ often show secondary liver changes in patients who have died of severe 
infections, usually peritoneal. The simple precautions suggested by the author are sound 
enough, being those commonly' advocated as a part of the pre-operative management where 
major abdominal procedures are contemplated. — ^Ed.) 


TIDAL IRRIGATION FOLLOWING GYNECOLOGICAL 
OPERATIONS 

H. H. CaMMTN'GS AND R. Iv. R.t.TLlFF 
J. Michigan M. Soc., 45: 356-357, 1946 

The authors describe a simple and ine-xpensive automatic bladder irrigator 
Trhich has sensed rrith entire satisfaction foIlov,Tng gjnecological operations 
during the past 3 years. The apparatus is diagrammatically illustrated and the 
procedure outlined. . It has been found that the cheapness of the irrigator per- 
mits a hospital to have sets of the apparatus available for all patients needing it. 
When properly set up and adjusted, the apparatus needs no further care than the 
refilling of the normal saline containers. The apparatus is claimed to be entirely 
satisfactory in the following respects: ease of operation, slight demands of nursing 
care, inexpensiveness, effectiveness of bladder drainage, and comfort of the 
patient. 1 figure. 
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SEMEN ANALYSIS IN 1500 CASES OF STERILE MARRIAGE 

John MacLeod and Robert S. Hotchkiss 
Am. Jour. Obstet., & Gynec., 62: 34-41, 1946 

Exammation of semen specimens in 1500 cases of sterile marriage showed that 
a out 50 per cent had deficiencies either in spermatozoa count, motility or mor- 
- P ology. If w'e compare these figures i^fith apparently normal standards in the 
hterature ive find, for example, that in a group of 200 men of known fertility, 
25 per cent were found to have semen specimens vfith counts consistently below 
60 million per cc. In another group of 100 apparently normal, young, unmarried 
men, the average spermatozoa counts were just slightly higher than those given 
for fertile, married men, and 22 per cent had spermatozoa counts consistently 
below 60 million. In these two groups, therefore, the average semen character- 
istics were remarkably similar. (J. Urol. 64: 474, 1945 and J. Clin. Endocrin. 
3: 179, 1943.) In the sterile marriage series 618, or 41 per cent of the total 
number of men examined, had subnormal spermatozoa counts; and it is this 
group, not the completely sterile group with azoospermia, which constitutes the 
main male sterility problem. Most of these men have normal histories and 
except in certain of the azoospermias, no clean-cut etiologic factor has emerged to 
account for the considerable amount of male infertility recorded in this investi- 
gation. 

As the spermatozoa counts falls below 60 million per cc., other defects such as 
motility and abnormal morphology, become more aparent until, in the very low 
count range, all three deficiencies together are likely to be found. It is suggested 
that 60 million per cc. spermatozoa count is a reasonable dividing line between 
good and impaired fertility. 

In former years the 60 million line was drawn too sharply, and it was thought by a good 
many that men with counts below this mark were rarely fertile. Studies on men of known 
fertility have shown this view to be incorrect, and for initiating and pursuing this type of 
comparative study I believe that the authors deserve the chief credit. Their own 
suggestion, that a 60 million per cc. count is a reasonable dividing line -between good an 
impaired fertility, represents a more conservative view than that above mentioned; since 
they, as well as other authors, have shown that fertilization is not rare with counts muc 
lower than this. There has been considerable discussion as to the relative importance m 
prognosis of sperm counts and estimates of abnormal and immature forms, but the wor o 
the authors indicate that there is more or less parallelism between these two factors, as 
well as that of mobility. 
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THE PHOSPHATASE ACTHTTY OF HUMAN SPERMATOZOA 

J. MacLeod and W. H. Sommersox 
Federation Proc., 6: 67, 1946 

The phosphatase acth’itj'' of human spermatozoa has been determined mano- 
metrically and chemically in the presence of certain phosphate esters which are of 
knomi significance in the carbohydrate metabolism of other tissues. The sub- 
strates used were ATP, ADP, adenylic acid, the various he.vose mono- and diphos- 
phates, -gtycerophosphate and acetyl phosphate. Because of the powerful and 
heterogeneous phosphatase activity of human seminal fluid, the results presented 
are based on the acti^dtj’’ of spermatozoa washed several times to eliminate as 
much of the seminal fluid as possible. 

In the presence of ATP, the spermatozoa sliowcd a phosphate-splitting power 
equivalent to two-thirds of the total phosphorous of ATP. This would corre- 
spond to the formation of adenylic acid from ATP. Similarly, in the case of 
acetyl phosphate, the spermatozoa show a powerful phosphate-splitting activity. 

The spermatozoa did not show any phosphate-splitting activity in the presence 
of any of the other phosphate esters studied though the seminal fluid and once- 
washed spermatozoa did produce considerable hydrolj^sis of all of them. 
I^Tiether this is due to the inability of these substrates to penetrate the cell 
structure is not knovm. 

The relation of these obseiamtions to the motile activity of the spermatozoa 
has also been studied. 


EVALUATION OF A NEW CONTRAST MEDIUM 
FOR HYSTEROSALPINGOGRAPHY 

J. B. Mondgomeht and W. Lang 
Am. J. Obst. & Gynec., 61: 702-705, 1946 

The well-known shortcomings of various contrast media available for x-ray 
study of the uterus and uterine tubes have caused considerable restriction in the 
use of this valuable diagnostic procedure. Visco-Rayopake (diethanolamine 
salt of 2,4-dioxo-3-iodo-6 methyl tetrahydropyridine acetic acid), a new opaque 
me^um which was introduced by Rubin in 1941, has been found to be highly 
satisfactorj’- for x-ray study of the uterine tubes. This medium fulfills all of the 
foUovTng requirements: (1) adequate radiopacity, (2) rapid absorption, (3) 
freedom from chemical irritation, and (4) proper %dscosity. Its outstanding 
advantage is that it is well tolerated by the tissues and is rapidly absorbed from 
the peritoneal cavity. 

The authors used this substance to studj’- the patency of the uteiine tubes in 79 
patients. In 25 of these, the Visco-Rayopake flowed freely into the peritoneal 
canty where it was absorbed within 30 minutes. Excellent \asuaIization of the 
tubes was made possible by the high viscosits’’ of this medium. 
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CERTAIN ASPECTS OF GYNECOLOGY AS RELATED 
TO GERIATICS 


George W. Kosmak 
Clinics, 4; 1230-1249, 1946 

The author discusses certain aspects of gynecology as related to geriatrics 
under the follo^ving headings: (1) general considerations; (2) disturbances and 
diseases of the external genitalia; (3) disturbances and diseases of the internal 
genitalia; and (4) therapy, medical and operative. Opinion may differ as te 
when “geriatrics” begins and whether or not the treatment of menopausal 
symptoms should be included in this presentation. While it may at times be 
necessary to refer to the later manifestations of the menopause, the author s 
discussion is limited largely to the disturbances which follow this period. 

General considerations: The ovarian secretions, together with those ® 
pituitary, are essential to the proper functioning of the other sex organs. ^ 
secretion is inhibited or eliminated, whether during the gradual process o e 
menopause or by operative removal of the ovaries, senescence occurs in t e tissues 
of the uterus, vagina, and their accessory structures, as well as the mammary 

However, the ovarian secretion is not the only factor which ^ 

transition from youth to age, and aging processes in the nervous, ' 

digestive and urinary systems cannot be divorced from the gyneco “ 
Therefore, the mere administration of estrogens fails to constitute a jus i a 

satisfactory solution. occnntiallv 

Disturbances and diseases of the external genitalia: The breasts are 
dermal derivatives, and the subsidence of function is accompanied J ® 
changes in form and histology. They may become enlarged y i 
fatty components or diminish in size due to a general atrophy. 'sibn 

ligamentous elements are stretched, sagging results and pro- 

surfaces come in contact, hritation may develop into a local m 
cess. The nipples may also become involved. , Other, not 

velop into nodular masses resembling possibly malignant S™' 
necessarily malignant growths, such as fibromata, adenonm a 
may develop. In any suspicious cases, it is wise to resort 

■While mammary cancer as an initial lesion is more there is no time 

and is more slow growing and of lesser malignancy at a later ag, 

^life when it may not occur. Some mvestig^ors beheve ^ 

gen administration stimulates the production of mahgnancies 

tills should be borne in mind by the PmctRionen tue fatty 

Retrogression of the vulva and vagma occurs wth degen 
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elements and a decrease in sensitivdtj’’ of the nerv'e supply in these tissues. There 
is a consequent tendency to trauma and infection. The imlvar skin may become 
the site of such lesions as acute and chronic dermatitis, eczema, leukoplakia and 
kraurosis. . A lack of cleanliness aggravated by a concentrated or highty acid 
urine contributes to produce local symptoms. 

.A variety of new growths, benign or malignant, ma}' occur in the vulva and 
ra^a. The former include sebaceous cysts, incluaon cysts, lipomata, fibro- 
mata, condjdomata and rare grov-ths such as tumors invohdng s^veat glands and 
nenms. The malignant tjqies are usually in the form of carcinoma of various 
types, sarcoma and melanoma. There are certain predisposing factors to the 
development of cancerous grovlhs, chiefly leukoplakia, and also syphilitic lesions 
and warts. It is important therefore, that any complaint of irritation in the 
vulvar region be thoroughly investigated and a biopsy done of suspicious tissue 
areas. 

The vagina likewise presents certain inherent disturbances; inflammatory, 
atrophic and neoplastic. Vaginal discharge may result in discomfort and irrita- 
tion. A careful speculum examination should help in making a differential 
dmgnosis between ordinary atrophic changes and neoplasms. Primary car- 
cmomatous tumors are extremely rare, but may develop after the menopause, 
usually on the posterior wall or in the fornix. Secondary cancerous involvement 
of the vagina is more common and follows cervical or uterine cancer, after opera- 
tion. Another tumor-like formation involves a protrusion of omentum or intes- 
tine through a weakened area in the vagina, and may follow constipation 
in older women. 

Dislurlances and diseases of the internal genitalia: The author draws attention 
first to the cervix. The chronic ty'pe of endocervicitis is frequently found in 
older women and may manifest itself by pelvic discomfort or secondary arthritis. 
In association with chronic inflammatory disease, cystic degeneration of the 
cervix IS often found. Lacerations, the result of earlir injury, demand attention 
as they may be the starting point for later malignancies. Nearly 30 per cent of 
cases of cendcal cancer arise after the age of 50. Although there is no definite 
train of symptoms, any return of bleeding after the menopause, however slight, 
raould lead to speculum examination. Pain may not occur until the growth is 
far advanced. 

Several varieties of uterine cancer are recognized : papillary, adenoma, adenoma 
lualignum, glandular adenocarcinoma and solid carcinoma. Here again, post- 
menopausal va^al spotting always calls for diagnostic curettage with histologic 
examination of the scrapings. 

Ovarian neoplasms are very insidious, and periodic examination of all women 
u ter the menopause constitutes the most satisfactory procedure to avoid an 
'Mifortunate outcome since such neoplasms may give rise to very few and indefi- 
iiite symptoms. 

Other disturbances of the internal genitalia are uterine displacements and 
prolapse of the uterus. Urinary distimbances should also be considered because 
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of the close connectiorl between the genital and urinary tracts in women. Uri- 
nary symptoms' call for thorough investigation. 

Thefapy, mediccLl and operative: Therapeutic measures for conditions in 
women Who have passed the menopause cannot always be the duplicates of those 
applicable to earlier years. The selection of drugs and their effects needs to be 
considered very Carefully and operative procedures must be judged by different 
standards. The author discusses the various therapeutic problems involved in 
the disorders described in this paper. 

(Within recent years there has been increasing interest in the subject of geriatrics, and 
we now have a national association, with a nations] journal, devoted to its study and 
discussion. Geriatrics should include also a study of the factors involved in the processes 
of aging and setiile decay, aS well as the study of the diseases of old people, such as thdloflg 
array of gyneoological conditions so well discussed by Kosmak. These various diseaSes 
are merely manifestations of the aging process, the real causes of which are still not clear, 
although it brings about certain changes and changing predispositions in body tissues, 
—Ed.) 


THE LOCALIZATION OP EPIDEMIC PAROTITIS IN THE 
FEMALE GENITALIA 

Luigi De Giorgi 

Archivio di Ostetricia e Ginecologia, 61: 50-69, 1946 

First, the author reviews in a not too critical fashion the bibliography on the 
subject. While the localization of the virus in the testes is very frequent, in 
certain epidemics which have spread among adults (soldiers, prisoners, etc.) 
as high as 100 per cent, the localization in the ovary is recognized by all as o 
extreme rarity. In only one epidemic, in a school for girls in Moscow, e 
oophoritis was a more common complication (Troitski, 1906). A common sequ 
of orchitis is sterility. In the female we can neither deny nor affirm that e 
oophoritis may in some cases cause sterility. A few cases were reported v &e 
sterility was secondary to a localization of the virus in. the hypophysis, e 
clinical picture being one of pluriglandular insufficiency. 

Menstrual disturbances, particularly metrorrhagia, are a frequent symp m 
the cases of oophoritis due to mumps. The author has stuffied, ^rivate 

tionnaire, the after-effects of mumps on patients of the clinic ® ^mear 

patients. Of 4000 patients who suffered rvith miunps in only 600 did i 
or after puberty. In the latter group, 6 patients complained of e eva “ g 
temperature, pain in the lower abdominal quadrants and 
days after the swelling of the parotids. The patients recovered an 
menstrual disturbances disappeared in a few months. In only cas 

Sterility possibly be attributed to mumps, but the infection is » 

adhesions in both cases makes the author believe that a tuber 

more likely cause. 
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The effects of epidemic parotitis in a pregnant female are still more difEcult to 
establish. The occurrence of mumps during pregnancjMs not %'er 3 ’’ frequent. In 
spite of a number of cases that point to the benign nature of the infection to both 
mother and fetus, there are a few cases reported of abortions or premature deliver- 
ies that seem to have been caused bj"" the Aurus infection. Tlie author then pre- 
sents a case of mumps in a pregnant woman. The patient, 38 years old, had 
prewously had a normal pregnanC 3 ’’. About 3 months after becoming pregnant 
die suffered from an attack of mumps, both parotid glands being involved. The 
other s3'mptoms were, fever (39°) for about 3 da 3 's, vomiting, headache and 
anorexia. Seven days afterward the temperature rose again, she complained of 
pams in the lower back and lower abdominal quadrants, and had free bleeding. 
She came then to the hospital and there e.xpelled an embr 3 'o of 6 cm., recovering 
m a few days. Two months later she became pregnant again and had another 
normal pregnancy. Both her living children are ah've and health 3 ^ The 
examination of the placenta recovered (immediatel 3 ’^ after the patient expelled 
the embr 3 n) by curettage has shown lesions of necrosis of the decidua basalis, 
mth no abnormalities of the xdlli and chorion. 

(The extension of mumps to the male gonad is relatively common, and its occurrence is 
readily demonstrable from the accompanying local signs. On the other hand, oophoritis as 
a complication of mumps is exceedingly rare, and its occurrence is usually conjectural, 
because of the concealed situation of the ovaries. To employ menstrua] disturbances 
or subsequent sterility as indices of such ovarian involvement would certainly be scientif- 
ically unsound, owing to the very great frequency of these conditions in women who have 
not had mumps. Even the occurrence of abortion in the pregnant woman with mumps 
floes not justify the assumption that a specific oophoritis has been responsible, for similar 
reasotw. The author's study of this large number of cases is of definite value, chiefly be- 
cause jt emphasizes the rarity of this complication and the difficulties and uncertainties of 
diagnosis. — ^Ed.) 


MABION SIMS AND THE “DENTAL JOUKNAL": FIRST 
PUBLICATION BY THE FATHER OF Gl'NECOLOGY 
IN CHAPIN A. HARRIS’ MAGAZINE 

Eugene J. Molntar 
J. Am. Dent. A., 33: 601-609, 1946 

P^Uicukr point of interest to g 3 mecologists in this paper is that it refers to 
“d medical paper of any kind xvritten by Marion Sims, reporting a 

Hole congenital harelip, absence of the superior incisors and their portion of 
''eo ar process.” It was published in the American Journal of Dental Science, 
51, 1844. 
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ABDOmNAL PREGNANCY* 

A Review op Present Kvowledoe Based Partly on' Reported Cases 
AND Partly on the Experience op the Ch.aritt Hospital of Louisiana 
AT New Orleans during the Period July 1, 1937 through June 30, 1945 

By W. D. BEACHAAI, M.D., and DAN W. BEACHAM, M.D. 

New Orleans, Louisiana 

From an historical \uewpoint abdominal pregnane}’’ is of particular interest 
because it was the first t}’pe of extra-uterine gestation to be recognized. Long 
before the classical picture of ruptured tubal grai’idity was described, litho- 
pedions and full term abdominal fetuses had been encountered and some of them 
actually removed. Occasionally these retained pregnancies became infected 
and formed abscesses which ruptured through the rectum, abdominal wall, 
vagina, or bladder, discharging pus and fetal parts. Others were discovered in 
various degrees of degeneration (most frequently calcification or mummification) 
at abdominal section, usuall}’’ postmortem. 

To “Albucasis (1013-1106), Abu’l-Qasim Khalef ibn abbas Al-Zahrawi, also 
known as Alzaharawus, who was bom near Cordova, Spain, and is considered 
the greatest surgeon of the Mohammedan Renaissance,” goes the credit for 
giving “the firet reference to an intra-abdominal pregnancy in the form of a case 
report. He had seen a woman whose foetus had died without being expelled. 
She became pregnant the second time, and again the foetus expired. Some time 
later, the patient developed an umbilical abscess which ruptured, expelling a 
large number of small bones. She recovered, but the fistulous tract remained.” 
Ricci, whom I have just quoted, expresses the opinion of many writers when he 
states that he is doubtful if any of the so-called Cesarean sections of the 16th 
centur}’^ were authentic. He declares, “most of the reported cases on close analy- 
se were instances of intra-abdominal pregnancies with or without fistula forma- 
tion. Such perhaps was the case attributed to Jacob Nufer, the sow gelder of 
Sigerhausen in Switzerland, who operated upon his ■wife. It is said that despite 
the aid rendered by 13 midwives and several lithotomists, the patient failed to 
deliver. Nufer obtained permission of the city magistrates and forth’with incised 
the abdomen and delivered a li-vdng foetus. Hie woman also lived.” The above 
^as reported by Caspar Bauhin (1560-1624) in his editorial appendix to Francois 
Rousset’s Essay which appeared in the 2nd edition of Wolff’s Gynaeciorum. 

*1^10111 the Departments of Obstetrics and Gynecology, Tulane University School of 
ledieine, and Charity Hospital of Louisiana at New Orleans. 
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The incident is said to have occurred in 1500; Bauhin reported it in 1586. Cases 
of full term abdominal pregnancies were attributed to Achilles Pirminius Gasser 
(1505-1577), to Jean Joseph Courtial (fl. 1580) and Gilles Hertoghe of the 15th 
century. Colombat refers to this case in an edition of his text, quoting from 
Bxemp. Med. Observ., pp. 321-328, 1520. 

We are told that prior to the 17th century practically all anatomical investiga- 
tions were conducted on cadavers of executed criminals. Although Bartolomeo 
Eustachio (1520-1574) began to perform postmortem dissections, it was not 
until the following century that autopsy study brought to light a number of 
extra-uterine gestations including abdominal lithopedions and tubal pregnancies. 
James Primrose in 1595 included in his textbook on Diseases of Women, a re- 
markable case report of an abdominal pregnancy. The first pregnancy (intra- 
abdominal) produced a fistula in the lower abdomen w'hich wms enlarged and fetal 
parts extracted by Jacob Noierus. Twm months later Stephanus Mainaldus 
deUberately incised the low^er abdomen and dehvered a second fetus. 

One of the best early treatises on the subject of lithopedions and abdomina 
pregnancy was that by Laurent Strauss in his Resohitio Observationis, publishe 


in the 17th century. 

The first authentic report of a case of tubal pregnancy with the classical sym- 
tomatology of rupture was recorded in 1616 by Riolan (1577-1657), accor mg 
to Schumann and others. J. Astruc (1684-1765), who ivTote a detaile trea ise 
on the Diseases of Women, credited the first instance of ovarian pregnancy, o 
served in 1862, to de Saint Maurice. The fii-st report of a case of a ^ 
abdominal pregnancy w'as made in 1717 by Robert Houston. ares e 
gave the first description of a placental attachment in an abdomina pregn 
in 1763. During the I8th centuiy there appeared a number of interesting 
reports on tubal, abdominal, and ovarian pregnancies. Pierre Dionis gav 
first clear description of cyesis in the uterine end of the tube m 171 . , 

The first gynecological operations performed in America were for a 
pregnancy. John Bard, a New York surgeon, reported tie case o,«r.ri 
by him in 1759 in the Journal of Medical Observations and ^ 

The patient recovered. On January 14, 1791, and on Febmaiy 6, 799 
Baynham of Virginia, operated for the removal of ^ J Jerfonned 

successful in both cases. The third operation of this naWre ^ ^ ^ 887 ^ 

in the above interim by Charles McEmight. R. P. Harns, 
stated that William Turnbull and Charles McICmght were the first to 
that the placenta be left in place in cases of this nature. gestation 

In 1876, the remarkable and comprehensive monograp ^jm-ed ectopic 

by John S. Parry was pub.«. The first 

pregnancy was performed by Lawson Tait m 18 3. ^ was done by 

The first operation performed for tubal , surveyed the literature 

Charles K. Briddon in the same year. In 1894 ^th a living 

and found 16 successful cases of celiotomy ^^aoLidered to be tubal 

fetus at or near term. He reported such a \ , ^ay but the mother 

pm^ancy primarily. The malformed baby died on the 4th day, 
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recovered although “terrific hemorrhage” occurred at the time of operation. 
Sittner was considered to be one of the first authorities on the subject of ab- 
donunal gestation. In 1902, he reported 179 cases of advanced abdominal 
pregnancj'. F. Schauta’s collection of 241 cases was published in Lehrhuch der 
Gmmien Gynakohgic in 1906. Beck studied the literature and sent question- 
naires to over 200 obstetricians which caused him to report a studj’’ of 262 cases 
of extra-uterine pregnane}’’ between the years 1809-1919, in which operations 
were perfonned after the 5th month with a living fetus. A bibliography w'as 
not presented. 

The elucidative dissertation of Cornell & Lash appeared in the International 
Alslract of Surgery in August, 1933. It was based on a study of 236 cases, 226 
from the literature and 10 of their own. The}’’ stated, “many case reports in 
the literature were incomplete. Nearly all mentioned what was done at opera- 
tion, but in many of them other details which we desired to stud}’’ were omitted. 
Not ever}' case has been included in our remew as some of the articles were 
inaccessible.” They presented 22 tables. 

In an article published in September, 193S, American Journal of Surgery, 
Heilman & Simon presented 9 pages summarizing the date of operation, operator, 
place of operation, result to mother, fetal result, and reference, of 316 cases of 
intra-abdominal pregnancy. They reported one case of their own, in which 
mother and baby lived. They included all of Sittner’s cases even though in his 
series fetuses of 22 weeks gestation were included, but since 1906 they put into 
the series only cases in which the fetus was of at least 28 weeks gestation. In 
their total study of 316 cases, the fetus lived in 158. By "lived” they mean 
"survived 8 days or longer.” Tun hundred and twelve mothers lived, 101 
expired, and the outcome in 3 was unknonm. They stated, “In the whole series 
^ere are only 80 cases in which both mother and child survived and of these 80, 
it is probable that the mother and child were not entirel}' well in more than 50. 
This figure is not arrived at by any true statistical study but rather by the im- 
pression one gets from the remew of hundreds of these cases.” Of the 316 cases 
the fetus ’v.-as removed via vaginam in two and the rest were extirpated by laparot- 
omy* They found 2 cases of combined intra-abdominal and intra-uteiine 
pregnancy. In both cases the mother and infant survdved. Gardner & hliddle- 
brook in the November, 1944, American Journal of Surgery, discussed “Ab- 
dominal Pregnancy” and stated, “In this paper we propose to add 22 more well 
reported cases from the literature to the analysis of Cornell & Lash, bringing 
the total up to 258, and to report a case of the rarest type of abdominal preg- 
nancy — a full term, surviving infant -without congenital anomalies or deformities 
^d a survi-ving mother.” The baby weighed 4 pounds, 15 ounces. He died 
of pneumonia at 4| months. The mother expired 2 years subsequently of 
metastasizing carcinoma of the breast. 

Inasmuch as there was no complete diagnostic or cross index system in the 
record library at the Charity Hospital of Louisiana at New Orleans prior to 
Iidy 1, 1937, it was deemed ad-visable to begin this study -nith the first case ad- 
mitted after that date, which also was the beginning of the residency of the 
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senior author there. Some of the more recent cases were managed during the 
residency of the junior author before his leave-of-absence for military service. 
As designated by the history numbers, these cases have been supervised by the 
Tulane University, Louisiana State University, or Independent Units; conse- 
quently, we are indebted to the Chiefs of those services and the members of their 
respective Staffs for the privilege of discussing them. This series of 20 instances 
of abdominal pregnancy treated during the 8-year period ending June 30, 1945, 
does not include an ovario-abdominal gestation case (T-38-61487) due to the 
fact that the fetus had been absorbed before the patient was laparotomized. 
Obviously, we have excluded from this discussion the large number of “old 
ruptured ectopics” which have been admitted to the New Orleans Charity 
Hospital believing that one should not diagnose a case as being one of abdominal 
pregnancy unless the fetus is actually living in the abdominal cavity or unless 
there are definite evidences thht it has lived there. 


INCIDENCE 

Race 

In the interim under consideration there have been 41,634 deliveries (11,419 
white and 30,215 colored) and 394 cases (155 white and 239 colored) of ectopic 
gestation, excluding the abdominal and ovarian types, at the Charity Hospital 
in New Orleans. The total incidence for the 8-year period would be one to 2,081 
deliveries. For the white race the figure would be one to 11,419 deliveries, wMe 
over this short period of time the colored ratio was one to 1,685 delivenes. 
Checking the general incidence of extra-uterine pregnancy (with the above men- 
tioned exceptions) the figure is one ectopic case to 106 deliveries. The ratio for 
the white obstetrical service is one to 73 and for the colored one to 126. One 
would conclude from these figures that the colored persons in the vicinity of Ne^v 
Orleans are more apt to procrastinate coming to the Hospital where many o 
them would be treated surgically as tubal abortion and ruptured ectopic preg- 
nancies and thereby prevent them from becoming abdominal gestation cases. 

Harrar in a study of 10 cases (3 of which were previously reported by 
Jellinghaus) in 1927, recorded an incidence of one in 15,600 confinements a e 
New York Lying-In Hospital. Colvin & McCord found 16 cases of secoii aiy 
abdominal pregnancy of 5 months or more in 12,000 cases admitted to the co ore 
division of Grady Hospital (Atlanta, Ga.) from 1924 to 1933. In 
which the race was mentioned in the literature, we found 173 whites, ^ > 
and 21 others (Table 1). In reports since 1930 we have noticed a pre omma 
of colored persons. 

Age 

In this group the youngest was 18 years of age and the eldest 
coincide ivith those of the contributors just mentioned. ^ ^^^ection 

Charity Hospital series were between 25 and 35 years of age. 
iiSresting to note that 88 cases found in the literature mentiomng age we 
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above 35 years' (Table 2). Writing in 1922, Graffagnino reported 11 cases of 
advanced extra-uterine pregnancy which were managed at the New Orleans 
Charitj'' Hospital from 1906 to 1920. Included was a negress of 90 years who 
experienced the menopause at 40 j^ears. She expired in the hospital and at 
autopsj^ a calcified well defined fetus was found in the left adnexal region, the 
fallopian tube ha^^ng been completely obliterated. 

Gravidily 

As shown by Table 3, and as would be expected, a great proportion of the 
patients have been previouslj’’ pregnant. Periods of sterility or infertility have 


TABLE 1 

Abdominal pregnancy — racial incidence 



SXPOSTro CASTS 

O, CHAMTY HOSniAL i 
STSXCS 

TOTAL 

White 

173 

1 

174 

Negro 

81 

19 

100 

Other 

21 

0 

21 




N.B. : Unfortunate!}’- the race 'u'as not mentioned in a large per cent of the reports. 


TABLE 2 

Abdominal pregnancy — age incidence 


YCATS 

EXPORTED CASTS 1 

N. 0. CHAam’ HOSPITAL 
scairs 

TOTAL 

15-19 

7 j 

1 

8 

20-24 

33 1 

2 

35 

25-29 

61 

6 

67 

30-34 

67 


73 

35-39 

67 

5 

72 

40 plus 

21 

0 

21 


Lithopedions ■n'ere foimd in persons of 55, 64, 90 and 94 years. In many instances in the 
literature age was not stated. 


been mentioned by some of the writers, notably Lane, Brown, Reel & Lewis, 
Raufiman, and Finley & IHng. 

ETIOLOGY & PATHOLOGY 

V 

When studying the literature one cannot fail to be impressed by the contro- 
versy regarding the occurrence of primary' abdominal pregnancy', in which in- 
stance the ovum is fertilized while free in the peritoneal cavity and implants itself 
on the peritoneum. A number of writers, including Goodpasture, Ray, Maxtvell, 
Purgason, Best, Tomasi, Studdiford, Thomas, and Weiner, have reported cases 
vrhich seem to qualify as such; however, many' of the contributors are not certain 
fhat an impregnated egg can implant itself on the peritoneum and live. They' 
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contend that careful retrospective analysis of the histories of abdominal gesta- 
tion patients usually elicits a positive diagnosis of tubal cyesis in which the 
products of pregnancy ended up in the abdomen after rupture of the salpinxor 
the occurrence of an abortion by the tube. 

In 1932, E. L. King directed our attention to a very rare cause of extra-uterine 
gestation, viz. postoperative separation of the uterine incision of a cesarean sec- 
tion. He reported 4 such cases, in 3 of w'hich the ovum had implanted itself 
upon the omentum attached to the abdominal wall. He believes that the fer- 
tilized ovum escaped through the uterine mural defect and became implanted 
as a primary abdominal pregnancy in each of these cases. Dr. I2ng emphasizes 
that this condition must not be confused with rupture of a uterine section scar. 
All of us know that in the latter we may expect disastrous fetal and maternal 
results if the rupture is complete and treatment is not instituted very promptly— 
a fact pointed out in an analysis of 64 cases of ruptured uteri managed at the 
New Orleans Charity Hospital. Geppert reported a case of antepartum rupture 


TABLE 3 


Abdominal 'pregnancy — gravidity incidence 


GBAVIDA 

SZPOStED CASES 

N» 0. CHARITY HOSPITAL 
SERIES 

TOTAL 

I 

69 

8 

77 

II 

82 

6 

88 

III 

36 

1 

37 

IV 

26 

2 

28 , 

V 

11 

0 

11 

VI 

12 

3 

15 

VII 

9 

0 

9 

VIII 

1 

0 

1 

rxpius 

8 

0 

8 


of the uterine scar following low flap cesarean section and giving rise to a second. 

ary abdominal pregnancy.” _ u t I 

Prom a study of the recorded knowledge about this question and the ac ua 
findings in the 20 cases here considered, we have concluded that all of the a r 
were of the secondary abdominal type, for the designation of which some o 
writers prefer the term advanced ectopic pregnancy. To further emphasize 
value of a carefully obtained detailed history vre might say that the case o ■ ■ 
(I-39-141I6) could have easily been mistaken as an instance of -pj. 

dominal pregnancy inasmuch as the placenta was attached on t e pos 
aspect of the uterus and both salpinges were patent. The 
patible with a tubal abortion. Just how often tubal abortion mt r 
death of the fetus takes place, we are at a loss to know, bunilar y, 
know how many tubal pregnancies undergo spoiit^neous regression 
unnoticed although we have excellent reason to believe that “le S 

number of such. Likewise, only a relatively small per cent of th 
tured salpingal gestation become abdominal pregnancy cases. 
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of the fetus and the amount of bleeding at the time of rupture are two of the 
main factors which govern the continuation of the pregnanc 5 ^ 

Schumann described a verj’’ unusual case of a tubal pregnancy which reached 
term. There are a number of instances of intraligamentaiy pregnancj’’ in the 
literature. Two such cases which reached term were reported by Ware in 1934. 
In 1926 Novak found 276 cases of combined e,vtra-uterine and intra-uterine preg- 
nancy in the literature. Of these there are 9 instances in which both intra-uterine 
and e.vtra-uterine fetuses are recorded as having gone to term and been delivered 
alive. Wilson reported such a case in 1880, the fiist baby being bom via pas- 
sages naturales at 8 months and the second being delivered at term by laparotomy. 
Lull & Bemstine, and Harrar have reported a case of twin abdominal preg- 
nancy. Mchlillan & Dunn described a case of abdominal pregnancy following 
supracendcal hysterectom}'. Ovarian pregnane}’’, rare as it is, may give rise to 
C 3 'esis of the secondarj’’ t 5 TJe. 

One thing is certain, namely, that the entire life cycle of an abdominal preg- 
nane}' is abnormal, a fact emphasized by Wharton. The placenta with its 
trophoblastic actmty becomes attached to and attacks any structure with 
which it comes in contact. It is no wonder then that we may find it incorporated 
with different organs including the utems, tubes, ovaries, omentum, colon, rec- 
tum, Ueum, appendhe, cecum, jejunum, bladder, stomach, gallbladder, liver or 
spleen. Ob-viously, a serious surgical problem may e.vist when one considers 
removal of such a placenta and not infrequently it is good surgical judgment to 
refrain from attempting to remove it. 

The fetus and its membranes may become adherent to the peritoneum and 
any of the intra-abdominal structures. After fetal death, absorption, calcifica- 
tion, mummification, skeletonization, or infection occur. Sloughing of fetal 
parts from the abdomen may eventuate. In many reported instances the fetus 
reached term and was delivered by abdominal section. The total number of 
reported cases of abdominal pregnancy operated upon at or near term with a 
living mother and baby is large. Much larger, however, is the group in which 
the fetus was dead. The number of mothers and/or fetuses which have died 
without haimg been reported is probably the largest. 

SIGNS & SYMPTOMS 

As may be seen in Table 4, the history of preidous gestations is not particu- 
larly informative. In the present pregnancy, after the 4th week, abdominal 
pain, weakness, nausea, vomiting, or syncope may have occurred, indicating 
tubal abortion. The symptoms are usually increased if rupture occurs and will 
he governed very largely by the condition of the patient and the extent of bleed- 
mg, which in turn is dependent upon the location of the sites of implantation 
and rupture. Many of these w’omen have had bleeding via vaginam which they 
term “spotting.” (Table 5.) Some of them have passed a decidual cast. The 
intelligent ones seek medical counsel because of such s}Tnptoms and are properly 
given the benefit of surger}'. If operation is not performed the odds are that 
the fetus expires and the products of gestation are absorbed or form a pelvic 
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hematocele. On the other hand if the fetus lives, the pregnancy continues 
abdominally with certain characteristic features which usually appear in the 
course of time. Among the latter are abnormal lie of the fetus, abnormal fetal 
movements, and abnormally loud fetal heart tones. 'When the fetus has reached 
or 5 months the patient may notice that movements are increased and more 
bothersome than has been the case with previous pregnancies. As time elapses 
this complaint is apt to be aggravated. Furthermore, the mother is often con- 
scious of the fact that the baby is quite high or in a transverse lie. As will be 
subsequently pointed out, the examiner may note superficiality of fetal parts 


TABLE 4 


Abdominal pregnancy — character of previous gestations 


PHEVIOirS PSEGNANCIES 

REPORTED CASES 

K 0 . CHARITP BOSPITAL 
SERIES 

Term only 

118 

6 

Term and abortion 

21 

1 

Abortion only 

28 

1 

Term, abortion and ectopic 

1 

0 

Term and ectopic 

2 

0 

Ectopic only 

2 

0 

Abortion and ectopic 

1 

0 

Not reported as to type 

8S 

4 

Premature labor 

1 

0 


Eight of the N. 0. Charity Hospital Group were primigravidas. 


TABLE 6 


Abdominal pregnancy — history of bleeding' 


TYPE 

REPORTED CASES 

N, O. CHARITY HOSPITAE SERIES 

Early 

Late 

Early 

Late 


37 

6 

7 

1 


12 

17 

1 

0 


20 

' 22 

2 

0 


3 

6 

1 

0 

No bleeding 

8 

— 

2 

— — 


either abdominally, rectally or vaginally due to the fact that there is no u 
musculature between the examiner’s fingers and the fetus. In many ^ 
distended intestines are responsible for the absence of the above mentioned 
findings just as they may prevent one from eliciting unusual lou ess 

fetal heart tones. _ may 

If term is reached, a short pseudo-labor with inconsequential p „ 

occur. Three of the cases here reported were certain that they were 
Brown, Cullen, Holden, and many others have observed sim ar . 

death and degeneration of the placenta may come “ ir^^i^n^and fever 
the fetus loss of appetite, malaise, weakness, mcreased constipat , 
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are the nile. A loss of weight may occur. Uterine bleeding is apt to be noticed. 
If fetal activity has been experienced the patient rcport.s that she no longer feels 
the baby move. 


DIAG.\'OSI.S 

If the patient is in the first half of pregnancj' one may encounter considerable 
difficulty in proving the diagnosis of abdominal pregnancy. After obtaining a 
detailed histon', one should carefully e.xamine the patient from the top of the 
head to the soles of her feet. I’he ma.sk of pregnanc\' may be present. Tlie 
breasts may be enlarged and pigmented. The tlnn'oid gland may be physiologi- 
cally enlarged. The abdomen maj' be of an abnormal shape; it may be tym- 
panitic; and an abnormal mass may be palpable, ^'aginal examination is apt 
to disclose discoloration of the mucous membrane of the \-agina and cervLx. 
Softening of the cendx uteri is usually not pronounced and that structure is com- 
monly not dilated. Effacement is absent. Movement of the cervix is expected 
to cause pain. It may be displaced. A mass, bogg}” or pulsatile, may be pal- 
pable in the cul-de-sac or either adne.xal region. The corpus uteri may or ma 3 ' 
not be satisfactorily outlined by palpation. The physician is thus confronted 
mth the problem of making a differential diagnosis and he will consider the 
following: threatening or threatened abortion of intra-uterine pregnancj’’, in- 
complete uterine abortion; “missed” uterine abortion; ectopic (most commonlj' 
tubal) gestation, intact, with abortion, or with rupture; pelvic inflammatorj’’ 
disease; uterine tumor: ovarian tumor; or endometriosis. If the pelvis is 
“frozen” one must also include a consideration of the possibility of malignancy 
or tuberculosis or old niptured ectopic. One must decide regarding the advis- 
ability of cul-de-sac puncture, testing of patency and dilatability of the cendcal 
canal, and hj’^sterosalpingographj’’. A Friedman-Lapham test maj’’ be indicated, 
although too much reliance must not be placed on a “negative” result. Ihe 
Value of cul-de-sac puncture in diagnosing cases of ectopic gestation with intra- 
abdominal hemorrhage has been emphasized bj’’ Conrad Collins, Peny Thomas, 
and Schauffler. Culdoscopy may be indicated in certain cases of unruptured 
ectopic gestation. 

If the pregnancj" has adrmneed beyond months, diagnosis should not be so 
difficult provided one investigates the case with the possibility of abdominal 
pregnancy in mind. In addition to the above mentioned findings one may be 
fortunate enough to note that the fetus is in a transverse lie. Such a feta! posi- 
tion in a primigravida should be considered evidence of abdominal cj"esis until 
the contrarj’’ is proved (Fig. 1). In this Charity Hospital series it was observed 
3 times. In multiparae it may also mean extra-uterine gestation or may be due 
to relaxed uterine muscle, an obstructing tumor, poljdiydramnios, multiple 
pregnancy, or fetal abnormalitjx In some instances the fetus is “high” (Fig, 2), 
but in others it maj" be in such a po.sition that the usual pelvicephalograms would 
oot prove it to be outside of the uterus. Such was the situation in our Case III 
(1-39-14116) whose x-raj" film photograph is shown (Fig. 4). Abdominal ten- 
derness is the rule in cases of gestation in the abdomen and it maj" be present to 
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hematocele. On the other hand if the fetus lives, the pregnancy continues 
abdominally vith certain characteristic features which usually appear in the 
course of time. Among the latter are abnormal lie of the fetus, abnormal fetal 
movements, and abnormally loud fetal heart tones. When the fetus has reached 
4J or 5 months the patient may notice that movements are increased and more 
bothersome than has been the case with previous pregnancies. As time elapses 
this complaint is apt to be aggravated. Furthermore, the mother is often con- 
scious of the fact that the baby is quite high or in a transverse lie. As viE be 
subsequently pointed out, the examiner may note superficiality of fetal parts 

TABLE 4 


Abdominal pregnancy — character of previous gestations 


PREVIOUS PREGNAKCtES 

REPORTED CASES 

N. 0. CHASITV HOSPITAL 
SEfilES 

Term only 

118 

6 

Term and abortion 

21 

1 

Abortion only 

1 

2S 

1 

Term, abortion and ectopic 

1 

0 

Term and ectopic 

2 

0 

Ectopic only 

2 

0 

Abortion and ectopic 

1 

0 

Not reported as to type 

88 

4 

Premature labor 

1 

0 




Eight of the N. 0. Charity Hospital Group 

were primigravidas. 



TABLE 5 


Abdominal pregnancy — history of bleeding 


xypE 

REPORTED CASES 

N, 0. CttARlTV HOSPITAL SE^S 

Early 

Late 

Early 

Late 


37 

6 

7 

1 


12 

17 

1 

0 


20 

22 

2 

0 


3 

6 

1 

0 

No bleeding 

8 

— 

2 



either abdominally, rectally or vaginally due to the fact that there js no ^ 
musculature between the examiner’s fingers and the fetus. In many ^ 
distended intestines are responsible for the absence of the above men rone 
findings just as they may prevent one from eliciting unusual lou ness 


fetal heart tones. _ _ “nnins” may 

If term is reached, a short pseudo-labor with mconsequentr P „ 

jccur . Three of the cases here reported were certain that they 

Brown, CuUen, Holden, and many others have observed sim 

death and degeneration of the placenta may come .^on, fever 

the fetus, loss of appetite, malaise, weahness, mcreased constip 
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time it may be noticed that the cenncal canal cannot be dilated as easilj’ as in 
normal pregnancy. 

“Soft tissue” technique .x-ray films may give valuable information as pointed 
out by i\Iattingly it Menville, who cite the work of Snow it Powell, and Broum & 
Dippel. Such radiographic studies not only may show evidences of fetal death 
if e.xpiration has occurred but also may give good indications that the fetus is 
outside of the uterus. 



Fig. 2. Roentgenogram shoeing high location of the fetus (Case I) 


In 1914 Carj’- published his article pertaining to h 5 'sterosalpingographj’^ ; how- 
ever, it was 11 years later when Bermann first injected iodized oil into the uterine 
cavity for the purpose of verifying a diagnosis of abdominal pregnancy, according 
to Gabaston & Harguindeguy. Since then the importance of hysterography in 
diagnosing abdominal gestation has been pointed out b}”^ j\'Iendenhall; Couvelaire, 
Portes & Digoimet; Titus & Eisaman; Cohdn & jMcCord; Friedman; Harris; 
Kobak; Mattingly & Menville; Muckle; Osborn; Swanson; and Greenhill. We 
know of no pregnancies that have been interrupted at the New Orleans Charity 
Hospital by the instillation of radio-opaque substances into the uteiais for the 
purpose of obtaining uterograms or hysterosalpingograms. Our experience with 
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such a degree as to interfere vith palpation of fetal parts or fetal movements in 
some instances. Likewise distended intestines may cloud the picture and also 
prevent fetal heart tones from being easily heard. Too much emphasis cannot 
be placed on the vaginal, vagino-abdominal, and recto-vagino-abdominal ex- 
aminations in these cases. The cervix uteri is usually displaced, the displace- 
ment being largely governed by the location of the fetus. It is often found 



behind the symphysis pubis and may require some but it is 

It is usually soft; sometimes veiy soft. ba/been guilty of dilating 

unusual for it to be greater than 2 cm. or have 

it. Effacement is notably absent even in ^ the uterine 

had pseudo-labor. One is fortunate indeed to ^ anesthesia or 

fundus in these cases. Some of them are best ble as contrasted 

saddle spinal analgesia The round ^ Palpation of the cul- 

,vith their cordlikeness m the case is near or a 

de-sac contents may reveal superficiality of total pa At that 

term the finger may be used to determine the emptiness 
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hope that the placenta can then be removed with safety, appears in the light of an 
exliaustive anah'sis by Gordon Ley of 100 cases of advanced extra-uterine gesta- 
tion, to be wrong.” 

Several considerations enter into the decision as to whether the placenta 
should be removed. Obvioush*, one is its location. In many of the reported 
cases, just as in some of this Charity Hospital series it was easily removed with- 
out appreciable loss of blood. If the fetus is alive or has only recently expired 
and the blood supply of the placenta cannot be ligated because of its location, 
then, as Litzenberg stated, “attempts to remo\'e the placenta are e.vceedingly 


TABLE 6 

Abdominal pregnancy — prc-operafivc diagnoses in 24 S abdominal gestation cases 


Dl.AGXOSIS 


RtPARTED CASES 


N. O. ai.ARITY 
HOSPITAL SERIES 


Abdominal pregnancy ! 

103 

' lo 

Xormal pregnancy 

31 

i 0 

Pregnancy and fibroid tumor 

20 

' 0 

Pregnancy and oyarian cyst i 

20 

0 

Placenta preyia. . 1 


0 

-■tbortion ' 

6 

0 

Pregnancj- and acute appendicitis j 

0 

' 0 

Pregnancy and intestinal obstruction , 

4 

; 0 

Pregnane 3 ' and pelvic infection , 

3 


Pregnancj- and premature separation of the placenta. . . .| 

3 1 


Pregnancj’ with transverse presentation 

9 1 

“* 1 

1 

Pregnancj- and cervical obstruction 1 

2 1 

0 

Pregnancj- and procidentia j 

I 2 : 

0 

Kuptured uterus . . 

! 2 

0 

Pregnancj- and toxemia with contracted pelvis 

1 1 

1 

Pregnancj- and gallbladder disease 

1 1 

0 

Pregnancj- and peritonitis 

1 1 

0 

Dead fetus with toxemia 

0 

I 

Ectopic pregnancj- with bleeding 

1 

1 

Peh-ic tumor and peritonitis 

1 

0 

Metritis . 

1 

0 

Polyhj-dramnion with dead fetus 

1 

i 0 i 

1 

Many diagnoses 

1 

0 





dangerous.” Kerr mentions “separation of the sac by degrees and carefully 
understitching’ bleeding points,” but here again it would be better to leave well 
enough alone. One thing is certain: it is better to have a living patient with a 
placenta left in the abdomen that it is to have a dead one whose demise can be 
attributed to hemorrhage due to the unfortunate removal of an unfavorabb^ 
located placenta. If it does not become absorbed as is the general rale, then it 
can be surgically removed at a later date. 

Instances of a second operation required for the removal of a placenta left in 
the abdomen have been reported by Beck, Lull & Bernstine, Renner, Rauch, 
Nicodemus & Craig, and Pearson. IMien a decision is made to leave the placenta 
in place as it was in 2 of the Kew Orleans Charity Hospital cases and many times 
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the use of skiodan and gum acacia solution is such that we highly recommend it. 
In our enthusiasm for hystcrosalpingography we do not wsh to give the impres- 
sion that it should be performed indiscriminately or improperly; however, no 
agree with Greenhill that “in the presence of a dead baby the procedure is prac- 
tically harmless.” Colvin & McCord attributed one death to pulmonary em- 
bolism following faulty technique. In this Charity Hospital series only 2 cases 
were subjected to uterographic investigation although 16 cases had other types 
of x-ray studies, chiefly plain K.U.B. films. 

For the sake of completeness a few words must be devoted to laboratory data 
in abdominal gestation cases although they are of little aid in making a diagnosis 
with the exception of the Friedman-Lapham test and in some cases it is of mini- 
mal or no help. If that test is positive it means that pregnancy or one of the 
Jiormonal pregnancy-like states exists. Obviously it does not give information 
pertaining to the location of the fetus. And, as has been pointed out by Novak, 
Curtis, Titus, DeLee & Greenhill, Posner, Reel tfc Lewis, a negative Aschheini- 
Zondek or Friedman-Lapham test must not be relied upon in arriving at a diag- 
nosis of e.xtj-a-uterine pregnancy including the abdominal type. Leukocytosis 
is the rule but there is nothing diagnostic about it. Likewise anemia and rapid 
blood sedimentation rate can be e.xpected, any hemorrhage causing a further 
aggravation thereof. The urine was concentrated in most of the New Orleans 
Charity Hospital group. 

The pre-operative diagnosis in the reported series and in the Charity cases 
are shown in Table 6. 


TREATiMENT 

We share in the generally accepted opinion of the many contributors to the 
literature that laparotomy should be peiformed as soon as the diagnosis is made 
unless the pregnancy is near term and the fetus is alive, in which event operation 
may usually be postponed until approximate^" the 36th week provided the gen- 
eral condition of the mother is good and she is kept under observation as a hos- 
pital patient. As Titus has stated, “this risk must be fully explained to her an ^ 
her husband.” He also points out that the patient’s religious adviser, if proper } 
informed, can usually assist the patient in deciding to be hospitalized. Cy" 
expressed the belief of one group when he wrote, “In general, operation is m > 
cated as soon as a diagnosis of advanced e.xtra-uterine pregnancy has been ma e. 
The desire for a living child is no consideration; continuation of life un i 
period of viability is rare; and those babies which live may be expecte o e 

hopelessly crippled or deformed.” 

In the words of Berkeley & Bonney “The whole question of the 
treatment of advanced extra-uterine gestation (7th, 8th, and 9th raon s 
after term) is beset with great difficulties, the more so since the ju 
that no individual operator has had sufficient experience to ena 
oralis, .Me the conditions fonnd a., so diffcent in ‘I”' “ 
cases are alike. The treatment formerly recommended iftlic 

poning operative interference until the child has been dead 
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XEW ORLEANS CHARITV HOSPITAL SERIES 

Inasmuch as we liave presented data regarding color, age, gravidity, char- 
acter of previous pregnancies, etc., in tabular form, we herewith wish to report 
vei^’ briefly, chiefly for purpose of record, the 20 cases comprising the series 
managed between July 1, 1937 and June 30, 1945, inclusive. 



I'm. 3. Abdominal Pregnancy folloinng Tubal Rupture. Sketch revealing placenta! 
attachment to left tube and ovary in Case I 

1- H. J. (T-37-15027), married, G. VI, P. IV, was admitted on 10/7/37 with a chief com- 
plaint of pain in the abdomen. LMP occurred in May. History compatible with tubal 
mpture the last of July. B.P. lOO/fo; T. 100; P. 115; R. 28. Mass palpable in the left 
adne.xal region. Uterine bleeding was present. Movement of the eervi.v caused pain. 
X-ray film of the abdomen revealed the presence of an e.xtra-uterine fetus, high in the 
abdomen, as shown b 3 ' Figure 2, Hgb- 70%; R.B.Cs. 3,625,000; W.B.Cs, I/,/50. .After 
receiving 2 transfusions, she was laparotomized under inlialation anesthesia, 10/9/37, and a 
fetus of appro.ximately 5 months removed. See Figure 3. It showed etddences of having 
expired about 1 week previously. A left salpingo-oophorectomy was performed removing 
Ihe placenta in toto. Operation performed by W. T>. Beacham and C. G. Collins. The 
postoperative convalescence was uncomplicated and the patient was discharged on 10/21/37, 
n. J. M. X. (L-39-I49S), AI.-S., G. II, P. I, was admitted 1/26/39 with the chief complaint 
of pains in the abdomen. LMP in November, 1938. Historj- compatible with tubal abor- 
tion in December. B.P. 124/70; T. 101 .2; P. 128; R, 36. Generalized abdominal tenderness. 
Mass in R.L.Q. X-raj- film obtained Januarj' 30 revealed evidences of a dead e.xtra-uterine 
fetus. Hgb. 60%; R.B.Cs. 1,100.000; AV.B.Cs. 17,000. On March 8 under inhalation 
anesthesia, laparotomy performed by P. Graffagnino and H. Leidenheimer. The purulent 
products of pregnanej- were removed and the abdomen drained. Patient was discharged 
with a draining wound on 4/II/39. 

III. E. C. (1-39-14116), married, G. AT (j’oungest child born in 1934) was admitted 
3/27/39 with a chief complaint of “peculiar pains” in the abdomen. LMP July, 1938. 
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in the literature, the cord should be ligated short and the abdomen closed mthout 
drainage. Only in the presence of infection need chemotherapeutic agents, such 
as one of the sulfonamides, be introduced into the abdomen. Marsupialization 
may be recommended in the presence of infection, but most of those men who 
mention it condemn the procedure. 

The subject of the hormonal influence of the abdominally retained placenta 
has received the attention of Ware & Main, Hoffman, MacGregor, and others. 

Blood transfusions play a major role in the successful management of ab- 
dominal gestation cases. Anemia is a common finding; consequently, many 
cases require pre-operative transfusions as welt as postsurgical ones. It is 

TABLE 7 


Abdominal pregnancy — age of fetuses and fetal results 



REPORTED CASES 

N. 0. CHARITV HOSPITtL SERIES 

2-3 months 

0 

0 

4-5 months 

27 

7 

6-7 months 

20 

3 

8-9 montlis 

44 

9 

Over 10 months 

2 

0 

Died 

92 

18 

Lived 

18 

2 





TABLE 8 


Abdominal pregnancy — placental management and maternal morlalUy 


PROCEDURE 

REI ORTED 
CASES 

DEATHS 

N. 0. CHARITV 
HOSPITAL SERIES 

DEATHS 


172 

17 

16 

0 


15 

2 

1 

0 


61 

11 

2 

0 

Not reported 

44 

3 

0 

0 


surely a mistake to open the abdomen of one of these patients inthout “ 
compatible blood immediately armilable. Shock must be prevents . i 
e.xtent of the surgery to be performed Mil be governed by the findings, 
viously, nonpathological structures should not be removed, wmle on e 
hand diseased internal genitalia should be extirpated. Decision regai i 
advisability of prophylactic appendectomy must be niade in 
operatively one must be prepared to treat abdominal distention an 
the general condition of the patient as rapidly as possible outcome 

The age of the fetuses at the time of operation togethei \ ^ 

is shoum in Table 7, while Table 8 reports maternal mortalitj 
placental management. 
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infusion. A postmortem section revealed the presence of a 0 pounds, OJ ounce fetus with 
a club-foot and deformed jaw. Generalized peritonitis and a right pyosalpinx were present. 

VI. P. D. (T-.39-3I9II), married, G. IV, was admitted on 7/2~/.39 complaining of pain 
in the abdomen and absence of fetal movements for appro.ximately 2 weeks. LMP October, 
193S. History compatible with ruptured tubal pregnancy in December. T. 101 .1; P. 
122; R. 35. Uterograms confirmed the diagnosis of abdominal pregnancy with radiographic 
eridences of fetal death. Hgb. 75Sf ; W.B.Cs. 7,100. Under inhalation anesthesia, laparot- 
omy was performed July 29 by K. Havard and G. .-V. Varino. Fetus showed emdences of 
maceration. Placenta was removed without difficulty. Transfusions were given and the 



Fig. 5. Case III specimen showing placental attachment to uterus 


patient’s postoperative course was uncomplicated except for an upper respiratory infection. 
She was discharged in good condition on 8/10/39. 

Ml. E. P. W. (T-40-11002;, married, G. Ill, was admitted on S/16/40 complaining of 
pain in right lumbar region. LMP Januari’ 1940. Historj' of “feeling bad” since onset of 
pregnancy. Appetite poor. Loss of 20 pounds in weight in 6 months. B.P. 120/80; T. 
99; P. 90, R. 20. Abdominal enlargement compatible with pregnancy. Fetal heart tones 
Dot heard. Uterus enlarged to the size of a 2 months gravid state and displaced to the left 
by a mass on the right side. Under inhalation anesthesia, patient laparotomized 8/24/40 
by C. G. Collins and .1. Jones, a macerated fetus being obtained. Bilateral salpingo- 
oophorectomy, supracervical hysterectomy, and appendectomy' were performed, all pla- 
cental tissue being removed, inasmuch as it was attached to the uterus and right tube and 
ovarj'. Stilbestrol was given for postoperative breast pain. Patient was discharged 9/6/40 
in good condition. 

’i III. C. B. (T -41-4330), married, primigraidda, was admitted 1/24/41 complaining of 
tenderness ov'er entire abdomen. History compatible with tubal abortion in .August, 1940. 
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History compatible with tubal abortion in August. B.P. 158/100; T. 98; P. 80; R. 24. 
Fetal movements absent for 7 weeks. The thyroid is palpable. Tenderness in lower 
abdomen. Cervix is hard and directly behind the symphysis pubis; marked bulging in the 
cul-de-sac with superficiality of fetal parts. Movement of cervix caused pain. Roentgeno- 
grams gave evidence of fetal death (Fig. 4). Diagnosis of abdominal pregnancy made. 
Hgb. 55%; R.B.Cs. 3,200,000; W.B.Cs. 6,000. Laparotomy performed March 30 under 
inhalation anesthesia by W. D. Beacham and G. A. Yarino. Fetus was a 7? months macer- 
ated female. Placenta was found attached to the posterior aspect of the uterus. See 
Figures 5 and 6. Bilateral salpingo-oophorectomy and total hysterectomy performed. 
Transfusions were given. Postoperative course was complicated by severe pharyngitis. 
Patient discharged on 4/23/39 in good condition. 



IV. M. T. (T-39-33059), married, G. VI, P. V movements. LHP 

admitted 7/17/39 complaining of inability ^ November. Size of ab- 

in September, 1938. History compatible with tubal^rupture^ 


in September, 1938. History compauo.e wiu. V p 90 ; R. 26. Cervix un- 

domen compatible with term pregnancy. B P. 120/86, I . q, A. Mayer 1 

dilated. Laparotomy performed 7/1^39 under ‘"^Hation p,^eenta was re- 

G.A.Varino. A well formed 7 pounds, 13 ounce hving fc^ convalescence uncom- 

moved without difficulty. Transfusions given. Postoperat 


and 
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infusion. A postmortem section revealed the presence of a 0 pounds, ounce fetus with 
a club-foot and deformed jaw. Generalized peritonitis and a right pyosalpinx wore present. 

\I. P. D. (T-39-34D41), married, G. IV, was admitted on 7/27/39 complaining of pain 
in the abdomen and absence of fetal movements for approximately 2 weeks. LMP October, 
193S. History compatible with ruptured tubal pregnancy in December. T. 101.4; P. 
122; E. 35. Uterograms confirmed the diagnosis of abdominal pregnancy with radiographic 
evidences of fetal death. Hgb. 75/7; Vi'.B.Cs. 7,100. Under inhalation anesthesia, laparot- 
omy was performed July 29 by K. Ilavard and G. A. Varino. Fetus showed evidences of 
maceration. Placenta was removed without tlifliculty. Transfusions were given and the 



Fig. 5. Case III specimen showing placental attachment to uterus 


patient’s postoperative course was uncomplicated e.xcept for an upper respiratory infection, 
he Was discharged in good condition on S/10/39. 

E. P. IV. (T-40-41002), married, G. Ill, was admitted on 8/16/40 complaining of 
P3in in right lumbar region. LMP January 1940. History of “feeling bad” since onset of 
Wegnancy. Appetite poor. Loss of 20 pounds in weight in 6 months. B.P. 120/80; T. 

I P. 90, R. 20. Abdominal enlargement compatible with pregnancy. Fetal heart tones 
net heard. Uterus enlarged to the size of a 2 months gravid state and displaced to the left 
y a mass on the right side. L'nder inhalation anesthesia, patient laparotoraized 8/24/40 
J C. G. Collins and J. Jones, a macerated fetus being obtained. Bilateral salpingo- 
oophorectomj’^, supracervical hysterectomy, and appendectomy were performed, all pla- 
cental tissue being removed, inasmuch as it was attached to the uterus and right tube and 
o\ ary. Stilbestrol was given for postoperative breast pain. Patient was discharged 9/6/40 
m good condition. 

^ In. C. B. (T-41-4330), married, primigravida, was admitted 1/24/41 complaining of 
enderness over entire abdomen. History' compatible with tubal abortion in August, 1940. 
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B.P. 130/68; T. 98.6; P . 85; II. 26. Findings compatible with pregnancy of approximately 6 
months, the fetus being in a transverse lie. X-ray films disclosed evidences of fetal death. 
Under inhalation anesthesia, a macerated fetus was removed 1/31/41 by E. L. King and 
J. H. Herring. A mass consisting of placental tissue was found in the left adnexal region 
but was not disturbed. Patient’s course was satisfactory and discharged on 2/10/41. 

IX. M. C. (L-41-19217), married, G. I., admitted 10/31/41 with a complaint of continuous 
vomiting and contractions of every 5 minutes lasting about 30 seconds, with slight bleeding 
via vaginam. LMP 12/27/40. History is compatible with tubal rupture in April, 1941. 
B.P . 168/104; T. 100; P. 120; R. 30. Marked tenderness of the abdomen. Fetal heart tones 
not heard. The cervi.x admitted only one finger and the uterus found to be very firm. 



Fig. 6. Case III specimen showing size of uterus 


X-ray films were compatible with abdominal pregnincy, the fetus being in a 

(Fig 1). Hgb. 70%; R.B.CS. 3,350,000; W.B.Cs. 20,250. Under inha a ion an* 

11/1/41, products of pregnancy were removed; right ^^ans- 

vaginal hysterectomy being performed by D. W. Goldman and W. . ,,DDer part of 

fusions given. Postoperative course uneventful except for slight infec i 

incision. Discharged 11/14/41. ,„„i„;ninir of generalized 

X. S. E. (1-41-28083), single, G. I, was admitted and syphilis- 

abdominal pain. LMP 10/17/40. History of being treated fetus B.P. 

Findings were such as to cause a diagnosis of acute polyhydramn apparently dead 

136/80; T. 99.6; P. 110; R. 22. Transfusions given. Hgb^^^^ W.B.Cs. 

with a breech presentation (Fig. 7). Cervix was long and un j„acerated fetus and 

36,900; R.B.Cs. 2,700,000. On 7/4/41 the abdomen was j. K. iVarren. 

placenta were removed, and marsupialization performed y 
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Transfusions and sulfonamides were given posfoperativcly. Temperature was of the spik- 
ing type for over 3 weeks after operation. Discharged 9/10/41 in good condition. 

XI. T. R. (L-41-34307), married, primigravida, was admitted 7/22/41 complaining of 
pains in the abdomen. LMP in September 1940. History of being treated for syphilis. 
Fetal movements absent for 2 days. B.P. 160/90, T. 100.2; P. 96; R. 20. .Abdomen en- 
larged to the size of a G months pregnancy. Firm mass evidently a mj'oma palpable in the 
cul-de-sac. Cervix uteri small, firm, and pushed under the symplu’sis pubis. X-ray 
films compatible with extra-uterine pregnancy with fetus in L.U.Q. On 7/23/40 under 



Fig. 7. A.P. x-ray film in Case X showing breech presentation with overlapping of 

cranial bones 

inhalation anesthesia a macerated female fetus was removed and a supravaginal hysterec- 
tomy, and bilateral salpingo-oophorectomy being performed by D. Goldman and R. E. 
Arnell. Uterine fibroids were present. Transfusions were given. Her maximum tempera- 
ture was 103 on the second postoperative daj'. Patient afebrile after 3rd day and dis- 
charged 8/8/41. 

XII. B. X. (L-41 -42400) , married, P. I, G. II, was admitted 9/6/41 complaining of pains 
m abdomen occurring every 15 minutes. LMP in Januarj- 1941. Findings were com- 
patible with pregnancy at term with a fetus in transverse lie. B.P. 130/80; T. 101; P. 120; 
R- 30. Heart tones were clearly heard. The cervix was long and approximately 1 cm. 
filiated. The myoma was palpable in the cul-de-sac. X-ray films were strongly suggestive 
of an extra-uterine pregnancy. Hgb. 58%; R.B.Cs. 3,970,000; W.B.Cs. 12,650. Trans- 
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fusions were given. On 9/30/41 laparotomy was performed by W. F. Guerriero and Hughes. 
A living infant delivered; bilateral salpingo-oophoreetomy, supracervical hysterectomy 
being performed. The uterus was 3 times its normal size and contained myomata. On the 
8th postoperative day, patient had 7 convulsions and her B.P. reached 200/100. Cere- 
brospinal fluid proved to be clear. Afterwards she ran a febrile course due to pyelonephritis 
and required cystoscopy. She recovered. 

XIII. F. IV. (L-42-24I06), married, primigravida, was admitted with a complaint of 
pain in the abdomen. LMP 3/14/41. History compatible with tubal rupture 9/15/41. 
B.P. 122/92; T. 98/6; P. SO; R. 20. Findings indicated the necessity for hysterography; 
consequently, skiodan was injected into the uterus and the fetus proved to be ectopic 
(Fig. 8). Hgb. 92%; R.B.Cs. 4,400,000; W.B.Cs. 9,150. 3/7/42 the patient was laporot- 
omized and the products of pregnancy removed. A right salpingo-oophoreetomy and 
Norris hysteropexy being performed. The placenta was attached to the right tube and 



Fig. 8. Hysterosalpingogram in Case XIII proves fetus to be extra-uterine 


ovary and these were removed. B. J. Lehmann and W. F. Guerriero performed 
tion. Patient’s postoperative course was satisfactory and she was discharge on 
XIV. C. M. (L-42-63342), single, primigravida, was admitted 9/19/42 
bleeding via vaginam and pain in R.L.Q. LMP in June, 1942. History compai 
tubal rupture in July. B.P. 110/85; T. 99; R. 95; P. 25. Tenderness 
R.L.Q. Cervix firm and in normal position. Right adnexa! mass . 

10/9/42 laparotomy performed by E. Bertiicci and H. Cohen; the fetus remo R.B.Cs. 
abdominal cavity and right salpingo-oophoreetomy being done. ^ ^ ^ 

2,950,000, W.B.Cs. 5,250. Patient’s subsequent course satisfactory, ir 

She was discharged on 10/20/42. . . , , in/22/43 complaining of 

XV F. B. (T-43-110782), married, primigravida, was adrmttcd lU/ / 

„vVrVp.ln in the lower obdomeo. LMP Joau.,,. MS. Hi. ory 0 ™;*“ • .j. 

rp«e in Marcl,. B.P. T. »S.O, P. 80; B. 22^ F.>. I. 

mission. X-ray films revealed no overlapping of fetal bones; honeve , 
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be in poor position. Diagnosis of toxemia of pregnancy made. Medical inductions were 
given. Admittance of a finger beyond the internal os disclosed no fetal parts or mem- 
branes. Fetal head was posterior to the fundus uteri. Diagnosis of abdominal pregnancy 
was made, Hgb. 70%; ll.B.Cs. 3,050,000; W.B.Cs. 10,200. n/2G/-13 under inhalation 
anesthesia, the abdomen was opened and fetus removed. Supracervical hysterectom.v and 
left salpingo-oophorectomy were performed by G, J. Mitchell and F. B. Hodnettc. 
Patient’s subsequent course uncomplicated. Discharged 12/10/43. 

XVI. P. S. (L-43-I1S699) single, G. II, P. I, was admitted 1/18/44 complaining of severe 
pain in the left loin. History compatible with tubal rupture. B.P. 120/90; T. 100; P. 
IDS; R. 40. Soft tissue technique x-raj’ films revealed abdominal pregnancy. Hgb. 80%; 
R.B.Cs. 3,470,000; W.B.Cs. 12,450. 1/19/45 under inhalation anesthesia, abdomen opened, 
the fetus and placenta removed. Left salpingectomy, supracervical oophorectomy and the 
removal of a 7 months fetus performed by R. F. Phillips. The fetus appeared to be ab- 
nonnal and lived only 2| hours during which time it had 2 convulsions. Patient’s post- 
operative course very stormy. Transfusions given. She was discharged 3/IS/44 in good 
condition. 


XVII. H. R. (T-44-137973), married, G. II, was admitted 5/26/44 complaining of sharp 
pains in the lower abdomen. LMP March 10, 1944. History compatible with ruptured 
tubal pregnancy in April, B.P. 110/74; T. 99; P. 94; R. 24. Generalized abdominal tender- 
ness. Tympanities present. Cervix soft and in an anterior position. Uterus enlarged to 
the size of an S weeks gramd state and displaced anteriorally by a cul-de-sac mass. Diag- 
nosis of ruptured ectopic pregnancy made. Transfusions given. Hgb. 45%; R.B.Cs. 
2,300,000. Under inhalation anesthesia, 5/27/45, abdomen opened and a 4§ months fetus 
removed with membranes intact. A right salpingo-oophorectomy was performed, as the 
placenta was attached there. D. W. Beacham and G. J. Mitchell were the operators. For 
the first 5 days, patient’s course was complicated by high fever, but she remained afebrile 
after that time. Discharged 8/25/44. 

XVIII. M. W. (T-44-14S55S), married, P. I, G. II, was admitted 8/16/44 complaining 
of pain in abdomen. LAIP in April. Histoo’ compatible with tubal rupture. B.P. 122/ 
65; T. 101; P. 130; R. 25. Abdomen distended and tympanitic. Cervix enlarged; bluish and 
soft. A mass in the cul-de-sac was palpable. Hgb. 2.5 gms; R.B.Cs. 1,270,000; W.B.Cs. 
12,840. 8/17/44 under cyclopropane anesthesia, the abdomen was opened and a living 41 
months fetus was removed from the abdominal cavity. The placenta was attached to the 
fght tube; consequently a right salpingeetomj’ and partial oophorectomy were performed 
and the operators were D. W. Beacham and C. G. Callender. Transfusions were given. 
Postoperative course quite satisfactor 3 ' and discharged on the 9th postoperative daj'. 

XIX. L. M. C. (T-44-161919), M.-S., G. II, was admitted 12/29/44 complaining of “knot 
in stomach.” Historj' compatible with tubal abortion. Cervix was pushed anteriorally 
behind the sj'mphj-sis and a cj’Stic mass was palpable in the cul-de-sac. B.P. 120/80; 
T-101;P. 100; R. 22. Diagnosis of abdominal pregnane}' was made and the patient operated 
Upon 12/31/44. Procedure: supracervical hysterectomy, left salpingo-oophorectomy were 
performed by O. R, Depp and J. A. Holmes. Hgb. 62%; R.B.Cs. 4,100,200. Transfusions 


"ere given. Patient discharged 1/9/45. 

XX. L. W. (L-42-39514), M.-S., G. IV, was admitted 9/15/44 complaining of pain in 
lower abdomen. History of havdng been treated for syphilis and pyonephritis. In 1942 
Cesarean section had been performed because of cephalopelvic disproportion. History 


compatible with tubal rupture in May 1944. Findings compatible with extra-uterine preg- 


nancy. Patient operated upon 9/16/44. The placenta was attached to the uterus and the 


pregnancy had undergone calcification. Uterine fibroids were present. Supracervical 
hysterectomy and bilateral salpingo-oophorectomy performed by J. AI. Travis and D. W. 
Goldman. Patient was discharged 9/26/44 in good condition. 


SUMJlARy & CON'CLUSIOKS 

1- The available literature concerning abdominal pregnancy or advanced 
ectopic gestation has been studied and the records of 20 cases managed at the 
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New Orleans Charity Hospital during the 8-year period ending June 30, 1945, 
have been reviewed. 

2. Certain brief histoi’ical data liave been presented. 

3. The condition has been considered as to racial, age, graviditj'', and genera! 
incidence. Character of previous pregnancies, if any, has been mentioned. 

4. Etiology and pathology have been discussed. 

5. The value of a carefullj'- obtained histoiy has been emphasized. Eveiy 
attempt must be made to ascertain just what has transpired since conception 
occurred. Investigation in this Charity Hospital group resulted in classif 3 dng 
all of the cases as being secondaiy in t 3 ''pe inasmuch as there was evidence of the 
occurrence of tubal abortion or tubal rupture in each case. Especial emphasis 
is placed upon the histoiy of the "abnormal feeling” due to the location and 
movements of the fetus. Abdominal pain was a common chief complaint in the 
Charitj'' Hospital series. Pseudo-labor is usually e.vperienced by the cases 
that reach term. Sjmptoms due to fetal expiration are set forth. 

6. The importance of a thorough plij^ical e.\'amination is discussed. Early, 
pain upon movement of the cervix uteri and a palpable e.xtra-utenne mass may 
be two of the most important findings. The significance of a high or transverse 
position of the fetus, abdominal tenderness, superficiality of fetal parts, easily 
palpable fetal movements, loud fetal heart tones, abnormal position of the uterine 
cervix, cervical softening with little or no dilatation and the absence of efface- 
ment, non-palpabie round ligaments, and emptiness of the uteras are set forth. 

7. Roentgenographic findings are discussed. Soft tissue technique x-ia) 
films are of value in manj’- instances, but in others hysterography is requiied or 


accurate diagnosis. 

8. Laparotomy should be performed as soon as the diagnosis is made un ess 

the pregnanc.y is near term and the fetus is alii'e, in which event operation maj 
usually be postponed until appro.ximately the 36tb week of gestation piovi e 
the general condition of the mother is good and she is kept under continuous 
hospital observation. ^ . 

9. The decision as to removal of the placenta should be governe J ^ 
findings in each case. If its location is unfavoi’able and its bloo 
difficult to control, it sliould be left in the abdomen without drainage. 
presence of infection, chemotherapeutic agents are indicated. 

10. Blood transfusions constitute an important part of the success u ma 
ment of abdominal gestation cases. 
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Although it would appear that the increased incidence of the dolichopellic 
type in these Negro women over the white group might be explained on the basis 
of racial influence, a study by Greulich and the author in 100 white women in a 
more pri\dleged economic group than the present series of 500 white ward 
patients showed an even greater tendency toward dolichopellism than the 
Negro group. 

Undoubtedly, numerous factors contribute to the variations of the adult 
female pelvis, among which those which are concerned with nutrition seem to be 
of prime importance. In a comparison of body build vdth pelvic type, Greulich, 
Thoms and Twaddle found a high incidence of dolichopellic and mesatipellic 
pelves among the largest women. They believed that such a finding “suggests 
the possibility that nutritive and other factors which make for the attainment of 
maximum normal growth tend to prevent that degree of anteroposterior flatten- 
ing of the peh'is which has come to be regarded as characteristically feminine.” 
Allen and Nicholson, more recentl}^ have found that nutrition is an important 
factor in the ultimate shape of the pelvis. 2 figures. 


A TOXIC principle FROM PROGESTATIONAL ENDOMETRIUM 

AND PLACENTA 

C. L. Schneider 

Proc. Soc. Exper. Biol. & Med., 62: 322-325, 1946 

Saline extracts of pregnant rabbit uteri and placenta have been shonm to have 
toxic properties. The possibility that this toxicity might have some relation to 
toxemia of pregnancy has been expressed. In the present study extracts of 
difierent portions of the uterus in different functional states from several animal 
species, as well as extracts of liver, intestine and skeletal muscle, were studied by 
a method for quantitative estimation of the toric effect. Young white mice 
Were used for test animals. 

After intravenous injection of toxic doses of active extracts the mice almost 
immediately became comatose and apneic. Some had convulsions; most either 
died imme^ately or rapidly recovered. In a few animals, clotted blood was 
found in the mesenteric veins and vena cava after death, but these could not be 
identified as ante-mortem clots and no other anatomical findings explained the 
deaths. In mice and rats, and apparently also in rabbits and dogs, an increase 
m tolerance could be built up by repeated injections of toxic extracts. Intra- 
muscular, intraperitoneal and subcutaneous injections of 60 times the fatal 
mtravenous dose failed to produce any significant response. 

All of the highly toxic extracts were derived from preparations which con- 
fined endometrium or placenta. Extracts of skeletal muscle had a relatively 
mild toxic effect, but whether this effect represented the action of a substance 
identical to that found in the endometrium and placenta was not determined. 
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A DISCUSSION OF PELVIC VARIATION AND A REPORT ON 
THE FINDINGS IN 100 NEGRO WOMEN 


Herbert Thoms 

' Am. J. Obst. & Gynee., 62: 248-254, 1946 

The author presents the following classification for pelvic types: 

1 . DoUchopellic Type . — The anteroposterior diameter of the inlet is longer than 
the transverse. 

2. Mesaiipellic Type. — The anteroposterior and transverse diameters of the 
inlet are equal or the transverse diameter is no more than 1 cm. longer than the 
anteroposterior. 

3. BrachypelUc Type. — The transverse diameter is more than 1 cm. and less 
than 3 cm. longer than the anteroposterior diameter. 

4. Platypellic Type. — The transverse diameter is 3 cm., or more, .longer t an 

the anteroposterior diameter. . . , , + j 

The shape of the pelvic inlet in early childhood is characteristically ® 
anteroposteriorly, or doUchopeUic, and it would appear that the roun or a 
tened forms of the adult female pelvic inlet may arise as a result of ei er an 
excessive growth laterally, or a diminished growth anteroposteriorly. 

Evidence is presented which shows that the adult female pelvis in t e w ^ ® 
black races is subject to considerable variation. Furthermore, while certai 
sex characteristics of male and female pelves can be accepte as more ° 
constant, others formerly thought to be constant are high y ques lo 
“Normal” variations in anteroposterior and transverse relations ips 
parently present in both sexes in wide disbribution. ^ that 

A summary of the pelvic findings on 500 white primigravi . j gjjic 

22.6 per cent were of the dolichopellic type, 46.6 per cent were o 
type, 28.8 per cent were of the brachypelUc type, and 2.0 per c 

platypellic type. Similar pelvic type per cent; mesati- 

of 100 primigravid Negro women were: dolichopellic type, ’ P jjj type, 
peUic type, 43.0 per cent; brachypelUc type, 25.0 per cent; and platypellic yp 

^*^In this series of 100 Negro women, no correlation P^^J^^^afre^e^d, 

graphical distribution was noted. The chmcal course groups was 

and the operative incidence for pelvic indications m . percent; 

found to be as follows: doUchopelUc, 6.8 per cent; this 

brachypelUc, 12.0 per cent; and previously seen 

series is small, the evidence presented bears (mesatipelUc) or 

much larger group of white women; that is, that th 
elongated (dolichopellic) pelvis is more favorable for natur 
oval (brachypelUc) or the flat (platypelhc) pelvis. 
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DIETARY REQUIREMENTS IN 

LACTATION. A RE^UEW OF RECENT WORK • 

R. C. Gahry and Helen 0. Wood 
Nutrition Abstr. & Rev., 16: 591-621, 1946 

In the 10 years vRich have elapsed since the ^“^hors’ previous rerde^ 
nutrition in pregnancy and lactation, surprisingly few un amen a 
have been made to the scientific knowledge of the subject.^ K anything a more 
critical attitude has developed, and biologists are becoming um e 
their great ignorance of the relationship between nutntion an 
lactation. One fundamental finding stands the test of time, that an ^ 

of natural good foods is desirable both in pregnancj’’ an ac a ion as in 

However, our scientific knowledge is important, as it enables us 
on undesirable practices in processing and in preparing oo s or 

sumption,andmayhelp to directinto better channels the e apr 

mudties. Also, it enables the physician and obstetncian to take mtiona 
therapeutic steps to combat indmdual pathologic deviations from normal. But 
itis quite certain that reproduction is not in itself a pat o ogica ’ 

if pregnancy and lactation seem to require ineidtably rou i^ ma^ v-inTio- 
measures, then we may assume that something is wrong with modem living, or 

in the interpretation of our inf ormation. + 

Standard tables of food aUowances necessaiy for human bemgs at different 
periods of life are, at any given time, approrimations an , 

fortunately, they are not infrequently regarded as permanent defimtn e stand- 
ards. “Advertisers of vitamin products are almost umversally guilty of this 

type of misuse of the table.” (Wilder, 1945.) j * • 4 .- - 

During the war years the loss of infant life has ecrease , nu n 

factor which improved during these 3'ears. It might be argue ^ , , , 

in reproductive efficiency was a result of earlier childbearmg, but Baird found 

that the war made no appreciable difference in the age owomeii _ utfil 

On the other hand, the stillbirth- and neonatal death-rates have shoim Mtle 
improvement. Here the cause would appear to be factors operating in p g- 
nancy. Prematurity, the commonest cause of neonatal death, is thought 
due largely W defective maternal diet. Recent social and ffietary studies of 
different economic levels of the population have shovm that the poorer sections 
have a poor diet on any “standard”, and the reproductive efficiency of these 
sections, although they produce the majority of children in the nation,_is in- 
ferior to that of women in better social circumstances. Infenor nutation is not, 
of course, the only factor mifitating against successful reproduction when people 
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Endometrium under progesterone influence, as in the secretory phase of the 
menstrual cycle, pseudo-pregnancy or pregnancy, produced a more toxic extract 
than endometrium in other physiological states. 

The toxic substance was not extractable in ether, acetone or alcohol. It was 
lost on heating to for 10 minutes, addition of ethyl alcohol to a concen- 
tration of 25% or more, or upon acidifying the solution to pH 5. It did not 
dialyze through a cellophane membrane. Storage, even at low temperature, 
resulted in reduction of toxicity. Loss of toxicity of tissue extracts was con- 
siderably accelerated at room temperature by the addition of serum of mice or 
rats. Toxic extracts of skeletal muscle, placenta and endometrium were all 
inactivated by serum. 

The.properties of this toxic material, particularly its failure to dialyze, suggest 
that the substance is not histamine itself. 

(For half a century and more, countless investigators have made countless extracts of 
the placenta and have maintained that they could produce convulsions in experimental 
animals with them and other changes suggestive of the toxemias of pregnancy. But, by 
and large, all these e.xtracts have come to naught. Often as not, indeed, equally toxic 
extracts could be made from the liver, lung or other organs, which is tantamount to BS3nng 
that these placental extracts lacked specificity. Hence, most of us have pown rather 
skeptical about studies such as the above and would want overwhelming evidence before 
believing that any given substance extracted was the cause of the toxemias. _ 

Nevertheless, there is another side to this question. Despite the dearth of expenmen a 
evidence, the suspicion cannot help lurking in the minds of most obstetricians that some 
kind of a toxin must be produced by the placenta in the toxemias, elusive though it may e, 
and sooner or later a specific toxin may very possibly be found. Accordingly , it is we a 

efforts along these lines be continued, particularly when they are in the hands o sue a 
competent investigator as Schneider. He brings to this problem an unusually no 
ground in biological research and is well acquainted with all the pitfalls mvo ye . 
hoped, therefore, that just as soon as he pts out of the Army he will continue 
promising investigations, — diflicult though his objective may be. Ed.) 
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tion and infancj' are really understood, we may rely on foods naturallj’^ rich in 
Titanm D. 

At present there is no satisfactor3’' evidence that Autamin E plays an}' essential 
role in human reproduction 

The prothrombin level of the infant’s blood is, for some days after birth, lower 
than the accepted normal level for adults. It has still to be established, however, 
that the administration of vitamin K either to the mother shortly before birth 
or to the baby immediately after birth is justified. 

If anatural diet is properly chosen, there should benoneed for supplementation 
with B ■i’itamins. In many parts of the world human diets seems to be on the 
borderline, and pregnancy creates a frank deficit. Supplements, when neces- 
sary, should be in the form of natural sources of the entire complex, since recent 
experiments by Richards on rats indicate that excess of a single member of the 
group, Bi, may create a relative deficiency of another member, vitamin Bs, 
pyridoxine. 

The requirements for mtamin C in pregnancy, lactation and infancy are un- 
certain. Careful choice of diet, even in the absence of citrus fruits, probably 
pror'ides a sufficiencj' of the mtamin for mother and child, although the levels 
recommended by many authorities cannot be attained in this w'ay. 

(The belief is growing on the part of competent observers tbat premature labor is due in 
large measure to defective maternal diet. Not only do Garry and Wood set forth this 
conviction in the above article but two other papers, abstracted in the present issue of the 
SURVEY, advance similar opinions (next abstract; and Tyson, Page 821). If this be true — 
and, as we shall see, there is considerable evidence that it is true — obstetricians as well as 
nutritionists face here one of the greatest opportunities in all medicine for the mass saving 
of human life. 

It is common knowledge that prematurity is the principal cause of death in the neonatal 
pcnod, accounting for about one-half of all fatalities occurring at that time. During the 
past decade pediatricians and public health officials, working chiefly in metropolitan 
centers, have made significant inroads on this toll, but they would be the first to affirm 
ttat the salvage, particularly in the smaller weight groups, is still discouragingly small. 
•The country over, meanwhile, the death rate from prematurits' shows little change from 
Jear to year. There are two main ways of attacking this problem. In the first place, 
Mortality rates could be lowered substantially by wider dissemination of existing knowledge 
together with better distribution of personeile and facilities. This is a pediatric and public 
aealth responsibility. The other means by which premature mortality might conceivably 
oe reduced is through the prevention of premature birth, — obviously a challenge to the 
obstetrician. 

The question is, of course; could this challenge be met, more or less, by a wide-spread 
program emphasizing the necessitj' of better-balanced diets for all expectant mothers? 

In the last few years several prenatal studies on large numbers of women have been 
carried out which have included evaluation of their diets during pregnancy. The first 
Reports of this type to gain widespread attention were the Toronto studies of Ebbs, Tisdall 
snd their associates. A group of 120 women on poor diets and low incomes were studied 

unng the last half of pregnancy as controls for 90 women from the same income level and 
on equally poor diets but who were supplied with supplementary rations of milk, cheese, 
ocanges, tomatoes, wheat germ and vitamin D capsules. Still a third group was followed 
comprising 170 women with fairly adequate incomes who were instructed in the tj-pe of diet 
considered desirable for pregnancj'. The findings in relation to the question at hand were 
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are poor, but stillbirtbs, premature births and neonatal deaths, so long regarded 
as the hard core in loss of new lives, seem now to he yielding to improved nu- 
trition of the mother. 

The fear that ample nutrition in pregnancy may lead to excessive, and obstetri- 
ically undesirable, growth on the part of mother or fetus seems to be unwar- 
ranted. 

Practically nothing has been added to our knowledge of the requirements for 
the proximate principles of diet. Some writers advise curtailment of carbohy- 
drate intake during pregnancy; others do not favor such restriction. There is 
now little demand for very generous intakes of protein in pregnancy, and, at the 
same time, the fear of protein, when kidney function is impaired, is fast dis- 
appearing. 

The metabolism of water and salt has been studied to find if fluid retention 
during pregnancy is a truly normal occurrence. Increase in blood volume, with- 
out corresponding increase in blood cells, seems to be physiological. Hemo- 
globin levels which do not fall below 80 per cent of the non-pregnant normal value 
are not pathological. Other extracellular fluids of the body seem also to share 
in this increase. This retention of water, however, may easily overstep normal 
limits, as in pre-eclampsia and eclampsia. Whether or not excessive salt “in- 
dulgence” is a causal factor, restriction of salt intake seems to be an effective 
therapeutic measure when pregnancy toxemia is feared. 

"Where there is reason to fear deficiency of iodine in the food, especially la 
regions ' where goitre is prevalent, it is desirable to give iodine in the form of 
iodised salt or cod liver oil throughout pregnancy and lactation. 

There should be no lack of calcium, phosphorus or magnesium if ample supplies 
of milk and green vegetables are available for pregnant and nursing women. 
During lactation the calcium balance is negative for some little time, but the 
modern tendency is to lay little stress on this fact. If the woman is receiving a 
good ample diet, attempts to abohsh such a negative calcium balance are looke 
upon with little favor, and supplementation of the mother’s diet with simp e 
calcium salts, with or without vitamin D, is deprecated. It is doubtful, too, 
any attempt should be made to enhance the calcium retention of a baby a o 

breast by vitamin D administration. _ • i, ,q‘l i- 

The cause of anemia of pregnancy, after allowing for physiological hemo 


tion, should be sought in the diets of women before pregnancy. 

By adult standards, infants at breast are “anemic” but the ‘ anemia 
when the baby has iron stored in its liver and spleen. It has yet to e pro 
that iron administration in early infancy is of real benefit. v t no- 

The idea that vitamin A is a specific anti-infective agent has lapse^ . ^ ’ 

body seems to know quite why, a very large intake of this ^ 

mended in pregnancy and lactation. Nevertheless, ™ infantile 

tained on a well-chosen natural diet. In some parts of the 
xerophthalmia, due to lack of vitamin A, is a real penance. emergency 

Fortification of foods with vitamin D was justifiable as 
measure. But until calcium and phosphorus metabolism in p go 
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that “a rise in spending power led to an increased consumption of milk, fruit, vegetables and 
meat and a decreased consumption of bread and total cereals.” (McCance, R. A., Widdow- 
£oa. E. M., and C. M. Verdon-Roe: A Study of English Diets bj' the Individual Method: 
m. Pregnant Women at Different Economic Levels, J. Hygiene, 38, 596, 193S.) Taken 
alone the findings in the Johns Hopkins study cannot be accepted as establishing a relation- 
ship between dietarj’ deficiencies and premature labor, but when taken in correlation with 
other types of ewdence, the conclusion is inescapable that faulty nutrition deserves serious 
Consideration as a possible cause of the dramatic differences in the incidence of prematurity 
wWch were encountered in this series. 

All in all, then, the emdence is e.xtremely suggestive that faulty nutrition in pregnancy 
may play an important role in the causation of premature labor. The practical implica- 
tions of this statement are plain enough; and as said above, in all medicine there is no field 
which offers greater opportunities for the saving of human lives than does the prevention of 
premature birth.— Ed.) 


MATERNAL NUTRITION AND FETAL DE^TELOPMENT 

Anonymous 

■ Nutrition Rev., 4; 175-176, 1946 

The effect of maternal nutrition on the general phj’-sical weU-bemg of infants 
at birth and during the neonatal period has been studied by a group of investi- 
gators in the Department of Child Hygiene at the Han’-ard School of Public 
Health. A statisticallj" significant relationslup was demonstrated between the 
maternal diet and the infant’s condition. Of the infants born to mothers whose 
diets were “excellent” or “good”, 42 per cent were rated as “superior”, 45 per 
cent as “good” and only one infant as “poorest.” However, of infants bom to 
mothem whose diets were “poor” to “very poor”, only one was “superior” and 
one “good”, while 67 per cent were rated as “poorest. ” In the 216 cases studied, 
all stiUbom infants, all but one of those which died within the first few days of 
life, all premature infants, all of those “functionallj^ immature” and a majority 
of those with marked congenital defects were bom to mothers whose prenatal 
diets were very inadequate, A relationship was likewise noted between mater- 
nal diet and the course of pregnancy. Those mothers whose diets were “poor” 
or “veiy poor” had a tendency to pre-eclampsia, more difficult types of labor 
and more major complications at delivery than those whose diets were “good” 
Of e.xcellent.” Since the relationship between maternal diet and the course of 
Pregnancj’- was less marked than that between maternal diet and the condition 
of the infant, the authors conclude that when the mother’s nutrition is deficient, 
the fetus suffers to a greater extent than the mother. 

Burke and Stuart have found that a significant relationship exists between the 
protein content of the mother’s diet and the birth length and birth weight of the 
o^ants and their physical ratings. They concluded that when the maternal 
jiiets during the latter part of pregnancy contained less than 75 g. of protein, the 
®fants tended to be short and light in weight and were most likely to receive a 
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most dramatic: the incidence' ol premature birth in the women with poor diets was 8.0 per 
Mnt; in those with supplemented diets 2.2 per cent; and in those with good diets 3.0 per cent. 
The corresponding figures .for miscarriages were 6.0, 0.0 and 1.2 per cent; and for stillbirths 
3.4, 0.0 and 0.6 per cent. (Ebbs, J. H., Tisdall, P. F. and W. A. Scott: The Influence of 
Prenatal Diet on the Mother and Child, J. Nutrition, 22, 515, 1941 ; Ebhs, J. H., Scott, IV. A., 
Tisdall, F. F., Moyle, W. J., and M. Bell: Nutrition in Pregnancy, Canad. M. A. J., 46, 1, 
1942; Ebbs, J. H., Brown, A., Tisdall, P. F., Moyle, W. J., and M. Bell, The Influence of 
Improved Preiiatal Nutrition upon the Infant, Canad. M. A. J., 46, 6, 1942; Ebbs, J. H.: 
Nutritive Requirements in Pregnancy and Lactation, J. A. M. A., 121 , 339, 1943.) 

Burke and her associates have likewise found that a statistically significant relationship 
exists between the diet of the mother during pregnancy and the condition of the infant at 
birth and during the first two weeks of life. The various phases of the e.xtensive observa- 
tions made by Burke and her group have been published in a series of articles one of which 
is abstracted below. In connection with the question under discussion it should be noted 
particularly that in the 216 cases studied, all stillborn infants, all infants who died within a 
few days of birth except one, most infants who had marked congenital defects, all premature 
and all functionally immature infants, were born to mothers whose diets during pregnancy 
were very inadequate. (Burke, Bertha S., Beal, V. A., Kirkwood, S. B., and H. C. Stuart: 
The Influence of Nutrition during Pregnancy upon the Condition of the Infant at Birth, 
J. Nutrition, 26, 569, 1943.) 

A number of mass studies of the outcome of pregnancy in relation to diet have been made 
in England with similar findings. The People’s League of Health of England investigated 
the effect of the nutrition of 5200 pregnant women upon maternal and infant morbidity and 
mortality. Supplementary minerals and vitamins were given to one-half of the women 
studied. The supplementary feeding tended to reduce the incidence of toxemia approxi- 
mately 30 per cent while the reduction in the number of premature births in the supple- 
mented group was also statistically significant. In another study made in England and 
Wales by Balfour, 11,618 pregnant women chosen from the lowest income groups were fed a 
supplement of marmite or other yeast extract sufficient to furnish 240 I.H. of thiamine 
daily, or a proprietary preparation which furnished a rich supply of vitamins A and D, as 
well as calcium, phosphorus and iron . Their controls were 8095 women from the same area. 
The supplementary feeding resulted in a statistically significant reduction in the number of 
stillbirths and in the neonatal mortality rate. (Interim Report of the People’s League o 
Health : Nutrition of Expectant and Lactating Mothers, Lancet, 2, 10, 1942; Balfour, M. .. 


Supplementary Feeding in Pregnancy, Lancet, 1, 208, 1944.) 

In view of the above observations we have been particularly struck by a recent s u y 
made at the Johns Hopkins Hospital w'hich seems to show a very definite relations ip, m 
our clientele at least, between the incidence of prematurity and economic status. an 
effort to inquire into the possible roles played by economic and racial factors in the nu la ion 


of premature labor, 24,321 cases of labor in which the pregnancies were 1 „ ♦' nts 

of labor spontaneous, were divided into three groups : private patients, white war pa le ^ 
and colored ward patients. The incidence of premature labor in private ® cent 

per cent; in w'hite ward patients, 7.6 per cent; and in colored w'ard patients, . 

In other words, as one went down the economic scale the frequency of 
augmented sharply, the incidence in white w^ard patients being 50 per ®®”*' 
private patients, and in colored patients, two and a half times as high. 
relationship held true at all weight levels. Thus, for infants weighing ® ^®® , .^ggg 

2499 grams, the corresponding figures w'ere: 3.8, 4.9 and 8.9; for infan s ^ 1000 and 

1500 and 1999 grams, they were : 1.0,1 -S and 3.1 ; and for infants gome 

1499, they were 0.5, 0.8 and 1.4. Although every effort has been made 
explanation for these figures other than economic statp, we have influence 

As showm by McCance and his associates, economic level exerts ^ .gj^g. and in a 
on the intake of essential food elements such as minerals, jg^gig he found 

study of the diets of a large number of pregnant women at various 
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impossible, sternal puncture may be of value. The author has given whole 
blood, plasma and glucose many times this method, and is satisfied that the 
procedure has saved lives. 

There can be no doubt that the general dietary’’ trend in the past 10 years 
among students in nutrition has been towards an increase in protein intake. 
In pregnane}', edema is usually the first e\’idence of an advancing toxemia. 
Therefore, it is reasonable to deduce that any therapy, dietary or otherwise, 
which tends to reduce water retention should be desirable. The author ad- 
vocates a high protein diet because he beheves, as a result of his experience, that 
it ^'eiy decidedly lessens the incidence of toxemia. A diet is presented which is 
high in protein and carbohydrate, and medium low in fat. Excessive salt is 
avoided. Skim milk powder (spray) is advocated as a sane and cheap method of 
suppl}Tng protein and calcium to those patients who do not tolerate fluid milk. 


ADEQUACY OF THE DIET DURING LACTATION 

Mildred Kaucher, Elsie Z. Moyer, H. H. Williams and I. G. Macy 
J. Am. Dietet. A., 22: 594-601, 1946 

In an investigation of the secretion and composition of human milk, the 
authors have analyzed the foods eaten and the milk secreted by 12 multiparae 
during 31 five-day periods at various intervals postpartum. The mothers were 
successfully nursing their infants, were healthy throughout the investigation, 
and the babies grew and developed satisfactorily while receiving their mothers’ 
^ailk. The diets were comparable qualitatively, but quantities were deter- 
mined by the appetites of the women. By analysis the diets provided averages 
per day of 2928 calories, 109 gm. of protein, 129 gm. of fat, 1.2 mg. of thiamin, 
3.1 mg. of riboflavin, 16 mg. of niacin, 7.9 mg. of pantothenic acid, 57 meg. of 
biotin, and 33 mg. of vitamin A (including carotene) . 

The data obtained by analysis of the voluntaiy diets were compared with 
values calculated from the literature and with the allowances recommended for 
lactating women by the Food and Nutrition Board of the National Research 
Council, adjusted to the body weights of the women. The daily averages for all 
periods of study compared well with both the calculated values and the recom- 
mended allowances for energy, protein, riboflavin, niacin and pantothenic acid. 
Although the values obtained for thiamin’ and vitamin A by analysis were com- 
parable with those calculated, they did not conform with the recommended al- 
lowances of the National Research Council. The thiamin intakes w'ere about 
one-half, but the vitamin A intakes were If times the recommendations. 

In addition, the “net intakes” (amounts in food minus amounts secreted in 
™lk) were compared with the recommended allowances for nonlactating women, 
adjusted to the body weights of the women. The adjusted recommended al- 
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low pediatric rating. Further analyses of , the data have been presented by 
Stuart. ,,It appears that the osseous development of an infant at birth depends 
to a considerable extent on the maternal diet. Among the infants bom to 
mothers whose diets were “poor” or “very poor”, only one was considered to have 
“advanced” osseous development while 63.9 per cent were “retarded.” Among 
the infants born to mothers whose diets were “excellent” or “good”, 27.6 per 
cent were rated as “advanced” and 10.4 per cent as “retarded.” The relation- 
ship between the osseous development of the child and the protein content of the 
maternal diet was more striking than the correlation with the calcium level. 

Stuart further analyzed the relationship between these findings and the health 
of the mother, particularly in regard to pre-eclampsia, nausea, vomiting and 
anemia. There were 28 cases of pre-eclampsia in the fair and poor to veiy poor 
diet group. Of the 28 infants born to these women, 23 failed to obtain a good 
rating. Of 16 cases with severe nausea and vomiting, 5 in the poor diet group 
and one in the fair diet group later had pre-eclampsia. The other 10 cases were 
rather evenly distributed between the various diet groups, and the infant’s 
condition appeared to depend on the quality of the diet the mother succeeded in 
taking rather than on the nausea and vomiting per se. Of 11 cases of severe 
anemia, one mother had a “good to excellent” diet, 6 had “fair” and 4 had '“poor 
to very poor” diets. Five of the 11 infants showed unsatisfactory physical 
condition at birth. 


SOME OBSERVATIONS ON THE ROLE OF PROTEIN IN PREGNANCY 

E. M. Blair 

West. J. Surg., 64: 288-293, 1946 

The author discusses protein therapy from 2 standpoints: (1) obstetrical 
shock, and (2) obstetrical diet. Protein is the greatest single agent in combating 
shock in medical armamentarium. In shock, an initial vasodilatation causes 
circulatory collapse, with the result that intravascular fluid pours out into e 
extravascular spaces. Protein molecules, when added to the intravascu ar 
fluid or plasma, must, in great part, remain there because they are far too arge 
to pass through the membrane into the extravascular fluid. As a resu , coi^ 
centration within the circulation is increased, osmotic pressure increase an 
fluid' is drawn from the extravascular spaces back into the circu a 
addition to this factor, one must consider the life of themchvidual cell, usm 
may be considered the breath of the living cell, made possible by the Wesen 
protein within the cell. Since shock interferes with cell osmosis, its on ^ , 

is immediate and sufficient supply of water and protein. It is ^ 

that by far the best means of supplying protein to the “ j^^ravenous 

administering human whole blood and human plasma, ^ difficult or 

therapy. In cases of profound shock, when intravenous ther py 
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lateral bore, and malposition, indicating that a forceps operation may be unduly 
difficult. 

It is felt that the present method of determining midpehdc volume bj' means of 
the interspinous diameter is inadequte, and much greater emphasis is placed on 
such factors as lateral bore, side walls, subpubic angle and sacrosciatic notch. 

It is concluded that cephalometrs'' and fetometr}’- are too inaccurate to be of 
much importance in peh^oradiograph}^ 

Pelvic architecture played an important part in influencing the prognosis in 
the present series of cases. The prognosis became progressively worse in the 
following order: gjmecoid, anthropoid, platypelloid and android. In the ab- 
sence of disproportion, a favorable prognosis was usually given in the anthropoid 
and gjmecoid tjqies. The fetal-pehdc ratio was arbitrarUj” decided by the use of 
the precision stereoscope, and not by volumetric comparisons which were too 
often misleading. 

Malposition influenced the prognosis unfavorably. The prognosis in breech 
presentation is based almost entirely on the pehric measurements and archi- 
tecture, and no trial of labor is ad\ised in this presentation. In no case in this 
series where a vaginal deliverj'- of breech presentation was ad\'ised did such a 
deliveiy terminate with fetal mortality. 

The radiologic prognosis in these 500 cases was given on the basis of pehdmetiy , 
pelvic architecture, fetal-pehic relationships and presentation. A correct 
prognosis was given in 97.8 per cent of the series. In only 35 per cent of the 
cases in which dystocia was feared was operative delivery necessary. SLxty-five 
per cent were given a good prognosis, illustrating the conseiamtive influence of 
pelrioradiography. 

The limitations of pehdoradiography are assigned to the difficult 3 ' in esti- 
mating the soft tissue factors, behavdor of the cervix, character of the labor con- 
tractions, the skill of the obstetrician, and the age and pre^dous history of the 
patient. 


(Prom time to time expressions of skepticism are voiced concerning the value of X-ray 
pelvMetrj'. It is alleged that roentgen pelvimetry has led to many unnecessari”- cesarean 
sections and, contrariwise, that it has often failed to demonstrate degrees of disproportion 
which were severe enough to cause subsequent dystocia. It is also claimed that the charac- 
ter of the uterine contractions, the condition of the cervix, and many others factor involved 
m parturition are so important that reliance on X-ray pelvimetry may be very misleading 
in regard to the outcome of any given labor. 

It is hoped that the above article, together with others in the same vein, may help correct 
hese unjust charges. But if X-ray pelvimetry is such a valuable agent in the hands of 
'einberg and Scadron, what is the basis for the skepticism one hears expressed now and 
11611? It seems likely that it may be due to neglect of one or more of the following 

considerations: 


I. The films must be taken with meticulous precision by one of the techniques designed 
or pelvic mensuration. This would seem self-evident, but it is surprising how many 
patients give a history of "cephalo-pelvic disproportion on X-ray evidence” in their previ- 
ous labor but who on careful roentgenographic mensuration show a huge pelvis and subse- 
^entl}', and with ease, give birth vaginally to a child much larger than the pre%dous one. 

roe of these patients bring their films along; often there is no evidence that a marker was 
of* h not infrequently just a flat plate has been taken. Evidently some practitioners 
obstetrics think they can get an impression of pelvic size from a flat plate just as they 
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lowances were: 2516 calories, 65 gm. of protein, 1.3 mg.'of thiamin, 1.7 mg. of 
riboflavin, 12 mg. of niacin, and 1.2 mg. of vitamin A. The “net intakes” were, 
respectively, 2374 calories, 98 mg. protein, 1.1 mg. thiamin, 2.8 mg. riboflavin, 
15 mg. niacin and 2.7 mg. vitamin A. The average '“net intakes” during the 
puerperium were lower than those for periods of mature milk production, owing 
to the greater average milk volume produced during the first 10 days postpartum. 


and to the reduced activity. 

The data presented in this paper are further evidence of the adequacy of the 
allowances recommended for lactating women. They demonstrate that some 
individuals maintain health on far less than the recommended amounts of 
nutriments; others require more. The results show that the recommended al- 
lowances for lactating women should not be used for feeding individual w'omen 
or groups whose average weight is considerably over or under the 56 kg. used 
by the Food and Nutrition Board. 


THE VAL'QE AND LIMITATIONS OF PELVIORADIOGRAPHY IN THE 
MANAGEMENT OF DYSTOCIA, WITH SPECIAL REFERENCE 
TO MIDPELVIC CAPACITY 

A. Weinberg and S. J. Scadron 
Am. J. Obst. & Gynec., 62: 255-263, 1946 ’ 

The material upon which this study is based consists of 500 ^ 

referred to the x-ray department because of dystocia, either “ 

These cases were studied with particular reference to the evaluati 

contraction in dystocia. . ™pasuring 

A comparison was made of techniques of J_ed by the 

the same patients by various methods. The pel\uc diame e 
precision stereoscopic method, the Thoms-Torpin isome ^ than 

ruler and Ball nomogram gave results that “ a reliable tech- 

within 0.1 cm. from each other. It is concluded > PS^^^^Lteroent^ 
nique of roentgen pelvimetry is used, there is very little difference 

“XSors consider that the sum of the — 
diameters at any given pelvic plane is a more A 

consideration of each, because they mutually 1 the writers’ method 

statistical review of the pelvic measurements as reveals that 

of radiopelvimetry in correlation with the below 

if the inlet measurements are below 23 cm. is guarded or 

14 cm., dystocia is expected. For m e y dystocia the prognosis is 
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(2) Supero-inferior, patient sitting inclined backwards, plane of inlet parellel 
to film, centering 2 in. behind S 3 Tnph 5 'Bis, cone covering circle 10 in. diameter. 

(3) Lateral, patient erect, centering 2 in. above upper margin of greater tro- 
chanter, cone covering circle 14 in. diameter. 

(4) Subpubic arch projection, patient sitting inclined forwards, centering ap- 
prorimately over spinous process of third lumbar vertebra, cone as in (2). 

The focus-film distance used in projections 1, 2 and 3 was 37 in., and in pro- 
jection 4 it was 30 in. 

In order to measure the doses received in the depths of the pehds during pelvi- 
metric e-xamination, “thimble” ionization chambers were used. These were 
charged to a potential of 165 volts, enabling doses up to about 1.3 rontgens to be 
measured. The ionization chambers were placed in the posterior-superior 
limits of the vaginal vault. In relation to the bon}’- walls of the pelvis, the 
chamber in each patient was 1.5 in. anterior to the sacro-coccygeal junction and 
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approximately 1.0 to 1.5 in. below and behind the mid-point of the true pelvic 
cavity. 

The various phj’-sical and technical factors, and the results of the measure- 
ments, are presented in Table I. It is somewhat gratifying to note that even 
'trith this somewhat extensive pelvimetric examination (admittedly without the 
duplicated exposures of a stereoscopic technique) the dose received at the vaginal 
vault was less than 0.9 rontgen both early and late in pregnancy. 


the RELIEF OF PAIN IN LABOUR WITH DEhlEROL 

W. D. Flaot 

Canad. M. A. J., 66: 43-46, 1946 

Demerol was used almost routinely for the relief of pain during labor on public 
v-ard patients at the Toronto General Hospital from Februarj’, 1945, to June, 
1945. It was given to more than 200 patients, for the most part intramuscularly. 
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used to think they could gain such an impression by inserting tvro fingers in the vagina and 
palpating around about. Actually, nothing can be more misleading in regard to pelvic and 
fetal size than a flat plate. I remember a breech case in which the attendant had all, plans 
made to perforate the after -coming head because a flat plate had shown an “enormous 
hydrocephalic” head. Repetition of the X-ray by one of the standard methods of mensura- 
tion revealed a head of normal size and this was confirmed at birth. 

2. The films must be interpreted by one versed in the discipline. This cannot be learned 
overnight, but must be acquired through study and experience. The general pelvic archi- 
tecture must be evaluated; the transverse diameters must be nicely correlated with the 
antero-posterior; the sharpness of the fore-segment must be considered; and the divergence 
or convergence of the lateral bore, the exact distance between the ischial spines, the avail- 
able space beneath them, and many other factors must be weighed before assessing the 
potentialities of a given pelvis . X-ray pelvimetry has brought to obstetrics a new body oi 
knowledge, — one that should be included in every program of house-staff training and one 
which is indispensable to establishing correctly the role which the pelvis will play in labor. 

3. The films must be interpreted by an obstetrician. Here and there in the country 
are a few roentgenologists w'ho have become especially interested in X-ray pelvimetry and 
have made, in some instances, notable contributions to the subject. They must be regarded 
as exceptions to the above statement. Their number, however, is negligible and in 99 cases 
out of 100, the opinion of a roentgenologist about a pelvimetry film is not dependable. 
Actually the evaluation of such a film requires a very exact and extensive knowledge of the 
mechanism of labor and of other factors which only an obstetrician can possess. 

4. The X-ray findings must be correlated with the clinical. X-ray pelvimetry will rarely 
give a cook-book answer to a problem of dystocia and can never serve as a substitute for 
sound obstetrical judgment. Among the several factors involved in labor, however, the 
pelvis does loom large; and concerning this it will give precise information. The other 
factors concerned — the character of the uterine contractions, the condition of the cervix, 
the age and parity of the patient, the history of previous labors, etc.— must now' be weighed 
in the balance against the pelvic picture. Because of these soft-part factors, X-ray pelvi- 
metry cannot be expected to eliminate trial labors but it should reduce their frequency. 

Weinberg and Scadron have shown very clearly what excellent prognostic results may e 
achieved with X-ray pelvimetry provided the above conditions are met. Our results have 
been similar but perhaps not quite so good. — ^Ed.) 


A NOTE ON THE AMOUNT OF RADIATION INCIDENT IN THE 
DEPTHS OF THE PELVIS DURING RADIOLOGICAL 
PELVIMETRY 


J. H. Mabtin and E. R. Williams 
Brit. J. Radiol., 19: 297-298, 1946 

Since among radiologists there has always been some unease in 
major radiological investigations during pregnancy, it ® 

authors to measure the amount of radiation incident in the depths o ^ 
during the performance of radiological pelvimetiy. Two patients o ,, 
general build were selected for investigation, one being 14 
the other 37 weeks pregnant. On each patient, a full P 

technique was carried out, appropriate to the stage of pregn y- 

the technique was as follows: _ _ m 9 fn above symphysis 

(1) Antera-posterior, patient supine, centering m mid-hne 2 in. 
pubis, cone covering circle of 17 in. diameter at 37 m. 
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A FIFTEEN-YEAR STUDY" OF PREMATURITY; FROM THE STAND- 
POINT OF INCIDENCE, MORTALITY AND SUR\HVAL 

Ralph M. Tyson 
J. Pediat., 28: 648-664, 1946 

This paper consists of a clinical and statistical suiY'ej’^ of premature infants 
bom at the Philadelphia Ljdng-In Hospital during the 15-year period beginning 
Jan. 1, 1930, and ending Dec. 31, 1944. 

The average incidence of prematurity for the entire period vras 9.4 per cent, 
with the highest incidence of 10.2 occurring in 1930, and the lowest of 7.5 in 
1933, Fifty-nine per cent of the cases of prematurity occurred in mothers 
between 20 and 30 years of age. From 1937 on, there was a decrease in mothers 
under 20 and an increase in those over 30 who were delivered. Apparently, age 
of the mother, race and economic status did not influence the course of events. 
However, there is some reason to believe that competent prenatal care together 
with the faithful cooperation of the pregnant patient produced a favorable 
response. In 1932 a program of dietary control was initiated and, while this 
had no obvious effect on the number of premature infants, it apparently had a 
definite influence on the occurrence of increasing numbers of big premature in- 
fants (over 4 pounds) and of decreasing numbers of previable babies under 2| 
pounds (1000 gm.). 

Of the 2960 premature infants bom in this period, 1140 (38.5 per cent) died. 
The highest premature infant mortality (56 per cent) occurred in 1931, and the 
lowest (26 per cent) in 1940 and 1941. The birth w-eight of premature infants 
was undoubtedly an important factor in their survival. It appeared that pre- 
mature babies bom to mothers over 30 years of age are less viable than premature 
babies bom to mothers of j'ounger age. Infants, premature as a result of mul- 
tiple birth, have a lower mortality percentage than single premature infants. 
Systemic diseases in the mother, especially toxemia, and complications of deliv- 
ery including cord and placental complications, were extremely important in re- 
spect to the mortality rate. The methods employed in delivering these babies. 
With the exception of a breech presentation, assumed a less impressive 
position. Breech deliveiy is the most hazardous of ordeals for the premature 
infant. 

The survival of the premature infant seems to be primarily dependent upon its 
birth weight, the absence of severe complications before and during delivery, and 
upon skillful care during the first few weeks of life. Important aspects of this 
care are the cautious administration of food, the avoidance of deh 3 'dration and 
infection, and the maintenance of a favorable environment. The ultimate 
prognosis of premature infants can be determined only by time because of the 
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It was not given to patients with eclampsia or severe pre-eclampsia; patients 
with mild pre-eclampsia suffered no ill effects from the drug. Intravenous in- 
jection of demerol resulted in immediate pain relief and intramuscular injection 
was followed by relief in from 5 to 15 minutes. The duration of drug action in 
both instances was from one to 3 hours. It was given alone, in combination with 
hyoscine, or in combination with hyoscine and sodium amytal. 

The resultant effects on 200 mothers were as follows: complete amnesia and 
complete analgesia, 7.5 per cent; ahnost complete amnesia and complete 
analgesia, 9.0 per cent; almost complete amnesia and almost complete analgesia, 
37.0 per cent; incomplete amnesia and ahnost complete analgesia, 21.0 per cent; 
incomplete amnesia and incomplete analgesia, 15.0 per cent; and no amnesia and 
no analgesia, 1.5 per cent. There were 9 stillbirths in this series, and the causes 
of death were as follows: pre-eclampsia, 2; syphilis, 1; premature separation of 
the placenta, 3; prolapsed cord, 1; anencephaly, 1; and hydrops fetalis, 1. No 
intrapartum fetal deaths were attributed to the sedation used. Almost im- 
mediate respiration took place in 73.4 per cent of the infants, delayed respiration 
in 21.8 per cent and prolonged resuscitation in 4.6 per cent. In no instance was 
prolonged resuscitation directly attributed to demerol. The sedation routine 
may have had some effect on the infant, since delayed respirations occurred most 
commonly cases where the mothers had had complete amnesia and analgesia, or 
almost complete amnesia and complete analgesia. 

The most satisfactory method of sedation in the present series wms as follows: 
demerol 100 mg., hyoscine gr. xlw with or without sodium amytal gr. 3; repeat 
demerol 100 mg. in one hour, then give demerol 100 mg.- and hyoscine gr. ^ 
every 3 hours or when necessary. In general, the greatest success in providing 
satisfactory pain relief depends upon the brief interval between the first an 
second intramuscular injections. 

Demerol is a synthetic coal tar product with atropine, morphine and papave 
rine-hke properties which gives satisfactory relief from pain during the first an 
second stages of labor. It is safe, and can be given frequently, 
excellent analgesia and sedation, and has a profound antispasmodic e ec . 
Labor is not retarded and infant anoxemia is reduced to a minimum, t 
given more frequently than heroin and can be given quite safely at any 
during the first or second stage of labor. It is of value during delivery w ere 
general anesthetic is contraindicated or not available. 
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nosis of tubal pregnane}'. HoYrever, a negative test does not rule out the pos- 
Eibility of old ruptured ectopic pregnancj'. Peritoneoscopy may aid in the 
differential diagnosis of adifficult case. Colpotomyhas beenavaluable diagnostic 
procedure. 

A correct preoperative diagnosis vras made in 79.4 per cent of the patients, and 
pehic inflammatory disease accounted for 35.5 per cent of the mistaken 
diagnoses. 

Suppiementar}' surgerj' in the management of ectopic pregnancy is not -without 
hazard. The gross mortality rate was 2.6 per cent; the operative mortality -was 
2 per cent. The author believes that immediate operation and timely plasma 
transfusions, together -with the judicious use of chemotherapeutic and antibiotic 
agents, -will go a long -way toward decreasing still further this low mortality rate. 


PREGNANCY IN HYPERTENSH^ DISEASE FOLLOWED BY 
THORACOLUhlBAR SYINIPATHECTOMY YTTH RENAL 
BIOPSY AND COMPLETE RECO'i'ERY 

S. M. Bolthch 

New York State J. Med., 46: 1362-1364, 1946 

The present case is of interest for its uniqueness, the author ha-ring been able 
to find only one case of a pregnancy complicating hypertensive disease -with 
renal biopsj' findings. 

The patient was a 32 year old white primigravida whose expected date of con- 
finement was Feburary 10, 1944. Except for a dilatation and curettage and 
excision of cervical polyps for menometrorrhagia in 1941, the past history was 
negative. The first trimester of pregnane}’" was uneventful; the blood pressure 
was 130/95. Urinalysis was negative for albumin and glucose, blood urea 
clearances indicated normal function, and complete cystoscopic examination 
showed no evidence of urinaiy tract abnormality. The pregnancy progressed 
nneventfully except for the persistence of hypertension, ranging between 140/85 
2nd 150/95. In the 28th week of pregnancy. albuminuria was first noted. This 
increased from slight to marked degree and by December 15, many hyaline and 
grantdar casts appeared. The blood pressure rose to 175/120. Funduscopic 
^^nmmation show'ed no neuroretinitis. The veins were full, but there was no 
arteriovenous nicking. The patient was hospitalized on December 16, and in 
spite of strict diet, complete bed rest and restricted fluid intake, her hospital 
Wurse was characterized by gradually increasing blood pressure, to 235/155. On 
^ecember 26 albuminuria continued, hyaline and granular casts occurred in 
increasing numbers and the patient complained of almost constant pain in the 
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possibility of the later appearance of abnormalities that were not evident during 
the early days of life. 

(See editorial note on Page 811.) 


A TEN-YEAR SURVEY OF ECTOPIC PREGNANCY 
R. C. Ndcci 

Pennsylvania M. J., 49: 953-963, 1946 

The author presents a statistical analysis of 150 consecutive cases of ectopic 
pregnancy. The incidence, on the basis of gynecologic admissions, was 1-46 per 
cent; on the basis of gynecologic laparotomies it was 2.91 per cent. The 
incidence was not found to be higher in the colored race. 

Approximately 75 per cent of the cases occurred in patients between the ages oi 
21 and 35 years. Forty-four patients (29.3 per cent) had not previous y een 
pregnant. Fifteen patients (10 per cent) had not been able to continue 
pregnancies to term. Twenty-four patients (16 per cent) gave a histoiy o 
poraiy sterility. Ten patients (6.6 per cent) had had previous e p 

^^Sirty per cent of the series showed gross evidence of inflan^ation in the un- 
affected tube. Previous abdominal operations had been 3^1 L 

cent of the patients. The author’s observations emphasize rok^ y^ J 

inflammatory disease, previous abortions . jght have 

etiology of ectopic pregnancy. In 4 cases ectopic endome ri 

had some etiologic significance. „,.p„rrine in 92 and 96 

Pain and bleeding were the 2 commonest ^ bleeding and 

per cent of the cases, respectively. The diagnostic triad o p , 

missed or atypical period was present in 70 per in intact 

Blood studies, including sedimentation rates, were esse ^ jn. 

tubal pregnancies, with vanations found to be ue ° abortions lower 

flammatory disease. In ruptured tubal pregnancies a leukocyte 

hemoglobin readings and red blood cell counts prevai , of hemor- 

counts was frequently observed and ;°^!;®^""“Ltdimentation rate was 
rhage and degree of concomitant pelvic infectio . _ inflaniinatoiy 

of aid in differentiating intact tubal gestation from acu p 

*rpdvic,.a.swasnotedin 62.5 per cent of thepatien^" 

in 65 7 per cent. Severe discomfort incident to per cent of 

Z IZl cent. Curettage was of d-g-sti^gn^^^^^^^^^ ,^,3 jbe 

the 49 patients on whom it was Pcrf o™ ' The biSogic test, when evaluated 

same dignostic significance as decidual • materially in the diag- 

in the light of clinical history and pelvic findmgs, can 
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SPONTANEOUS RUPTURE OF THE LR^R IN ECLAAIPSIA WITH 
FATAL HEMOPERITONEUM 

S. Sanes and C. A. Kaminski 
Am. J. Obst. & Gjmec., 62: 325-329, 1946 

The authors present the clinical and postmortem findings in an eclamptic 
patient ulth spontaneous rupture of the liver and massive hemorrhage into the 
peritoneal cavity following induced labor and delivery'. 

The patient, a 26 year old Negro multipara whose expected date of confinement 
was some time in February, 1945, w'as admitted to the hospital on December 25, 
1944, with convulsions. Other complaints included blurring of vision with spots 
before the ey'es and ankle edema. The patient was well-developed and obese 
and the blood pressure was 200/145. No fetal heart sounds were heard. There 
was duUness in both flanks. The ankles showed 4 plus edema. No presenting 
parts could be palpated on rectal examination, and the cervix was not dilated. 
The urine showed a specific grairity of 1025 and 4 plus albumin. 

During her first hospital day the patient continued to have convulsions and 
emesis, and treatment for eclampsia was instituted. On December 26 a sterile 
bougie was inserted through the cendx and the vagina was packed with sterile 
gauze. The membranes ruptured diuing the procedure. Subsequently, the 
patient was given pitocin and convulsions and emesis stopped; the blood pressure 
was 205/130. On December 27, the patient had one strong sustained con- 
traction and precipitated the vaginal pack, bougie and a female infant weighing 
2 pounds, 2 ounces. The secundjnes were expressed completely with the baby. 
Following the precipitate delivery the patient appeared drowsy, diarrhea devel- 
oped and the pulse rate and temperature rose. The uterine fundus was firm. 
Four hours after delivery the patient rapidly became pale and ds'spneic, ab- 
dominal distention developed and the blood pressure was 80/70. She responded 
briefly to treatment for shock, but soon expired. The clinical impression was 
rapid internal hemorrhage.” 

The pathological diagnosis included the following findings: eclampsia, ec- 
lamptic lesions of the liver, subcapsular hemorrhage of anterior and posterior 
surfaces of both hepatic lobes, rupture of capsule of superior surface of left lobe 
of liver, massive hemoperitoneum with blood clots over left lobe of liver and 
hemorrhage of right rectus muscle. 

The authors state that, while it is reasonable to assume that the eclamptic 
lesions of the liver could be the sole cause for the subcapsular hemorrhage and 
capsular rupture, other factors, including convulsions, vomiting and parturition, 
must be considered. Up to, and after the time convulsions and emesis stopped, 
the patient complained of no abdominal pain. The blood pressure remained 
lugh. It was following delivery, with a strong sustained contraction, that the 
patient became drowsy, pulse and temperature rose and diarrhea developed. 
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head. On January 3 she experienced sudden cramp-like uterine pains and 
vaginal bleeding. The blood pressure was 230/150, pulse 120, and fetal heart 
sounds were still present. The impression was partial separation of the placenta, 
and a low-flap cesarean section was performed. The placenta was three-fourths 
separated, one edge being attached to the anterior wall of the lower segment. A 
living, 3-pound, 12-ounce infant was extracted. 

After an immediate drop in blood pressure, the former levels of 180/100 to 
200/120 soon returned and were maintained until the patient’s discharge from 


the hospital. Complete relief from headaches and complete disappearance of 
ankle edema occurred within 48 hours. Albuminuria gradually diminished to 
only a trace. 

Two months postpartum the left retina was found to have a definite exudate 
below the macula, as well as greater nicking of the veins and occlusion in a few 
of the vessels. The patient had intermittent headaches, her blood pressure was 
200/120, and albuminuria and occasional hyaline casts persisted. In spite of 
treatment during the next 3 months, the blood pressure remained between 
200/100 and 230/120 wfith persistent 4 plus albuminuria, hyaline casts, severe 
headaches and nausea. On May 29, 1944, a right thoracolumbar sympa- 
thectomy was performed, and on June 6, the procedure was repeated on the left 
side. During the operation renal biopsy was performed. Pathologic exam- 
nation revealed marked sclerosis of small arteries and arterioles with partial 
obliteration of lumina and sclerosis of glomeruli of various degree, and extensive 
round cell infiltration of the interstitial tissue. The patient recovered unevent- 
fully, and during the next 18 months showed blood pressure levels of 110/80 
to 115/85. No albuminuria or casts were present in the urine, eyeground exam- 
ination was essentially negative and headaches disappeared. 

The author concludes that the pregancy in this case was the causative factor 
in producing the renal vascular lesion which, once established, aggravated te 
existing hypertension and did not subside after the pregnancy terminated. e 
sympathectomy gave relief, if only temporarily. It may be assumed from o 
servations by Smithivick and Castleman that the renal damage after sym 
pathectomies does not progress rapidly. For this effect alone, sympathectomies 
in young women postpartum are well worthwhile. 

It is important, but often very difBcuIt, to distinguish between chrome S 
ulonephritis and pre-eclamptic toxemia. Until now, it was accepts 
clinical conclusive evidence of chronic glomerulonephritis is the eyegrou 
findings of albuminuric retinitis. In this patient the ocular fin mgs . 

the essential hypertensive type and, as proved by the renal biopsy, associ 
with arteriosclerosis of arteries and arterioles with early rena . , 

involvement. One of the distressing features, for the obstetncian, ° 
of disease is the likelihood of intrauterine fetal death or a prema u^e p 
of the placenta with no warning. In addition to the imme a ’ 2 

patients are usually left with permanent renal impairment y P 
figures. 
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HYDATIDIFORM MOLE, WITH SPECIAL REFERENCE TO RE- 
CURRENCE AND ASSOCIATED ECLAMPSIA 

L. C. Chesley, S. a. Cosgrove and J. Preece 
Am. J. Obst. & Gynec., 62: 311-320, 1946 

The case is presented of a patient who had a hj'datidiform mole in her first 
P^egnanc3^ This mole was accompanied by severe pre-eclampsia. Three 
months following the extrusion of the mole, the Friedman test became repeatedly 
positive, after having been negative. No reason ever was found for this. The 
patient then had 3 pregnancies without mole and without toxemia. Two of 
these were characterized by anomalous placentation. Her fifth pregnancy was 
again molar, and with this mole she had eclampsia. Five weeks after the mole 
was expelled she developed signs of chorionepithefioma, and this diagnosis was 
confirmed. The Friedman test was negative at 3 weeks and only weakly positive 
at 5 weeks, despite the presence of the neoplasm. Cystic ovaries occurred with 
both of the moles. 

In a review of the literature the authors have found about 40 cases of recurrent 
bydatidiform mole. Only 5 of these women had normal pregnancies between 
moles. The authors have found 35 cases of probable or alleged eclampsia in 
conjunction with hydatidifonn mole. In the 36 cases, including that reported 
m this paper, there was a mortality rate of 14 per cent. This seems low when one 
considers the mortality rate for mole alone, or for eclampsia alone, during the 
tunes when most of these cases occurred. The ratio of primiparas to multiparas 
IS 2 to 3, which is at distinct variance with the ratio of 3 to 1 in any considerable 
series of eclamptic patients. 

In over 75,000 deliveries at The Margaret Hague Maternity Hospital, there 
have been 57 cases of hydatidiform mole (through 1944), or an incidence of one in 
1321. Cystic ovaries were diagnosed in 4 of these cases. A fetus was present in 
^ cases. There were no maternal deaths. Among the signs and symptoms, 
bleeding occurred in 96.6 per cent. Secondary anemia was observed in 19 
patients. The uterus was larger than to be expected from the period of amenor- 
rhea in 33.3 per cent of cases. It was almost as frequently too small, and some- 
times of the expected size. Pre-eclampsia occurred in 8 cases, and eclampsia in 
°iie, giving a toxemia incidence of 15.8 per cent. Three other patients had 
marked proteinuria. Weight loss was noted in 6 cases. Friedman tests were 
done before evacuation of the uterus in 11 instances and all were positive. 

"^ee of the 57 moles were followed by chorionepithelioma. All of these 
patients were hysterectomized and survived. All patients in the entire series 
dave been followed up for at least a year, and the only untoward postinolar in- 
cident was in a patient who possibly had a second molar pregnancy about 5 
months after discharge. There have been 66 pregnancies subsequent to the 57 
moles, with 87 per cent eventuating in live births. 



OBSTETHICAL AND GYNECOLOGICAL SURVEY 

It is speculated that the subcapsular hemorrhage occurred more or less con- 
comitantly with deliveiy, finally to be complicated by rupture of the capsule 
over the superior surface of the left lobe of the liver with excessive bleeding into 
the peritoneal cavity. 

Abstracts of 5 cases of presumably spontaneous rupture of the liver in preg- 
nancy with hemorrhage into the peritoneal cavity are presented. All 5 instances 
were in eclamptic patients with no definite history of abdominal trauma. Four 
cases terminated fatally; one patient recovered following operation. 3 figures. 


HORSESHOE KIDNEY IN PREGNANCY 

Rudolph Bell 
J. Urol., 66: 159-161, 1946 

In order to ascertain the best advice to give pregnant women who have horse- 
shoe kidney, a questionnaire was mailed to the members of the American Urolog- 
ical Association. The tabulation of answers to the questions included in the 
questionnaire produced the following dath: 

1. Number of patients with horseshoe kidney who have had normal preg- 
nancies, 96. 

2. Number of patients with horseshoe kidney who have had complicated preg- 
nancies but went to full term, 49. 

3. Number of patients with horseshoe kidney who have had labor induced, 8. 

4. Do you consider horseshoe kidney a contraindication to pregnancy? Yes, 
23; no, 117; no opinion, 139. 

The author presents the case of a woman who presented herself early m 
pregnancy with horseshoe kidney. Her last menstrual period had been m 
August, 1939. A urologic investigation was carried out, and in December, 1939, 
and January, 1940, no pus was noted in the urine and the patient appeared wel . 
On March 20, 1940, she returned complaining of severe bilateral lumbar pain, 
fever, chills, frequency of urination and dysuria. Urine from the left kidney 
revealed 4 plus pus and that from the right kidney, 3 plus pus. The patient s 
course was septic and she continued to be very ill; on March 26, 1940, it was 
necessary to induce labor. On April 10 she was discharged from the hospi a 
on urinary antiseptics and supportive medication. Infection continued, an 
on June 4, corrective surgery was performed. When last seen in July , 194 , e 
patient had experienced no further urinary complications, and had had 2 norma 
periods of gestation and parturition since the operation. -j u a 

It is concluded that a high percentage of women with horseshoe kidney ave 
complicated pregnancy, or have to have labor induced, but that horseshoe 
is not a contraindication to pregnancy. 
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epithelioma of the lungs, an enormously enlarged liver filled with metastatic 
nodules, and small metastatic nodules in the spleen. 10 figures. 


DIABETES IN PREGNANCY 

Elisabeth B. Ward 
J. Med. Soc. New Jersey, 43: 267-268, 1946 

The discovery of insulin has altered the incidence of diabetes in pregnancy 
cases, since juvenile diabetics now are more likely to reach the child-bearing age, 
and with insulin, there are fewer cases of sterility and endocrine disorders. To- 
day, wherever there is complete control of the diabetes, maternal risk is largel 3 '- 
elimmated, e.\cept for the danger from toxemia, which occurs 50 times more 
frequently in the diabetic than in the non-diabetic. 

The author points out that glimosuria is not a criterion for diabetes, in that 
it is found in about 66 per cent of normal pregnant women. True diabetic gly- 
cosuria may be determined bj'’ blood sugar determination, tolerance test and the 
usual diabetic sjTnptoms, 

To control the pregnant diabetic complete^’’ requires the utmost cooperation 
between patient and phj'sician. YTute advises a diet continmg 150 to 200 
grams of carboh 3 ’'drate, 2 grams of protein per kilogram of body weight and fat 
jaelding 30 calories per kilogram. Generally, fairly large amounts of carbohy- 
drates are considered admsable because of the excesive excretion of sugar in 
pregnancy. To utilize this carboh 3 ^(irate, protamin zinc insulin is given daily. 
An average of 21 units is suggested for the first trimester and 30 units during the 
second and third. 

In general, the patient should not be allowed to gain more than 2 pounds per 
month in early pregnancy and 3 pounds per month during the last trimester. 
An 3 ’- sudden weight gain is serious, especially in the diabetic, and should be 
prei^ented. 'When a true pre-eclampsia exists, rapid deh 3 "dration by means of 
magnesium sulfate and 50 per cent intravenous glucose is indicated. In addition 
to sudden weight gain, rise in blood pressure to more than 140/90, albuminuria, 
neadache and epigastric pain are danger signs. If the patient does not respond 
to ambulatory treatment, hospitalization should not be dela 3 ’'ed, since in the 
uiahetic toxemias often become rapidly wmrse, and danger to the child is 
peater than in the non-diabetic. Morphine will mask the S 3 Tnptoms of coma 
m the diabetic, and should be avoided. 

W^te, in a recent study of pregnant diabetics, foimd that an abnormal rise of 
i^nononic gonadotrophin after the twentieth week predicts in the diabetic pre- 
mature delivery, stillbirth or neonatal death, and that these accidents are pre- 
sented by continuous estrogen and progesterone therapy. Diethyl stilbestrol 
2s been used for this purpose without side reactions. 

Spontaneous delivery is now generally preferred, but the fetal heart should be 
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CHORIO-EPITHELIOMA WITH HERPES GESTATIONIS; REPORT OF 

A CASE 


J. M. Whitfield, L. Sahth and R. C. Manson 
Virginia M. Monthly, 73 : 257-262, 1946 

The authors’ purpose in presenting this case is to add another report to the 
literature, and to record a group of findings which may add to the already 
accumulated knowledge of one of the unusual types of malignancy. 

The patient, aged 34, entered the hospital on September 25, acutely ill and 
suffering from a diffuse rash which covered the entire body and involved the 
palms of the hands and soles of the feet. Her last menses had occurred April 1, 
but no movements had been felt. She had suffered with marked nausea an 
progressive weakness and had been treated in another hospital for 2 attacks of 
vaginal bleeding. On August 5 three vaginal cysts had been removed; these 

showed no trace of malignancy. j + v, t 

The patient had a 10 year old child and 4 years previously had aborted at aDoui 
the third month of gestation. No fetus was seen at this time and bleeding was 

extensive. _ . 

Examination revealed an emaciated female, vomiting, restless an P • 
Her temperature, pulse and respiration were normal and heart 3-““ ® 

negative. There was a generalized symmetrical papulo-vesicular rash wi 
excoriated and secondarily infected areas. An abdominal mass, ^ , 

uterus, extended 10 cm. above the symphysis pubis. Laboratoiy „ 

a white count of 10,500 and hemoglobin of 64 per cent. These figure S 
changed to show an increasing infection and secondary anemia, 
test on September 1 was reported positive. _ 

A diagnosis of herpes gestationis with missed abortion was m 
decided to internipt the pregnancy per vaginam. Various 
celerate the emptying of the uterus and an x-ray of the utem the 

gestion of fetal form. The existence of a pregnancy no g 

cervix was dilated and portions of a necrotic mass, a determine the 

were removed. No cell structure was found defimte enough to detenm 

nature of the growth. j +L p nhdomen opened. Total 

A diagnosis of chorio-epithehoma was made and the aMo^ performed.' The 

hysterectomy and bilateral salpmgo-oophorectomy 

pathological report showed a tumor ^ ^ solid masses of chorio- 

larged uterus. Both ovanes were cystic, the left show g ^ ^hich was 
epithelioma. Microscopic examination showed ch P abdominal 

kter classified as Grade 3 malignancy. There was no 

metastasis. , „o+;pti+ improved for 2 weeks. 
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glucose tolerance, but have also prevented violent fluctuations in the diabetic 
state. In other words, during the mid-period of the menstrual cycle when 
estrogen in the circulating blood is at its peak, the insulin requirement of this 
patient is much- less than it is near and during the menses when the estrogen 
level is low. Therefore, her insulin requirement was dramatically decreased by 
the administration of estrogen. Moreover, the administration of large doses of 
estrogens has tended to stabilize the diabetic state, as shown by the cessation of 
previously frequent episodes of hjqooglycemia and ketosis. 


HEART DISEASE IN PREGNANCY 

W, B. StROMME and hfATHERINE KcDER 
Am. J. Obst. & G3mec., 62: 264-272, 1946 

In the 37,913 obstetric patients seen in the authors’ clinic in the past 12 years, 
there have been 1138 with heart disease, an incidence of 3 per cent. Seven 
hundred and twenty of these cases are analyzed in the present paper; these 
represent 3.02 per cent of the 23,858 pregnancies cared for from September 1, 
1937 through December 31, 1944. This series is compared with 418 cases seen 
in the previous 5 years. 

According to the New York Heart Association functional classification, 38.48 
per cent occurred in Class I, 44.72 per cent in Class II, 10.69 per cent in Class 
HI) and 1.53 per cent in Class W. The etiologic distribution of heart disease in 
the present 720 cases was as follows: rheumatic, 91.15 per cent; congenital, 
4.31 per cent; hypertensive, 2.22 per cent; paroxysmal tachycardia, 0.42 per 
cent; syphilitic, 0.28 per cent; kyphoscoliotic, 0.14 per cent; and unknown, 
1,53 per cent. 

A histoiy of previous disease was given in 61.80 per cent of the total cases of 
“Curt disease. Rheumatic fever in one or more of its manifestations occurred in 
ell but 2.43 per cent. As would be expected from the preponderance of rheu- 
®atic heart disease, mitral lesions accounted for 78.47 per cent of all valvular 
csions. However, the authors are not convinced that it is more dangerous than 
other valvular lesions. The average length of labor in 260 primiparas with 
heart disease was 20 26/60 hours, and in 332 multiparas 8 47/60 hours as com- 
pared with the normal given by Stander as 18 and 12 hours, respective^. No 
appreciable difference was noted in the length of labor among the various 
cardiac classes. 

Good treatment rests on proper study and evaluation of each patient. Hos- 
pitalization prior to delivery is an important factor in obtaining a low mortality 
rate in cardiac patients, particularly in the severe cases. The greatest dangers 
^re auricular fibrillation and history of decompensation. In comparing the 
^ethods of treatment in the present 720 cases with those in the earlier 418 cases, 

s authors have noted a trend from cesarean section to forceps deliveries, a 
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observed closely throughout labor, and at the first sign of fetal distress, instru- 
mental delivery should be considered. Cesarean section should he done for 
non-diabetic reasons. The newborn must be carefully watched for evidence of 
hypoglycemia and, if necessary, treated by 10 per cent glucose every 2 hours by 
mouth or subcutaneously. Postpartum maternal blood sugars must be watched 
to prevent serious accident, since a change in the insulin requirements often 
occurs. 


THE INFLUENCE OF OVARIAN ACTIVITY AND ADMINISTERED 
ESTROGENS UPON DIABETES MELLITUS: CASE REPORT 

J. H. Morton and T. H. McGavack 
Ann. Int. Med., 26: 154-161, 1946 

The authors cite evidence for an over-all antagonistic a'ction between 
pophysis and the islets of Langerhans. Hypophysectomy results in marked 
improvement in the diabetic state of depancreatized animals, and pennant 
diabetes can be produced by injecting extracts from the anterior pituitary. _ e 
administration of sex hormones in large doses is known to exert a 
action upon the gonadotropic hormone of the anterior pituitary and ^P°“ 
growth, the lactogenic, the thyrotropic and the diabetogenic incretions. 
dence has slowly accumulated which shows that diabetes is favorab Y 
estrogens in sufficient dosage. The frequency of onset or aggravation of (habeas 
at the menopause and its response to estrogenic hormones has , ■ 

several workers. Mazer and Israel emphasize the importance ot emp y 
massive doses, such as 10,000 R.U. every fourth day, in order ° „ tj 

pituitary activity. Spiegelman found that the administration o , ' 

estrogenic hormone twice a week to 9 diabetic women reduce 

^ The case reported in this paper confirms the ability of the 

the insulin requirement in diabetes by the admimstra ion o . • a 

marily, it is of interest because it appears to be the firs function 

human of the inhibitory action of therapeutically umnfiuenc 

upon the diabetogenic principle of the interior pituita^. 

The patient was first admitted to the hospital at the g > 
trolled diabetes. Fluctaatiom in the patonfs men- 

hormone were sufficient to alter her carbohy r ^ menstrual flow 

strual cycle. She uniformly lost tolerance with the on g degree to 

S regLed it at nud-interyal. ^ SfuS to ^ovent 

produce coma with menstruation. If diet and insuUn J 

such a complication and were not changed agam m the midaie 
hypoglycemic shock invariably occu^ed. _ j improved her 

Relatively large doses of estradiol dipropionate have not 
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PREGNANCY IN A UTERUS BICORNIS 

D. W. Robinson 
Brit. M. J., 1: 836, 1946 

A 24 year old prinlig^a^’ida was admitted to the hospital when 38 weeks preg- 
nant. At 12 weeks she had had central abdominal pains, lasting off and on for 
one month, with 7 daj's of vaginal bleeding. At the end of the month she passed 
a small “piece of membrane”. On the day prior to hospital admission, while 
being .v-rayed l3’ing on her abdomen, she had experienced severe colicky abdom- 
inal pain and vomiting. 

On examination, the fetus was found to present by breef:h ; fetal parts and heart 
ivere easily detected. There was tenderness above McBume5’’’s point, with no 
rebound sign. There were shifting dullness in both flanks and tenderness in both 
loins. The os was closed and there was no vaginal bleeding. In 2 hours the 
pulse and temperature were elevated, and a tentative diagnosis of acute appen- 
dicitis was made. 

At operation free blood was found present in the abdominal ca\ity. The 
child’s head laj' among small intestine and was covered with omentum; the 
breech was partially inside a thin membranous sac, which was seen to be the 
ruptured right horn of a bicomate uterus. The child was delivered and the 
nght hom removed. After its removal the uterus was nearty like a normal one 
la shape with both tubes and ovaries in the usual position. But mother and 
child progressed satisfactorily. 


ACUTE POLIOMYELITIS IN PREGNANCY; ITS OCCURRENCE 
according to THE MONTH OF PREGNANCY AND SEX 

OF FETUS 


W. L. Atcock 

New England J. Med., 236: 160-161, 1946 

The author finds that comparisons of the percentage of cases of poliomyelitis 
that occur in pregnant women with the estimated percentage of women of cor- 
responding ages who are pregnant at any given time, as calculated from birth 
^tes, indicate an increased incidence of the disease during pregnancy. In 
lassachusetts in 1945 there were 54 cases of poliomyelitis. Fort3’' of these 
trere checked as to whether or not the patient was pregnant. The expected 
Dumber of cases in pregnanc3'^, calculated on this basis, would be 3.102. Ac- 
tuall3' 10 cases were obsenmd in pregnant patients, 
m the author’s records there are 236 cases in which the month of pregnancy in 
hich the disease occurred is known, and 9 cases in which it occurred within 23 
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greater use of local anesthesia, and an evident liberalization in interruption of 
pregnancies in bad risk cardiacs. Operative deliveries occurred in 29.08 per 
cent of the 720 more recent cases. Therapeutic abortions were performed in 
8.29 per cent of this series, as compared to 2.87 per cent in the earlier group. 

On the basis of the present 7-year study, heart disease was found to be the 
leading cause of maternal deaths at the Lying-In Hospital (24.33 per cent). Its 
prime position may be said to be due to greater success in controlling infection 
and hemorrhage. Compared with the previous 6 years, the maternal mortality 
in cardiac patients has been reduced from 14.18 to 12.64 per 1000 cardiac patients. 
The mortaUty in the unregistered group of patients is 7 times that in the regis- 
tered group. The infant mortality is essentially unaffected by the maternal 
heart disease. 3 figures. 


HYPERTHYROIDISM IN PREGNANCY TREATED 
WITH THIOURACIL 

S. StROUSE AND C. Drabkin 

J. A. M. A., 131: 1494-1495, 1946 

The authors have been able to find reports of less than 10 cases of h^er- 
thyroidism in pregnancy treated with thiouracil so far without any oae 
fects on mother or child. However, since the drug has caused a n^ber o 
phcations, the authors have hesitated to employ thiouracil m such cases, a 
all except the case reported in this paper, they have followed older me 

The^patient, a 33 year old primipara with recurrent 
treated with thiouracil for the last 65 days of ^th an 

0.6 Gm. daily for 28 days, then 0.4 Gm. daily until the day °^^^gbaby 
excellent clinical response. The membranes ruptured ®P°f and 

presented by breech, and she was not m labor; because delivery 

medical indications a low cesarean ^ iient remained weU 

and the postpartum course were uneventful, and the p 

without further treatment. ThP blood organic iodine was 

Clinically, the infant was not quite normal. The 7 )^ and the 

10 micrograms per hundred cubic centimeters P developed into 

cholesterol was 106 mg. Without treatment th thiourea on 

a normal child for its age. Experhnental studies of the effect^^^^ 
pregnant rats indicate the possibihty of da,mage , ^ The present 

Srisfe thyroid hyperplasia and rotardahon oMe^^ 

case report corroborates experimental studies on the possio 
thiouracil in pregnancy. 



PATHOLOGY OF LABOR AND PDERPERIDM 


RUPTURE OF THE UTERUS 

A. H. Dindia and V. J. Tdhcotte 

Ohio State M. J., 42: 736-738, 1946 

Five cases of rupture of the uterus are presented, and these cases occurred 
vrithin a period of 20 months -mthin 4 hospitals. They may be summarized 
briefly as follows: 

Case I: The patient was a 30 j^ear old gravrida IV and para III at term. 
Twenty hours after admission to the hospital she was fully dilated, was taken 
to the deliveiy room and was given 3 minims of pituitrin. A living child was 
delivered in 10 minutes, with considerable blood loss. One hour after delivery 
the patient complained of lower abdominal pain and the pulse was imperceptible. 
She was given o.vygen, ephedrine and 500 cc. of plasma. No diagnosis was made, 
and the patient expired 4^ hours following delivei^'. Postmortem examination 
revealed a transverse laceration, 14 cm. in length, in the lower uterine segment. 

Case II: The patient was a 38 3'ear old gravida W and para IV at term, whose 
membranes had ruptured 4 hours premously. Shortly after admission she began 
to have irregular weak contractions and was given 4 doses of 3 minims of pitui- 
tnn within 4 hours. After the third dose she w’ent into active labor. Five 
hours following the first dose of pituitrin the patient had severe abdominal pain 
and some vaginal bleeding and went into shock; pulse, blood pressure and fetal 
heart tones were unobtainable. One hour following uterine rupture laparotomy 
Was performed with the extraction of a dead infant. There was a rent, 12 cm. 
m length, in the anterior wall of the lower uterine segment. The rent was su- 
hned, transfusion given, and the patient recovered. 

Case III: The patient was a 31 year old gravida VTI and para VI at term; 
he membranes had been ruptured one hour and she was not in labor. Twelve 
ours after admission she was still not in labor and was given 3 minims of pitui- 
frin every half-hour for 4 doses, resulting in the establishment of uterine con- 
tractions. These lasted only one hour and she was given 4 more doses of 3 
™hims of pituitrin. She went into active labor, and 24 hours after the first 
attempt to induce labor she complained of severe lower abdominal pain, became 
cyanotic and dji-spneic, and there was a moderate amount of vaginal bleeding. 

stillborn infant was delivered through the vagina, and shortly thereafter the 
patient went into shock. She was given plasma, adrenalin, coramine and oxy- 
pa, and died 25 hours after the first dose of pituitrin. Autopg^ revealed 2 
acerations, 5 cm. in length, beginning at the upper edge of the cervix and ex- 
cading into the lower uterine segment. 

Case rV : The patient was a 38 year old gravida D'' and para IV at term, 
oaowing admission the contractions became irregular and decreased in in- 
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days after delivery, whicli is within the range of the incubation period of this 
disease. There is no indication of a tendency for the disease to occur at any 
specific period in pregnancy. However, there are indications that there is a 
tendency for the disease to occur in the first trimester in women who are carrying 
a male fetus and in the third trimester in women who are carrying a female fetus. 
Thus, of 42 cases in which both the month of pregnancy in which the disease 
occurred and the sex of the child are known, there were 8 women with male 
infants and one woman with a female infant in the first trimester, equal numbers 
of infants of both sexes in the second trimester, and 15 women with female 
infants and only 4 with male infants in the third trimester. 

Confirmation of these findings would establish a causal relation between 
pregnancy and polionwelitis. Also, it would afford a basis for the elucidation 
of physiologic or endocrine factors involved in poliomyelitis. Furthermore, 
such a biphasic phenomenon may reflect physiologic factors in pregnancy with 
a male or female fetus. 
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agreed that this hormone does produce the action we want in primary uterine inertia if only 
its administration could be rendered safe. Can this be done? 

At the present writing this question must be answered in the negative, but it can be 
rendered much safer (and probably as safe as some of the methods mentioned above) if the 
follorring regulations are rigidly followed: 

1. The case must be one of real uterine inertia, primary in character, with labor practi- 
cally at a standstill and progress nil. 

2. The patient must be actually in labor, not in false or prodromal labor. The only 
valid evidence of true labor is progressive cffacement and dilatation of the cervix. 
Although this process may have come to a standstill, it must have progressed to the extent 
of 3 or 4 cm. dilatation. One of the commonest mistakes in obstetrics is to try to "push” 
labor in patients who are not in labor at all; pituitary extract will only lead to trouble in 
Euch cases. 

3. There must be no mechanical obstruction to easy delivery as attested by every type 
of evidence possible, including x-ra 3 ’' studj’’ of the pelvis and fetal skull. Unless the latter 
IS done an occasional instance of midpelvic contraction or of brow presentation may be 
overlooked. 

4. Patients of great parity (paras 4 and over, let us say) must not be given pituitary 
extract because their uteri rupture more readily than those of women in the lower parity 
brackets. 

5- The condition of the fetus must be good as evidenced by a regular heart beat and 
absence of meconium-stained liquor amnii. A dead fetus is, of course, no contraindication 
to pituitary e.xtract. 

6. The obstetrician must observe and time the first contraction after the administration 
of the drug, and give inhalations of ether if it lasts longer than three minutes. 

7- The initial dose must not exceed J minim. This dosage should not be exceeded unless 
Jt IS clear that no improvement in pains whatsoever ensues. In the latter event it may then 
be increased to 1 minim but under no circumstances should more than 1 minim be given at 
atune. A period of 30 minutes must intervene between injections. 

8. Vfhea in doubt as to whether a given case meets the above criteria, do not give pituitary 

extract. 

Coming back to the above paper it may be noted in the first place that the dosage of 
pituitary e.xtract emploj'ed (3 minims) was 6 times that recommended as the initial dose in 
the foregoing regulations; and secondly, that all four patients who suffered rupture of the 
uterus in labor were Para TV or over, that all were at least 30 and 2 were 38 or more. There 
can be no question but that these patients in the upper paritj'-age brackets are especially 
disposed to uterine rupture from all causes. — Ed.) 

the ASPIEATION OF STOiMACH CONTENTS INTO THE LUNGS 
DURING OBSTETRIC ANESTHESIA 

CtJRTIS L. Mendelson 
Am. J. Obst. & Gynec., 62; 191-205, 1946 

Sixty-six cases of aspiration of stomach contents into the lungs during ob- 
Etetrie anesthesia are analj'-zed. The incidence of this complication was 0.15 per 
cent in 44,016 pregnancies at the New York Lying-In Hospital from 1932 to 
1945. The significant data in the 66 cases are summarized in Table I. The 
incidence of prolonged labor was somewhat higher than that of the total clinic 
population, which is 10 per cent. 
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tensity. She was given 3 minims of pituitrin at 20 minute intervals for 3 doses. 
Une hour after the first dose she went into active labor, complained of severe 
abdominal pain pd had a moderate amount of vaginal bleeding. She became 
cyanotic with a weak and rapid pulse. Adrenalin, caffeine, sodium benzoate, 
coramme and_ oxygen were given. The patient expired 3 houre after the first 
dose of pituitrin. Necropsy revealed a rent, 12 cm. in length, extending to about 
3 cm. distal from the lower uterine segment. 

Case V: The patient was a 30 year old gravida III and para III at term. 
Four hours after admission she was delivered spontaneously of a living child, 
and following delivery she received 1 cc. of pituitrin. The placenta failed to be 
delivered, and a gloved hand inserted into the uterus found the placenta ad- 
herent to the fundus and a rent in the left side of the uterus. The patient went 
into shock, and after this was treated a total hysterectomy was performed. 
The patient recovered. The rent extended from the lower uterine segment to 
the external os of the cervix. 

DeLee has stated that the indiscriminate use of posterior pituitary preparation 
is one of the 4 major causes for the persistently high maternal and fetal death 
rates in the United States. It is noteworthy that in 4 of the present cases 
pituitrin was used during the first or second stage of labor. The authors con- 
clude that the prognosis is influenced by the amount of time elapsing between 
rupture and the establishment of proper treatment. 1 figure. 


(Rupture of the uterus due to pituitary extract is not a condition which practitioners 
rush to put into print, and as a result the recorded cases of this accident represent only a 
small fraction of those wiiich actually occur. This forthright paper is therefore most 
welcome. 

There is an authoritative body of opinion which maintains stoutly that pituitary extract 
should never be given in the first and second stages of labor and the validity of this teaching 
is well attested bj'' such cases as are reported above. However, uterine inertia also takes its 
toll in terms of intrauterine infection, maternal exhaustion, Duhrrsen’s incisions and 
cesarean section; and every obstetrician when confronted with a case of intractable primary 
inertia, has felt the need for a dependable but safe uterine stimulant. The many attempts 
to moderate the action of pituitary extract, such as Hofbauer and Horner’s nasal pituitrin, 
thymophysin and Dieckman’s pit-sulfonate all point to the fact that such a need does e-xist. 

What are we to do when faced with a stubborn case of primary uterine inertia, a case in 
which there is no disproportion but in which, after countless enemata, walking, etc., have 
failed, and hours and even days go by with the cervix still stationary at 3 to 5 cm.,— a 
because of poor pains.? Obstetricians would answer this question in various ways, some 
would advise more time, perhaps with intravenous fluids occasionally and morphine now 
and then to provide periods of rest; others might try calcium gluconate possib y, a ew 
might lean to Duhrrsen’s incisions provided the cervix is 6 cm. or more dilated; w i e si 
others would consider cesarean section. All these obstetricians would regard their pro^ 
as safer than pituitary extract and, as indicated above, their fear of this oxytocic is 

^ On the other hand, there is a group— a much larger group than is generally 
would employ pituitary extract in such a case. And what are *o say to * ^,^3 

everlastingly the use of pituitary extract before the '«rth of the because 

taken by the late Dr. DeLee and others but has proved of dubious extract ' 

there are too many practitioners who have had too many good results P . be 
(and too few accidents) for any such general ban to be acceptable. M 
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picture was invariably that of obstruction as observed in the human, regardless 
of whether acid or neutral material was used. Complete obstruction caused 
suffocation and incomplete obstruction produced massive atelectasis. 

Following aspiration of liquid containing hydrochloric acid the animals de- 
veloped a syndrome similar in many respects to that observed in the human fol- 
loTving liquid aspiration. Cyanosis and labored respirations developed im- 
mediately, but death often ensued within minutes to hours. The pathologic 
findings indicate that this S3Tidrome is due to the irritative action of hydro- 
chloric acid, which produces bronchiolar spasm and a peribronchiolar exudative 
and congestive reaction. Following aspiration of neutral liquid, the animals 
went through a brief phase of labored respirations and cyanosis, but within a few 
hours were apparently back to normal. 

The author concludes that gastric retention of solid and liquid material is 
prolonged during labor, and that aspiration of vomitus into the lungs maj'^ occur 
while the laryngeal reflexes are abolished during general anesthesia. Bronchial 
configuration favors right-sided aspiration. However, massive aspiration 
readily involves both lungs. Aspiration of solid material produces the classical 
picture of laryngeal or bronchial obstruction. Aspiration of liquid produces an 
apparently hitherto unrecognized asthmatic-hke syndrome with distinct clinical, 
roentgenologic and pathologic features. 

^piration of stomach contents into the lungs is preventable. The dangers of 
this complication as an obstetric hazard may be avoided by: (a) withholding oral 
feeding during labor and substituting parenteral administration where necessary; 
(b) wider use of local anesthesia where indicated and feasible; (c) alkalinization 
of, and emptying the stomach contents prior to the administration of a general 
anesthetic; (d) competent administration of general anesthesia with full ap- 
preciation of the dangers of aspiration during induction and recovery; (e) 
adequate delivery-room equipment, including transparent anesthetic masks, 
tiltable delivery table, suction, larjmgoscope, and bronchoscope; and (f) dif- 
ferential diagnosis between the two syndromes described and prompt institution 
of suitable therapy. 20 figures. 
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The character of the aspirated material was recorded [in 45 cases; in 40 cases 
it was liquid and in 5 it was solid. The 5 patients who aspirated solid material 
exhibited obstructive reactions. Three of these had complete obstruction; 2 
died of suffocation and the third recovered after coughing up the obstracting 
material. These 5 patients exhibited the classical picture of massive collapse 
with cyanosis, tachycardia, dyspnea, evidence of mediastinal shift and con- 
solidation. A very diiEferent type of reaction was observed in the 40 patients 
that aspirated liquid material. This type of reaction is similar to an acute asth- 


TABLE I 


Analysis of 66 cases of aspiration 
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Chest pathology. 



51 

77% 




0 

0% 



20 


30% 

Morbidity. 


8 





6 





... 2 





.... 12 



Chemotherapy, 
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matic attack. Cyanosis, tachycardia reVealed numerous 

aiassive atelectasis or medi^tinal shift. ^ ^ere common, 

wheezes, rales and ronchii. High pulse f^^^P' ^ionaUy culminated in 
Evidence of cardiac failure frequently appeared, and occasiona y 

^^seXfof aX"^! experiments were , 
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to the practice prevailing in manj’' countries, notification in England and Wales 
does not mean notification of proved gonococcal cases, but of purulent conjunc- 
tivitis from any cause. This is important, since other organisms than the 
gonococcus may be equall}'- responsible for disastrous results. 

Early results with the sulfonamides were somewhat confusing, as the deriva- 
tives at that time were not devoid of toxicitj’- and were not so effective against a 
variety of causal organisms as the later ones. By 1940 the position had clar- 
ified sufficiently to permit the routine use of oral sulfonamides in cases of oph- 
thalmia neonatorum. In a preliminary series of 273 cases treated at IfTiite Oak 
Hospital with sulfapjrridine, 61.9 per cent of the infants were cured within 8 days, 
as compared with 15.2 per cent of those treated vith classical methods. A 
second series of 333 cases treated with more standardized dosage showed a con- 
siderable proportion with clinical cure within one to 3 days. Ultimately, sul- 
famethazine was chosen as the standard drug. In no case did comeal compli- 
cations arise during the course of treatment. Of 20 babies admitted vith comeal 
nlceration, in onl 5 '’ 3 was the residual scar sufficiently dense to arouse fear as to 
fhe ultimate state of vision. 

Penicillin therapy proved remarkably successful. ISTiere the sulfonamides 
cleared the condition within days, penicillin cleared it within hours. The most 
consistent results are obtained when the concentration of penicillin is 2500 units 
per cc. Equallj' important is the frequency of application; in the last 72 cases 
treated at White Oak Hospital, penicillin has been instilled at inteiwals of one 
iMute and usually all pus can be suppressed within 30 minutes. Thereafter, a 
simple conjunctivitis remains which heals within 2 to 3 da 5 ''s. 

The author discusses the etiology and prevention of ophthalmia neonatoram. 
Hi a series of 737 consecutive cases admitted to UTiite Oak Hospital, only 180 
■'rere found to be caused by the gonococcus. Various staphylococci were re- 
sponsible for 271 cases, bacilli for 119 cases, and streptococci, pneumococci, and 
other coecal organisms for a small quota of cases. In 126 cases no organism 
found. It appears that some 15 per cent of all cases are vims in origin. 
Thus, while the Credd procedure, compulsory notification and recent develop- 
ments in chemotherapy have diminished the significance of ophthalmia neonato- 
^,it is now important to study intensively the various maternal infections that 
may lead to the affection and, through public health machinery, to provide 
adequate antenatal treatment of such infections. 


OPHTHALMIA NEONATORUM— A HISTORICAL RESUME AND 
PRESENT STATUS IN THE UNITED STATES 

Harry Wain 

Sight-Saving Rev., 16: 196-201, 1945 

^^le accurate descriptions of gonorrhea as a genital disease exist in our 
earliest medical records, Httle or no mention is made of either gonorrheal or any 
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OPHTHALMIA NEONATORUM IN ENGLAND, 188A-19M 

Arnold Sohsby 

Sight-Saving Rev., 16; 187-195, 1946 

A survey conducted by the Ophthahnological Society of the United Kingdom 
in 1884 showed that between 30 and 41 per cent of inmates of schools and in- 
stitutions for the blind had been blinded by ophthalmia neonatorum. In 1922 
the Ministiy of Education found that 28.5 per cent of children at schools for the 
blind were blind from this affection. A parallel investigation in 1944 showed 
that ophthalmia neonatorum was responsible for only 9.2 per cent of blindness. 
Thus, while there was some decline in the incidence of blindness from ophthalmia 
neonatorum between 1884 and 1922, there was a considerably large decline be- 
tween 1922 and 1944. Between 1941 and 1944 only 3 infants are known to have 
been blinded from this condition in England and Wales. 

The author credits the decline of blindness from ophthalmia neonatorum to 
3 factors. First was the application of the Cred6 technique which was developed 
in the eighties of the past century. Second was the formation of a movement by 
ophthalmic surgeons and local authorities to provide adequate facilities for 
treatment. In 1914 a statutory order made ophthalmia neonatorum a notifiable 
disease, imposing upon local authorities the obligation of seeing that adequate 
treatment was available for affected infants. There is much to indicate that it 
was this statutory enactment which initiated the decline in the incidence of 
ophthalmia neonatorum. The average number of babies reported blind from the 
disease in England and Wales per year during the period from 1934 to 1937 was 
7. Blindness from this condition was thus reduced from a mass problem to 
occasional tragedies. However, that ophthalmia neonatorum was still a for- 
midable affection is seen from the fact that impaired vision resulted in an average 
of about 31 infants per year from 1934 to 1938. 

The almost total elimination of blindness from ophthahnia neonatorum today 
is attributed to the use of the sulfa drugs and penicillin in treating the disease. 
The influence of such therapy began to exert itself in about 1940 when the su 
fonamides replaced classical methods of treatment, reducing the duration o 
ophthalmia neonatorum from weeks to days, greatly eliminating the chance o 
corneal involvement. , , 

In the Order of 1914, making ophthalmia neonatorum notifiable, the conaraou 

was defined as a “purulent discharge from the eyes of an nflant 
within twenty-one days from the date of its birth.” j at- 

modified, w'hen the duty of notification was laid e.xclusiyely on the 
tendant; the duty of a midwife was now to summon medical assis an 
of “any inflammation or discharge from the eyes, however shght. 
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states. These laws var>' in different states, but in general they require the 
reporting of cases, free distribution of silver nitrate and the use of preventive 
drops. According to 1945 statistics, all 48 states and the District of Columbia 
require the reporting of cases, and all but 2 require the use of a prophylactic in 
the eyes of the newborn. 

For years, the treatment of ophthalmia neonatorum was difficult and uncer- 
tain. With the advent of the sulfa drugs, treatment was greatly unproved, and 
the discovery of penicilhn has revolutionized the treatment so that now a cure is 
quick and simple if penicillin is used in time. 

Thus, ophthalmia neonatorum, once responsible for 30 per cent of all cases of 
blindness, is now responsible for only 2.4 per cent of blindness. However, to be 
absolutely safe from the danger of blinding gonorrheal ophthalmia, gonorrhea 
itself must be eradicated. Even if the prophjdactic drops are used, an infected 
mother may carry infection to the child after birth by means of contaminated 
fingers or washcloths. To eliminate the hazard of ophthalmia neonatorum, 
whether caused b}' the gonococcus or an}’- other organism, it will be necessary to 
conquer these germs. 


OPHTHALMIA NEONATORUhl 
A. SOBSBY 

Practitioner, 167: 6&-68, 1946 

Most series of cases of ophthalmia neonatorum show that the condition is 
caused bj' a great variety of organisms, and often the gonococcus is not the 
predominant causal organism. It was responsible for about 25 per cent of 737 
cases referred to in this paper, while Staphylococcus aureus accounted for about 
35 per cent and the meningococcus, pneumococcus, streptococcus and other 
coccal organisms each contributed a small percentage. Bacilli were responsible 
for about 20 per cent. In some 10 to 20 per cent of cases no micro-organism can 
be found, and these are examples of ophthalmia neonatorum due to a ^drus in- 
fection. While this virus has not been isolated in culture, its existence has been 
demonstrated by animal inoculation, and by the presence of inclusion bodies in 
the coniunctival epithelium— a finding responsible for the designation of inclusion 
ophthalmia neonatorum, or inclusion blenorrhea. 

The essential measure of prophylaxis in this affection is the treatment of 
oiatemal infection during pregnancy. The more immediate method of prophy- 
laxis associated rvith the name of Credd is immensely valuable, but has distinct 
fiuntations. The author recommends that 20 per cent argyrol be instilled into 
the baby’s eyes rather than 1 per cent silver nitrate. 

Two alternative procedures are available in the modem treatment of 
ophthalmia neonatomm: sulfonamide therapy and penicillin therapj’’. The 
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Other type of ophthalmia neonatorum. However, Aetius, writing in about the 
year 500, mentioned ophthalmia neonatorum in his system of medicine. It took 
a long time to discover that gonorrhea was a cause of ophthalmia neonatorum. 
In 1750, S. T. Quellmatz discovered the cause to be in the vaginal discharge of 
the mother at the birth of the child, but unfortunately this discovery was not 
accepted. In 1807, Dr. Benjamin Gibson of England reported his observations 
that the child's eyes were infected from the mother’s gonorrheal condition. He 
advised: (1) remove the disease, if possible, in the mother during pregnancy; 
(2) if this cannot be done, remove artificially as much of the discharge as possible 
from the vagina at delivery; and (3) at aU events, pay particular attention to the 
child’s eyes, washing them immediately after delivery. 

Other workers proved experimentally that ophthalmia neonatorum was com- 
monly caused by gonorrhea. Vetch, in 1820, inoculated the canal of the penis 
in a male patient with pus from a baby’s eyes and produced gonorrhea. Pauli 
of Landau, in 1854, introduced pus from a baby’s eyes into the vagiiia of a 
prostitute and produced gonorrhea. However, the truth was accepted slowly, 
and it was not until 1879 when Albert Neisser of Breslau, Germany, discoverer 
of the gonococcus, announced that gonorrhea germs were requently to be found 
in the secretions from “babies’ sore eyes”, that it was proved conclusively that 
the gonococcus was a blinder of babies. 

One of the greatest triumphs of preventive medicine was achieved by Dr. 
Karl Sigmund Franz Cred6, professor of obstetrics and gynecology at the 
University of Leipsig, Germany, who, in the years from 1880 to 1882, systema-' 
tized and published a method of preventing this disease. In his own words, the 
method was as follows: “The eyelids were gently separated by an assistant, and 
by means of a glass rod a single drop of the solution (2 per cent silver nitrate) was 
placed in each eye. For twenty-four hours after the application, the eyes were 
cooled by means of a linen fold, soaked in salicylic acid (2 : 100) laid over them. 

In Credd’s hospital in the year 1874 there were 323 births with 45 cases of 
gonorrheal ophthalmia, or 13.6 per cent, and, in 1882, in 260 births where the 


method was used, only one case developed, or 0.5 per cent. 

Ignorance, carelessness and prudery on the part of doctors, midwives and t e 
public held back the universal use of Credd’s method. Many doctors who use 
the method on charity patients were hesitant to use it on their private patien s, 
lest they imply that their patients had gonorrhea. The slowness with whic ^ e 
medical profession adopted Credd’s method is revealed by an investigation in 
Boston in 1909 (27 years after Credd’s demonstration of his method), 
doctors visited who had large obstetrical practices, only 27 always use a pm 
phylaxis, 40 seldom used any, and 28 never used a recognized preventive. - 
situation was even worse where a midwife attended; 9 out of 10 mi ,, 

incompetent and unclean, yet, in 1904, records showed that 86 per cen 
reported births in the United States were attended by ™dmves. 

Legislation for the control of ophthalmia started in . wig. 

York State in 1890. Dr. Lucien Howe was a leader in J other 

lation, and the law became known as the Howe Law, and was c p 
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states. These laws vai^' in different states, but in general they require the 
reporting of cases, free distribution of silver nitrate and the use of preventive 
drops. According to 1945 statistics, all 48 states and the District of Coluinbia 
require the reporting of cases, and all but 2 require the use of a prophylactic in 
the eyes of the newborn. 

For years, the treatment of ophthalmia neonatorum was diflScult and uncer- 
tain. With the advent of the sulfa drugs, treatment was greatly improved, and 
the discovery of penicillin has revolutionized the treatment so that now a cure is 
quick and simple if penicillin is used in time. 

Thus, ophthalmia neonatorum, once responsible for 30 per cent of all cases of 
blmdness, is now responsible for onl}’’ 2.4 per cent of blindness. However, to be 
absolutely safe from the danger of blinding gonorrheal ophthahma, gonorrhea 
itself must be eradicated. Even if the prophylactic drops are used, an infected 
mother may carry infection to the child after birth by means of contaminated 
fingers or washcloths. To eliminate the hazard of ophthalmia neonatorum, 
whether caused by the gonococcus or any other organism, it will be necessary to 
conquer these germs. 


OPHTHALMIA NEONATORUM 
A. SOBSBY 

Practitioner, 167: 66-68, 1946 

Most series of cases of ophthalmia neonatorum show that the condition is 
caused by a great variety of organisms, and often the gonococcus is not the 
predominant causal organism. It was responsible for about 25 per cent “ ' 
cases referred to in this paper, while Staphylococcus aureus accoimted for about 
35 per cent and the meningococcus, pneumococcus, streptococcus and other 
coccal organisms each contributed a small percentage. Bacilli were responsible 
for about 20 per cent. In some 10 to 20 per cent of cases no micro-orgamsm can 
he found, and these are examples of ophthalmia neonatonm due to a 
fection. While this virus has not been isolated in culture, its existence has been 
demonstrated by animal inoculation, and by the presence of inclusion bodies m 
the conjunctival epithelium— a finding responsible for the designation of mclusion 
ophthalmia neonatorum, or inclusion blenorrhea. ^ ^ .if 

The essential measure of prophylaxis in this affection is the trea men o 
hiatemal infection during pregnancy. The more immediate method o prop 3 
faxis associated with the name of Crede is immensely valuable, but has distmet 
limitations. The author recommends that 20 per cent argyrol be instilled mto 
the baby’s eyes rather than 1 per cent silver nitrate. 

Two alternative procedures are available in the modem treatment o 
ophthalmia neonatorum; sulfonamide therapy and penicillin therapy. T e 
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sulfonamides are useless when applied locally, but are highly effective by mouth. 
Sulfamethazine, 0.25 gm., is given as the initial dose and administration is con- 
tinued in doses of 0.125 gm. every 4 hours, day and night, until 48 hours after a 
clinical cure is obtained. With this treatment, swelling of the lids generally 
subsides within 12 hours, and purulent discharge disappears within 24 hours. 
Some 40 per cent of cases are cured within 3 days, and 90 per cent are cured with- 
in 8 days. 

Unhke the sulfonamides, penicillin remains effective in the presence of pus and 
may be given locally; furthermore, cures are even more rapid and dramatic with 
penicillin than with the sulfonamides. Two drops of penicillin, 2500 units per 
cc., are instilled into the eye every minute for 30 minutes. The drops are con- 
tinued at 5'minute intervals for half an hour. Thereafter, penicillin is continued 
at half-hourly intervals for 6 hours, then at hourly intervals for 12 hours. As a 
rule, the eyes are normal by this time. 

A striking feature of both sulfonamide and penicillin treatment is their ef- 
ficiency over the entire range of causal organisms, including the virus of oph- 
thalmia neonatorum. Gonococcal cases respond somewhat more quickly than 
non-gonococcal cases to oral sulfonamide treatment, and those due to diphthe- 
roids possibly respond rather less readily to local penicillin therapy than the cases 
due to other organisms. 


THE EARLY FAILURE OF BREAST FEEDING; A CLINICAL STUDY OP 
ITS CAUSES AND THEIR PREVENTION 


Harold Waller 


Arch. Dis. Childhood, 21: 1-12, 1946 


The main principle set forth in this paper is that the successful start of bre^t 
feeding depends on milk pressure ivithin the breasts not rising to an excessive 
height. If the pressure does rise, and if it is not speedily lowered, there results a 
rapid decline in milk production because of alveolar distension and compression 
of the secreting cells. The author claims that this is the chief reason for t e 
statement by so many women that their milk fails soon after they get up mm 


childbed. ., i 

The relative lack of statistics on the duration of breast feeding and on e^ i 
cause for failure is pointed out. A recent British government ^ 

quoted as saying that about 80 per cent of babies leave the hospital ^ ° ^ , 

fed and that 95 per cent of the babies born on the district are wholly rea 
when the midwife leaves. Whether the infants are home or hospital bom, 
appears that only some 50 per cent are breast fed at the end of 3 ^ 

per cent at the end of 6 months. In a group of 436 , ^8 per 

consecutively at infant welfare centers in East London it was foun 
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cent had ceased to breast feed by the end of one month, 38 per cent before 2 
months, and 42 per cent before 3 months, the majority therefore ceasing in the 
first 2 months. 

The frequency of high milk pressure at the beginning of the first lactation is 
attributed generally to certain anatomic defects of the nipples and the tenninal 
ducts, a claim for which there is ample clinical evidence but which needs con- 
firmation by other and more e-xact means. 

The author describes a controlled experiment which tests this hypothesis. 
One hundred women were prepared for their first lactation as “pupils” and 100 
other women Een''ed as “controls”. The pupils were taught the daily manual 
removal of colostrum during the last 3 months of pregnancy; the control group 
did not emploj^ this practice, but otherwise the treatment during the lying-in 
period was identical for the 2 groups. E.xcessive milk pressure occurred in 25 
per cent of the pupils and in 56 per cent of the controls. At the end of 6 months 
83 per cent of the former were still successfully breast feeding, as compared with 
only 42 per cent of the latter. For this result it is suggested that the preliminary 
removal of colostrum facilitated the initial outflow of milk by stretching and en- 
larging the terminal part of the duct system. 

The method of manual expression taught to the pupils consists of 2 separate 
movements. The first is a compression of the whole breast with both hands, 
starting as its margins and continuing to the areola. This is repeated 10 to 12 
times to impel colostrum from the finer into the larger ducts and lacteal sinuses. 
The second movement, designed to empty the sinuses, consists of repeatedly 
pinching the sinuses between thumb and forefinger. 

Since the ex-periment reported above, the preparatory technique has, as far as 
possible, been taught to aU primigravidae and to those who have had experience 
of lactation difficulties. Replies to a questionnaire sent to 300 primiparae 
delivered consecutivelj'" in the early months of 1945 showed that 79.3 per cent 
were fully breast feeding at 6 months. In 5 per cent of the series stilbestrol was 
used to control milk tension. 5 figures. 


penicillin in the TEEAThlENT OF NEONATAL SEPSIS 

F. M. B. Aelen, J. E. Mokison and W. R. Rutherford 
Arch. Dis. Childhood, 21: 19-22, 1946 

A diagnosis of neonatal sepsis was made in 71 cases and every alternative case 
Was treated with both penicillin and sulfadiazine. The remaining cases, which 
Eemd as controls, received sulfadiazine alone. A study of the 61 cases which 
were suitable for analysis failed to show that penicillin increased the recovery 
^ate, or influenced either the duration of the illness or the severity of decline in 
body weight. 
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In certain well-defined conditions, such as staphylococcal infections, and 
probably in some cases of primary bacterial pneumonia, penicillin possesses some 
advantage over sulfadiazine. However, it would seem that the organisms 
responsible for much of the sepsis in the newborn are no more responsive to 
penicillin than to sulfadiazine. 

In regard to respiratory infection, which was present in a high incidence of 
cases, it would be assumed that, if the bacteria concerned were pathogens derived 
from the respiratory tract of adults, a high proportion would be sensitive to 
penicillin. It is possible, however, that the organisms are derived from the 
normal flora of the nose and throat of the newborn, and that toxins acting on 
immature structures, associated virus infection or some other factors, depress 
the normal defense mechanisms which include the protective reflexes guarding 
the respiratory tract. 

A few cases, chiefly of staphylococcal infection, were thought to benefit in a 
further group of 18 cases treated without controls. In this group of cases which 
responded to penicillin the infections resembled those of later childhood or adult 
life which are amenable to penicillin. 


'CONGENITAL CARDIAC DEFECTS ASSOCIATED WITH 
MATERNAL RUBELLA 


L. P. WiNTERBOTHAM 

M. J. Australia, 2: 16-19, 1946 , 

At the Blind and Deaf School of ^Brisbane in 1945 there were 121 pupils on the 
roll; the number of new pupils entered each year averages 7, but last year a 
sudden influx occurred when 48 new pupils (bom in 1938) were enrolled. A 
history of maternal rubella was obtained in 34 cases. Of the 121 children on t e 
roll, 116 were available for investigation. None of the blind children examine 
had any heart lesion, but of 109 deaf children, 19 w'ere so affected (17.4 per cent). 

Those with cardiac defects may be classified as follows: (1) 11 of ^ ® 
noted above, with a history of maternal rubella; (2) 8 of 75, in whom 
of mbella could be obtained; (3) 12 of 47 children bom in 1938; (4) 5 of 43 cM- 
dren bom before 1938; (5) 2 of 19 children bom after 1938. 

The 2 principal outbreaks of rubella in Queensland in recent years occurre 
1937 and 1940. There was a considerable increase in the number of cases 
congenital deaf-mutism in 1938, and an increased number of deaf children o 
in 1941 are now registering at the School for Blind and Deaf Children, m la 
deaths from congenital heart disease reached the highest figure so lar r 

for Queensland. ^ ruimber of child- 

In New South Wales there was a tremendous increase m the num 

tot from school because of rubella iu 1910, this comedes wrth . laW 
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increase in the number of admissions to the New South Wales school for the deaf 
of children born in 1941. 

In Victoria there was considerable increase in the number of admissions to the 
school for deaf children whose birth occurred early in 1941. There were epi- 
demics of rubella during 1939 and 1941. In both years increases in infantile 
cardiac mortality occurred. 

Epidemics of rubella are stated to recur ever}’’ third or fourth jmar, and it is 
a remarkable fact that practically every fifth year for the past 42 years there has 
been a wave of increase in the number of deaf children occurring in Queensland. 

The author suggests that valuable e'v’idence could be collected if head teachers 
of state and denominational primary schools obtained from parents enrolling their 
children information as to whether the mothers whose period of pregnancy 
corresponded with rubella epidemics had contracted this disease during the first 
4 months of pregnancy. Such information concerning healthy children would be 
valuable, and subsequent examination of such children should be made with 
particular reference to the cardiac s 3 ^stem and intelligence quotient. 


TETANUS OF THE NEWBORN. TWO CASES 
CURED WITH PENICILLIN 

R. C. Negro and M. Todosa 
Arch, de pediat. d. Uruguay, 17: 289-303, 1946 

Tetanus of the newborn, caused by Clostridium ieiani, is now rare, due to 
modem methods of obstetric asepsis, but it is still frequent in some countries 
where unsanitary conditions prevail. The portal of entry for the microbe is 
usua% the umbilical cord; infection ma 3 ’- foUow birth injuries, circumcision 
Wounds or vaccination scarifications. When the umbilicus is the portal of entry, 
there are frequently pyogenic organisms which result in mixed infection and 
local mflammation. 

The duration of the incubation period is usually from 3 to 10 da 3 m. Rest- 
lessness, irritability and cr 3 'ing precede the muscular contractions, which are the 
mam symptom. Trismus is alwa 3 >-s present, becoming more pronounced and 
persistent. Later, the contracture becomes generalized, advancing to the trunk, 
extremities and abdomen. The contracture increases and occurs in attacks of 
vai 3 'ing duration. During these attacks the child presents opisthotonus, red- 
dening of the face, white froth at the mouth, accelerated pulse and respirations, 
^ad sometimes apnea. The temperature may or may not be elevated. Usually 
there is evidence of umbilical infection. Although recovery may occur, death 
due to asphyxia, inanition, or infectious complications is the rule. 

The prognosis is grave; mortality rates vary from 56.6 to 100 per cent. The 
onger the incubation period, the more favorable the outlook. A high temper- 
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In certain well-defined conditions, sucli as staphylococcal infections, and 
probably in some cases of primaiy bacterial pneumonia, penicillin possesses some 
advantage over sulfadiazine. However, it would seem that the organisms 
responsible for much of the sepsis in the newborn are no more responsive to 
penicillin than to sulfadiazine. 

In regard to respiratory infection, which was present in a high incidence of 
cases, it would be assumed that, if the bacteria concerned were pathogens derived 
from the respiratory tract of adults, a high proportion would be sensitive to 
penicillin. It is possible, however, that the organisms are derived from the 
normal flora of the nose and throat of the newborn, and that toxins acting on 
immature structures, associated virus infection or some other factors, depress 
the normal defense mechanisins which include the protective reflexes guarding 
the respiratory tract. 

A few cases, chiefly of staphylococcal infection, were thought to benefit in a 
further group of 18 cases treated without controls. In this group of cases which 
responded to penicillin the infections resembled those of later childhood or adult 
life which are amenable to penicillin. 


'CONGENITAL CARDIAC DEFECTS ASSOCIATED WITH 
MATERNAL RUBELLA 


L. P. WiNTERBOTHAM 
M. J. Australia, 2: 16-19, 1946 . 

At the Blind and Deaf School of ^Brisbane in 1945 there were 121 pupils on the 
roll; the number of new pupils entered each year averages 7, but last year a 
sudden influx occurred when 48 new pupils (bom in 1938) were enrolled. A 
history of maternal rubella was obtained in 34 cases. Of the 121 children on the 
roll, 116 were available for investigation. None of the blind children examine 
had any heart lesion, but of 109 deaf children, 19 wmre so affected (17.4 per cent). 

Those with cardiac defects may be classified as follows: (1) 11 of the 34 e 
noted above, with a history of maternal rubella; (2) 8 of 75, in whom no 
of rubella could be obtained; (3) 12 of 47 children bom in 1938; (4) 5 of 43 chil- 
dren born before 1938; (5) 2 of 19 children bom after 1938. 

The 2 principal outbreaks of rubella in Queensland in recent years occurre 
1937 and 1940. There was a considerable increase in the number o cases o 
congenital deaf-mutism in 1938, and an increased number of deaf children o 
in 1941 are now registering at the School for Blind and Deaf Children. ° , 

deaths from congenital heart disease reached the highest figure so ar r 

^°l^New South Wales there was a tremendous increase m fte number of cMd 
ren absSt from school because of mbella in 1940; this comcidcs with a large 



OPERATIVE OBSTETRICS 

DISPUTED INDICATIONS AND TECHNICS FOR CESAREAN SECTION 

E. G. Waters 

New England J. Med., 234; 849-853, 1946 

It is the purpose of this paper to discuss the most frequently disputed in- 
dications for cesarean section, and to state the position currently amve a in 

respect to them and to the technics preferred. _ _ 

In the author’s clinic, obvious fetopehdc disproportion in pmmparas raises 
no dispute as to elective cesarean section, but these cases form a distiimt minon 
The majority of cases constitute the “borderline pelvis group. it regar 
for those factors which cannot be determined in advance of labor (size,_ shape 
and moldabilitj- of fetal head, physiologic relaxation of pehnc joints, thictoess 
and tension of nonosseous pelvic structures, character of uterine con rac ions, 
time factor in dilatation and effacement of the cervix, etc.), su cien a or is 
allowed to borderline cases to permit the primiparous patient to demonstrate her 

capability for vaginal deliverJ^ , . v • -u 

Cesarean section is no longer performed in cardiac cases unless there ^ an ob- 
stetric indication for the operation. The incidence of decompensation has been 
reduced from 22.3 to 2.6 per cent, and the mortality from 3.5 to 0.6 per cent, 
largely through competent medical care and the elimination of operative mter- 

ference for other than obstetric indications. r , , i <. 

In regard to abruption of the placenta or premature separation of the placenta, 
cesarean section would not be indicated in a multiparous patient wi^ an effaced 
cervis approaching full dhatation or in any patient with shock or hemorrhap, 
without first re-establishing blood volume, overcoming anoxia and combatmg 
shock. On the other hand, it is indicated when complete abruption occurs with 
the cervix and birth tract unready for deliveiy, when means are at hand for 
combating shock and blood loss. The individual case determmes the pohoy to 

be followed. ... .. 

The author’s attitude toward pre-eclampsia and eclampsia is conservative. 
Cesarean section is not performed in eclampsia unless the patient is con ^ 
and operable. Patients with pre-eclampsia are treated medically unless the 
toxemia is progressive or recurrent, in which event termination of the pre^ancy 
is advised, since babies dehvered early in a severely toxemic pregnancy have a 
better chance than those carried nearer to term, and damap to mateiml strac- 
tures parallels the duration of the toxemia. Cesarean section was perfoimed m 
61 (6.9 per cent) of 879 cases of mild pre-eclampsia, with no maternal deaths. 
Section was done in 26 (22 per cent) of 117 cases of severe pre-eclampsia;_ thus, 
the need for cesarean section in severe pre-eclampsia is 3 times as great as m the 
mild group. Cesarean section was performed in 20 (8 per cent) of 236 cases of 
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ature, frequent and severe attacks and intercurrent infections render the prog- 
nosis unfavorable. The diagnosis is established by the appearance of the um- 
bilical cord and wound, trismus, rigidity, absence of clonic contractures, absence 
of involvement of the ocular muscles and of general paralysis, and the presence 
of Cl. ietani. The condition must be differentiated from interstitial encephalitis 
of the newborn, paresis, intracranial hemorrhage, meningitis and tetany. 

Antitetanus and sedatives have failed to reduce the mortality; specific serum 
is valuable prophylactically, but has little curative effect. However, the results 
with penicillin have been excellent. In the authors’ 2 cases mixed treatment was 
given (antitetanus serum subcutaneously and intramuscularly, 5000 units daily 
for the first 2 days, and penicillin intramuscularly, 10,000 units every 3 hours for 
the first 10 to 12 days, and then half the dose until symptoms had completely 
disappeared). Luminal and chloral hydrate were used as sedatives. Magne- 
sium sulfate has produced excellent results; its respiratory depressant effects may 
be avoided by injecting calcium gluconate. 

Gentleness in handling the infant and guarding against such accidents as suf- 
focation due to regurgitation, or severe cyanosis, are important. Nutrition 
must be maintained and dehydration prevented. 

In both of the authors’ cases the symptoms began on the eighth day of life; 
recovery ensued in 55 and 24 days, respectively. 


DIET OF MOTHER AND HYDROCEPHALUS IN INFANT RATS 


L. R. Richardson and A. G. Hogan 
Federation Proc., 6; 238-239, 1946 

The data presented in this paper indicate that hydrocephalus in iiJant rats 
was due to a deficiency of an unidentified nutrient, which is present in a liver 
eluate and in many natural foodstuffs. It is suggested that hydrocephalus m 
other animals, including man, may be due to an inadequate diet. 

Group I, consisting of 230 female rats, received a diet, 100 grams of whic con 
tained 3000 I. U. of vitamin A, 425 I.U. of vitamin D, 2.5 mg. each of alpha- 
tocopherol and of 2-methyl-l, 4-naphthoquinone, 1 mg. each of thiamine, n o 
flavin and pyridoxine, 4 mg. of calcium pantothenate, 6 mg. of nicotimc aci , 
100 mg. each of choline, inositol, and p-aminobenzoic acid, and 20 meg. o lo • 
Group II, consisting of 54 females, received a mixture of the diet given o ro 
I and an eluate of a fuller’s earth adsorbate of a liver extract. A ^ ® ^ 
infant rats in Group I survived at the weaning age of 28 days, , 2^ 

there were 30 which developed hydrocephalus between f QgO infant 

days. Of these 30, only 2 survived as long as 28 days. ^ 

rats in Group II survived until they were weaned and several thou y 
were reared in the stock colony, with no indication of hydrocepha us. 
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as from those delivered vaginally; a further sample was obtained at discharge 
(eighteenth to twenty-first day post partum). 

There was no significant difference between the hemoglobin value at term in 
the 2 groups of patients. The mean figure for 170 patients was 11.67 grams per 
100 millilitres of blood. If the mean figure for normal healthy females is taken 
as 13.67 grams per cenium, the figure for women at term is 84.7 per cent of 
normal. Of the patients delivered vaginally, the lowest mean figure on the third 
da}'- was 86.5 per cent of the value at term. In the patients delivered by ce- 
sarean section, the lowest mean figure on the fifth day was 73.7 per cent of the 
mean figure at term. The hemoglobin value of the average patient delivered 
vaginally is, therefore, reduced by 13.5 per cent of its pre-labor value, and that 
of the average patient delivered by cesarean section is reduced by 26.3 per cent. 
At discharge from the hospital, the mean hemoglobin value for patients delivered 
vaginally was 96.4 per cent of the mean figure at term and 82.9 per cent of the 
mean value for normal females, whereas the corresponding figures on leaving the 
hospital for patients delivered by cesarean section were 81.7 and 68.8 per cent, 
respectively. The mean hemoglobin reduction in the 31 patients on whom the 
classical operation was performed was 22.2 per cent, and in the 30 patients on 
whom the lower segment operation was performed the mean reduction -n'as 26.2 
per cent. 

The mean pre-labor plasma protein value for the group delivered by cesarean 
section was lower than that for the group delivered vaginally. A fall in plasma 
protein value occurred in both groups, reaching the lowest mean value on the 
third day post partum . However, by the fifth day the average patient delivered 
vaginally had recovered the lost protein completely, and at the time of discharge 
on the eighth to tenth day, she had a higher plasma protein content than at term. 
At discharge the mean figure was 91,6 per cent of the mean figure for normal 
females. On the other hand, patients delivered by cesarean section were slower 
to recover their plasma protein, and at discharge on the eighteenth to twenty- 
first day, they still had not regained as much protein as those delivered vaginally 
had regained on the eighth to tenth day. At discharge the mean plasma pro- 
tein value was 87.6 per cent of the mean figure for normal females. 

These findings indicate considerable blood loss in cesarean section, and neces- 
sitate consideration of blood transfusion and hematinic therapy in the majority 
of cases. 


AN EVALUATION OF EXTRAPERITONEAL CESAREAN SECTION 

S. A. Cosgrove and E. G. Waters 
Am. J. Obst. & Gynec., 62: 237-247, 1946 

The chief cause of mortality from transperitoneal approach to the pregnant 
uterus is peritonitis. No expedient invohing the broad invasion of the peritoneal 
cavity is competent in eliminating peritonitis from obstetric practice. In re- 
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eclampsia. The operation is not employed if the patient appears about to have 
convulsions. It is occasionally done when the convulsive state has been com- 
pletely overcome, and it is sometimes necessary when abruption of the placenta 
' occurs, but eclampsia should be one of the rarest indications for cesarean section. 

In 213 pregnancies in hypertensive patients carried past 28 weeks, cesarean 
section was performed in 28 cases with a maternal mortality of 4 per cent and a 
fetal mortality of 25 per cent. In 185 vaginal deliveries the corresponding rates 
were 1 and 24 per cent. 

Another indication for cesarean section is placenta previa. Of 341 cases, 
cesarean section was performed in 104, with no deaths. Among the 237 patients 
delivered vaginally there were 2 deaths. 

Classic cesarean section is reserved for those cases in which the uterus is to be 
removed. There is no valid reason for electing the classic operation in placenta 
previa, and in the author’s opinion, the lower-segment operation is always safer 
and better. The preference is for low-segment operation mth transverse cervical 
or isthmial incision. It is believed that the Porro operation, as employed in 
septic cases, is not indicated. In over 500 cases of extraperitoneal cesarean 
section the mortality rate has been 1 per cent. It is no longer believed that 
patients die from ms’-ometritis, parametritis, or pelvic cellulitis, provided the 
infected areas are drained, but they still die from peritonitis. In all septic par- 
turient patients, the peritoneal cavity should not be opened. Except for vaginal 
delivery, extraperitoneal cesarean section is the only way of preventing tins. ■ 
Either the paravesical (Latzko) or the supravesical (Waters) is good, with definite 
advantages favoring the latter. 


BLOOD LOSS IN CAESAREAN SECTION 


Lois Benson 

M. J. Australia, 1: 842-846, 1946 


The present paper reports the results of an investigation designed to compare 
the hemoglobin value of patients who were delivered per vaginam with that o 
patients who were delivered by cesarean section. This includes the changes m 
hemoglobin value and plasma protein value of the 2 groups of patients unng 


their stay in the hospital. ninnd 

One hundred and nine patients, delivered vaginally, were studiea. 
samples were obtained upon admission to the hospital, immediately a 
livery, on the third, fourth and fifth days post partum, and just prior 
charge from the hospital (eighth or tenth day). Sixty-one ^ ® °J5on was 

cesarean section was performed were studied. The lower J. .ions for 

performed in 30 cases and the classical operation in 31. ip^. 

section were as follows: disproportion, 40 carcinoma 

sentation, 7 cases; placenta previa, 3 « ruptured utems, 2 cas^ 
of the cervix, one case. Samples of blood were collected from these p 



SOCIAL AND LEGAL ASPECTS 

THE DEFICIT IN THE BIRTHRATE OF COLLEGE GRADUATES 

C. J. Gamble 

Human Fertil., 2: 41-47, 1946 


It has been found, bj' several investigators, that the number of children bom 
per college graduate to those completing their courses during the last half of the 
19th centurj^ diminished from decade to decade among the graduates of Harvard 
College, Michigan State University, Syracuse University, Wesleyan University 

and Yale College. . . ^ j 

Graduates of Hansard of the classes of 1916 to 1920, inclusive, reported an 
average of 1.73 children per graduate. This is a significant increase from the 
value of 1.45 found by Phillips for the classes of 1891 to 1900. When the greater 
survival rate is considered the increase amounts to 26 per cent. 

Of the Hansard graduates of 1916 to 1920, 88 per cent were marned and of 
those married, 82 per cent had at least one child. There were 1.97 children per 

married graduate and 2,38 per fertile marriage. ^ i 

The class of 1920 at Y'ale showed similar increase, reportmg a shghtly greater 
number of children than the contemporary class at Harvard. . , _ „ 

The children bom are sufficient to replace only 84 per cent of the 5 Hansard 
classes studied. The fact that earlier studies found similar results for several 
colleges suggests that this failure of replacement is generally trae of graduates of 
such institutions in the United States. This should call the attention of the 
graduates to the threat of extinction and to the impending damage to the nation. 


POPULATION 

A. S. Parke 
Lancet, 1; 913-915, 1946 

In PnglaTid and Wales the birth-rate reached its peak of 35 per 1000 in about 
1870, after which it fell continuously, so that in 1938 the rate was offiy 15.1 per 
1000. These 6gures do not accurately convey how the population is replacing 
itself, for if people begin to live longer, the birth-rate calculated in births per 
1000 will automatically fall. The net reproduction-rate is a more satisfactory 
index, and tells how many female offspring are left by each woman. A net 
reproduction-rate of 1.0 means that replacement is exact. In 1880 this rate in 
England, Wales and Scotland was far above 1 .0. Since then it has fallen almost 
continuously; in 1938 it vras down to 0.805 in England and Wales. 
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lation to cases not exhibiting proper conditions for such operations, the authors 
list several available expedients: (1) delivery of all such cases by va^na, not 
always safe for mother or child; (2) cesarean-hysterotomy, mutilating, formid- 
able and dangerous; (3) marsupialization and exteriorization of the uteras, ap- 
pealing so httle to good surgical standards as not to rate discussion; (4) exclusion 
operations, relatively unreUable in efficacy; and (5) extraperitoneal cesarean 
section, established by the authors’ experience as in a high degree safe and 
efficacious in protecting the parturient against the risk of fatal peritonitis. 

The writers propose that all cases subject to cesarean section for feto-pelvic 
disproportion be divided into the following groups: 

1. Clean cases . — 

1. Those not in labor, nor with membranes ruptured, nor subjected to any 
manipulation, nor showing any intercurrent infection. 

2. Those same as above, except with short period of labor, with membranes 
ruptured not in excess of a minimal time. 


II. Potentially infected cases . — 

1. Those in labor more than 24 hours. 

2. Those with membranes ruptured more than 12 hours. 

3. Those vdth any other manipulation .than very few rectal examinations and/ 
or one ideally guarded vaginal examination. 


III. Actually infected cases . — 

All those which, in addition to the factors constituting potential infection, 
exhibit: (1) exaggeration of those factors, plus (2) actual clinical signs of in- 
fection. The worst cases in this group probably constitute what are called 
the “mismanaged” or “neglected” cases. 

In this third group of actually infected cases, the authors prefer to handle the 
majority of them conservatively, improving the patient’s general condition in 
contemplation of vaginal delivery where possible. When it is necessar}'- to do 
any suprasymphyseal operation, extraperitoneal section is considered as giving 
the patient a better chance of survival than transperitoneal cesarean-hyster- 
ectomy. . . j f 

The application of extraperitoneal section to potentially infected cases cons i 
tutes its greatest value. Although the percentage incidence of this group o 
cases is small, it is not yet possible to eliminate entirely such cases from even 

capable experience. _ £ 

It is concluded that extraperitoneal cesarean section is an important resom 
the obstetric armamentarium in the proper management of all potentia y 

fected or infected cases. _ +Tip infected 

W J Dieckmann, as a discussant on this paper, concludes that 

patient should be delivered vaginally if it can be relative 

lad otherwise, by cesarean-hysterectomy. /; .e^ent section. He 

safety of the classical cesarean section and the lower 

prefers the lower segment operation because of the lessened mor y- 



MISCELLANEOUS 


THE RELATIONSHIP BETWEEN EPILEPSY AND MATERNAL AGE 

G. Beall and R. G. Stakton 
Human Biol., 18: 49-60, 1946 


It appeared that certain characters of some epileptics corresponded to those 
commonly marking mongolian defectives, suggesting the possibility of a com- 
mon type of developmental disturbance. Therefore, the authors have studied 
to see vhether the effect ‘of maternal age, at delivery, for epilepsy was similar’' or 
opposite to that for mongolism. The present investigation follows the lines^of 
the writers’ work on mongolism, being based on a census of the number of patients 
by age and age of mother, at a given instant, in an institution. Data were 
obtained from the Ontario Hospitals at Woodstock (for epileptics) and Orillia 
(for defectives). 


TABLE 3 


Relative epileptic incidences 


ACE or 
ilOTEEE. 

WOODSTOCK 

1 OSIUXA. 

TOTAL 

1 Not defective I 

Defective 

Moroo 

1 

1 Imbecile 

1 Idiot 

First calculation 

15-19 

1.19 

20.93 

2,40 

12.48 

4.97 

41.97 

20-24 

4.27 

5.67 

3.97 

6.06 

8.29 

28.26 

25-29 

4.20 

4.86 

1.59 

6.62 

7.10 

24.37 

30-34 

3.23 

5.87 

2.20 

8.97 

6.61 

26.88 

35-39 

2.72 

5.80 

2.57 

9.97 

10.19 

31.25 

40-44 

6.22 

6.19 

5.38 

5.16 

3.37 

26.32 

45-49 

15.41 

28.88 

11.22 

i 11.93 

! 4.85 

1 

! 72.29 


On uniform basis of 1.00 for mothers S(h-Z9 years old 


15-19 

.28 

3.98 

.86 

1.97 

.65 

1.59 

20-24 

1.01 

1.08 

1.43 

.96 

. 1.08 

1.07 

25-29 

.99 

.92 

.57 

1.04 

.92 

.93 

30-34 

.76 

1.11 

.79 

1.41 

.86 

1.02 

35-39 

.64 

1.10 

.92 

1.57 

1.32 

1.19 

40-44 

1.47 

1.18 

1.94 

.81 

.44 

1.00 

45-49 

3.64 

5.49 

4.04 

1.88 

.63 

2.75 


These data were calculated by the method devised by Beall and Stanton 
(1945) which consists of weighting such data by the reciprocal number of women 
of various ages and by the reciprocal of the birth-rate of women for various ages 
at the time the patients were bom. The point of these calculations is to replace 
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The increased birth-rate during the war has raised the reproduction-rate to 
about 0.9. Another effect of war is an increase in the proportion of male children 
born. In 1942 there were more than 106 males per 100 females, the highest 
figure ever recorded. It is probably due to earlier marriage, coupled with the 
increased proportion of males born to young parents. 

In spite of the fact that the birth-rate has been falling for 70 years, the popu- 
lation is still increasing. This is explained by the fact that the death-rate has 
fallen to about one-half what it was in 1871. The expectation of life at birth has 
increased from 45 to about 65 years. Since there is a tendency toward a greater 
mortality among males, the excess of males at birth is rapidly dissipated if there 
is a high infant mortality rate, leaving an excess of females of reproductive age. 
The falling death-rate has made a remarkable alteration in the age-distribution 
of population; men over 65 and women over 60 were 6 per cent of the population 
in 1901, 12 per cent in 1941, and will be 21 per cent in 1971. The economic im- 
plications of this change are easily seen. 

It is unlikely that the spontaneous wartime increase in the reproduction-rate 
will be maintained, and to raise the level to 1.0 and keep it there may require 
positive measures to encourage families. In conclusion, the author considers 
the quality as well as the quantity of the population, noting that the better 
stock tends to have smaller families than the careless and irresponsible elements. 
For those who welcome unlimited state control the solution for this dilemma is 
control of marriage and propagation. For those who do not favor such inter- 
ference with the individual, the answer is difficult. 5 figures. 
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In long labors, the patient should be sustained ndth carbohydrates in the form 
of sweetened juices, dextrose intravenously and mild sedation. Dehydration 
should be avoided, and good mental hj’’giene established. The Keilland forceps 
are useful in cases of transverse arrest of the head and occiput posterior positions 
which are not corrected manuallj' with ease. Pituitrin is very dangerous in long 
labors. Occasionally an ovarian cyst or small fibroid in the cer\dx ma}'- cause 
d 3 '-st-ocia. 

Two valuable diagnostic aids in placenta pre\da are the x-ray and sterile vaginal 
e.\'amination. The former, in expert hands, can locate the site of placental 
attachment in 90 per cent of cases. The examiner can find the margin of the 
placenta by inserting a finger inside the cendx and gently sweeping around the 
entire circumference. In central placenta previa abdominal section is indicated. 
Marginal varieties in the multipara can be conducted by normal labor, the head 
acting as a tampon. Transfusion is an important adjunct. Packing, Braxton 
Hicks version, bags and deliverj’- through an undilated cer\TX may be harmful 
procedures. Premature separation of a normally implanted placenta usually 
calls for abdominal section. 

The author discusses also the control of postpartum hemorrhage, the repair 
of cervical and vaginal lacerations, retained placenta, and mastitis. 
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numbers of patients by age and age of mother by some quantities so weighted 
that the cross-totals are independent. On these lines, the data from Woodstock 
and Orillia were weighted, and totals, by age of mother, found as shown in the 
first panel of Table 3. A second corresponding panel was formed where the 
values are so adjusted that the average relative incidence for mothers in their 
20’s is 1.00; this adjustment facilitates the comparison of the various columns. 

There is a general indication in Table 3 that the possibility of epilepsy increases 
with extremely high maternal age, and possibly with very low. There is also a 
suggestion that the relation indicated, reminiscent of the situation obtaining for 
mongolism, is most acute for epileptics of superior intelligence. This study in- 
dicates that the probability that a birth will prove that of an epileptic, diagnosed 
probably idiopathic, is above normal for women in their late 40’s. The relation 
is similar (although more moderate) to that for mongolism. This effect had been 
anticipated, but not a second difference in the incidence of epilepsy with the 
intelligence level of the patients. 


MANAGEMENT OF SOME COMMON OBSTETRICAL COMPLICATIONS 

IN GENERAL PRACTICE 


H. L. Choate 

South. M. J., 39: 585-588, 1946 


In this paper the author outlines briefly some procedures which have proved 
of value in the various complications of an obstetrical practice. 

The first complication discussed is the early toxemia characterized by nausea 
and vomiting. This should be treated vigorously, by psychic measures, suffi- 
cient rest, avoidance of sexual relations and a diet which is divided into 6 daily 
feedings, predominating in carbohydrates, low in fats and moderate in proteins. 
In the more severe nausea cases dextrose, saline, absolute rest and sedation are 


indicated. • • w rl 

The early signs of pre-eclampsia (excessive weight gain, edema, rise in b oo 
pressure and albuminuria) should be treated by bed-rest, sedation, limite sa 
intake and catharsis. Should severe pre-eclampsia ensue and the patien e 
near term, labor should be induced as soon as the condition permits. au a 
anesthesia is valuable in these cases. In eclampsia, an attempt shoul e ma e 
to control convulsions before inducing labor. The second stage s ou 

shortened by the use of low forceps. ■ „ fake 

Nephritic toxemia begins earlier and advances more slowly, gm g 
sense of security because the blood pressure rises slowly and the 
not appear veiy ill. If allowed to process too far, senous / 

result. Operative deliveries are more indicated in this form of o 
eclampsia. 
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At9:30 A.M. she delivered spontaneously of astillborn premature infant. Her condition 
immediately began to improve slightly, the blood pressure falling to 130/110 and the pulse 
improving in quality. At 2 P.M. she was started on 30,000 units of penicillin every three 
hours and about this time it was noticed that there was a flaccid paralysis of the left arm and 
leg. There was an absence of the deep reflexes and a positive Babinski on the left. Slight 
facial paralysis was also noticeable. The urine at this time was found to be grossly bloody. 
Throughout the ne.xt several days her condition remained about the same except that the 
blood pressure began to rise again. Blood plasma was given in addition to other medica- 
tions on several occasions. A spinal puncture was requested by one of the consultants and 
Was found to be entirely negative. The patient’s condition continued much the same until 
the morning of January 9. At this time her temperature began to rise rapidly until 
it reached 105° Fahrenheit bj’ axilla and she went into a state of shock, the blood pressure 
dropping to 90/60. Her condition rapidly grew worse and in spite of all treatment she 
died at 8:20 P.M. An autopsy could not be obtained. 

Discussion: How many years must lapse before eveiy pregnant woman in this 
country will receive sufficient prenatal care to make deaths from eclampsia a 
rarity? There is probably no field of preventive medicine which vtU pay greater 
dividends in saving the lives of both mothers and infants. The lives of either of 
these are too great a price to pay for too busy a practice or someone’s failtire to 
educate the patient or her husband to the importance of constant supervision 
during pregnancj'. These are often given as alibis for some calamity which is 
avoidable in many instances. The treatment of a patient with eclamptic con- 
vulsions ma}’- he as good as the medical world knows how to give today, but too 
frequently that treatment comes too late. Vigorous and intelligent manage- 
ment of the pre-eclamptic long before the onset of comnilsions will j’ield better re- 
sults than heroic attempts instituted after the patient has become desperately 
ill. The early discovery and treatment of remediable conditions and the careful 
supenrision of the mother throughout pregancy will in most instances result in 
a healthy mother and babj’ which, in the ultimate analysis, is the goal toward 
■which everyone entrusted with the care of an expectant mother should strive. 

CASE NO. 22 

The patient was a thirty-eight year old white multipara who was admitted to the hospital 
On June 1 at 10:30 P.M. She was practically at term and in early labor. Her past history 
revealed two uncomplicated term pregnancies, the last of which occurred fourteen years 
, ago. The prenatal course at this pregnancy was uneventful and the estimated date of con- 
finement, according to the menstrual history, was on June 12. On admission the membranes 
Were ruptured and the physical examination was negative except for a systolic murmur at 
the mitral area. Patient’s blood pressure was 122/80, temperature 99° Fahrenheit, pulse 
84, and respirations 24 per minute. The height of the fundus was 29 cm., fetus was in a 
R.O.A. position and the fetal heart was heard in the right lower quadrant. 

On rectal examination the head was found to be just dipping into the pelvic brim and the 
Cervix was undilated. Labor progressed normally imder seconal analagesia which was 
begun at 12 midnight. At 3:15 AJiI. on June 2 the patient was put up sterile and under 
gas, oxygen and ether anesthesia, she was delivered spontaneously of a full term living 
cMd, weighing 6 lbs., 2i ozs., at 3:30 A.M. following a central episiotomy. One ampule of 
pitooin was given intramuscularly, a tampon was placed in the vagina and the episiotomy 
Was repaired. At 3:45 AJM. the placenta and membranes were expressed intact. This was 
followed immediately by a rather profuse bleeding. One ampule of ergotrate was then 
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(Secretaries of Maternal Mortality Committees are invited to submit selected 
cases of maternal deaths, with analyses appended, for publication in this sec- 
tion of the Survey. Cases should be chosen on the basis of educational value, 
not because of rarity. For obvious reasons complete anonymity will be main- 
tained. 

Readers should note that the comment which follows each case history repre- 
sents the opinion of the Committee concerned and does not necessarily reflect 
the attitude of the^Editors.) 


CASE NO. 21 

The patient was a forty year old white multipara who was admitted to the hospital on 
December 29 at 12:30 P.M. The history on admission was that the patient had been seen 
by her family physician on the preceding evening. On the mormng of admission abou 
9 :30 A.M. she had a convulsion which from its description was clonic in character. Follow- 
ing this the patient became unconscious. A second convulsion occurred in the ambulance 
while en route to the hospital about 12 noon. . , i. 

The history obtained from her physician was that he had been canng for her thro g 
her pregnancy and had been treating her for some sort of kidney involvement for the pas 
several weeks as evidenced by a rather sudden rise in her blood pressure. He haa p - 
scribed sodium nitrite by mouth and bed rest for this condition. The husban 
patient stated that she had been complaining of severe headaches for more t “ 
prior to admission to the hospital and that she had not carried out her p ysician 

*'°The°estimated date of confinement was the early part of March and ^ 

semiconscious and thrashing about considerably. She was of the 

blood pressure was 230/120. The head was essentially negative pi^k 

many teeth missing. The tongue had not been bitten. There was ° ^ere 

stained froth about the mouth. There was no cervical "g'dity and t ^^1^ 

clear to auscultation and percussion. The heart was normal in r y evidence 

pulse rate was 120 per minute. There were no murmurs present ®^h® 

of cardiac enlargement. There was slight cyanosis of finger an ^ ^ 

of the uterus measured 20 cm. above the sjunphysis and the lay m a R ^ 

The fetal heart was good. On rectal examination there was n p „niieit. The urine 
the presenting part was floating. The rectal temperature was 100 Farenheit 

on examination showed a four plus albumin. , nf momhine, some paralde- 

Immediately upon admission the patient was given * g™ ^ six hours 

hyde and intravenous glucose. The Wood pressure dropped quite ^idly^ 

aLr admission it had fallen to 135/95. The patient ^ put in an oxygen 

day She developed some early signs of pulmonary edema an [tjjues and more 

S and rapid digitalization was begun Sedation was ^P^^^ ~ eatheterized 
gil.e give. .1 mtemie. At .mdmght »" «•' *“ S. "‘t 

‘isn cc of dark brown concentrated unne was obtained. „„;jprablv worse. Her 

counted. The respirations were rapid and labored. 
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ever, was found to vary from 140/110 to 160/130 and the urine contained a trace of albumin. 
There was no particular attention paid to this hypertension and the patient was allowed to 
be up and about in the ward with no special treatment or diet. On February 2 it was re- 
corded that the patient had a slight bronchitis and on February 14 it was recorded on the 
chart that a slight degree of edema was present. This edema increased so that on February 
18 the patient was ordered to bed for a few days. At this time her blood pressure was 
150/100. No further attention was given to the patient’s supposed bronchitis and no note 
was made concerning her heart. On February 28 after the patient had been in labor for 
about twelve hours she suddently developed severe respiratory distress with an e.vtreme 
degree of shortness of breath and a great deal of cyanosis. The pulse became imperceptible 
and the patient showed all the evidences of an acute pulmonary edema. Repeated injec- 
tions of cardiac stimulants were without result and the patient died undelivered. 

No autopsy was obtained. 

Discussion: There is good probability that this patient had unrecognized 
cardiac disease. The bronchitis which is mentioned may ver}’- well have been a 
sign of cardiac decompensation. The untreated toxemia and the effects of her 
labor were sufficient apparentty to bring about a state of acute cardiac failure 
from which she never recovered. 

^Vhile it is generall3’’ agreed that there is a considerable amount of increased 
strain on the heart during pregnancj’ and labor, the nonnal heart satisfies the 
demands made on it very well. The failure to recognize cardiac disease in a 
patient by no means proves its absence. The recognition of degenerative 
processes of the mjmeardium maj’- well be difficult, and some of the early signs of 
impending break in compensation at times require the skill of the e.xpert cardiol- 
ogist to recognize, and he is often not available in manj’’ parts of the countrj'. 

The association of heart disease vith pregnancy is to be greatty feared. Per- 
haps the greatest advance in this field has been in the more universal use of the 
New York Heart Association’s classification in which patients are grouped and 
treated depending on the functional capacity of the heart. Important principles 
in the treatment of pregnant women with heart disease are rest and more rest, 
and the avoidance of infections. Careful diagnosis, intelligent education of the 
patient, combined with expert conduct of pregnancy, labor and the puerperium 
give the patient her best chances for survival when real heart disease complicates 
pregnancy. 


CASE NO. 24 

The patient was a thirty year old white multipara who was admitted to the hospital 
during her eighth month of pregnancy for the purpose of inducing labor because she had a 
premature rupture of the membranes. 

On admission on February 6 her temperature, pulse and respirations were normal. One 
attempt at a medical induction of labor with castor oil, quinine and nasal pituitrin was 
unsuccessful. On the following day an x-ray of the abdomen was taken which showed a 
single fetus, apparently weighing between 4 and 5 pounds which appeared to be presenting 
partially by the vertex with both feet lying near the pelvic inlet and one hand lying beside 
the head. It was immediately decided to deliver the patient by cesarean section and ac- 
cordingly a classical section was done on February 7 at which a premature child weighing 
4 pounds llj ounces was delivered. 

The day following the operation the patient’s temperature rose 101.3“ Fahrenheit and her 
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given intravenously but by 3:55 AM. the patient’s blood pressure had dropped to 70/40 
and the bleeding continued in spite of additional ergotrate and vigorous massage of the 
uterus. It was immediately decided to remove the uterus and the patient was transferred 
to the operating room. At 4:10 A.M. 1,000 cc. of 5 per cent glucose was started and at 
4.20 A.M. the laparotomy was begun. Morphine grains J and atrophine grains xhs were 
given at 4:25 A.M. and the introduction of one unit of blood plasma was started. The 
abdomen was closed at 5:40 A.M. following the hysterectomy. The patient’s condition was 
critical and a second unit of blood plasma was started at this time. At 6 A.M. the patient 
showed some air hunger and an injection of i grain of morphine was given. There was some 
bleeding from the vagina and an attempt was made to control this loss of blood with a 
vaginal pack. All during this time the pulse and blood pressure of the patient could not be 
obtained and at 6:15 A.M. a blood transfusion was started. The patient’s condition 
rapidly became worse and even though oxygen was administered nasally, respirations 
ceased at 7 A.M, 


Discussion: While it is tnie that in rare instances postpartum hemorrhage may 
be so profuse that there is little time if any to do very much before the patient 
is in profound shock, it is nevertheless also a well known fact that the intelligent 
handling of such cases will save many lives now being needlessly lost. Who has 
not stopped many a brisk hemorrhage by vigorous uterine massage, using both 
hands if necessary, one of them inside the uterus and the other on the abdomen? 
The repair of any extensive lacerations at this point goes without saying. Such 
treatment in a majority of instances will stop the hemorrhage. The saving of 
blood is of prime importance, and should the bleeding continue in spite of mas- 
sage, oxytocics, and the repair of lacerations, the uterus and the vagina should be 
packed. The firm tamponade of the vagina should always follow the firm 
packing of the uterus with gauze. In many instances the failure of this procedure 
is due to faulty technique. The removal of the uterus may in very rare in- 
stances be necessary. In many hands this is either done too early or too late. 

Not only was a laparotomy done on this patient with insufficient and improper 
attempts to control the bleeding by other means, but the first blood transfusion 
was not given until 2^ hours after she began to bleed freely. In many parts of 
the country there are innumerable hospitals without either a blood bank of their 
own or a community bank available. Much that we learned from our war ex- 
experience about the use of blood has not only failed to penetrate into the smaller 
cities and rural areas, but alas, has become neglected and ignored in some ° ^ ® 
largest cities in the country. The Red Cross organizations have stepped ou o 
the picture and there has been no one in the community sufficiently intereste o 
continue the splendid job which they carried on so well while hostilities were 
still going on. It seems a pity not to take up where they left off, because 
a mother’s life is lost in the United States because of the inability to obtain b oo 
quickly and in sufficient quantity. 


CASE NO. 23 

The patient was an eighteen year old colored multipara who quite 

on January 22 because it was thought that she was in labor. Her lab p ^ 

Teak and Legular. On examination her, heart and lungs were f-nd how- 

diaisnosis of a single normal pregnancy was made at this time. The P 
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Due to restlessness, paraldehyde was pven by rectum. The temperature was 102® 
Fahrenheit and during the first ten hour stay in the hospital, her urinary output was 550 
cc. At 12 midnight, the respirations became very noisy and labored and on examination 
the heart was found to be grossly enlarged. At 2:15 AAI. there was marked evidence of 
pulmonary edema and cyanosis, 400 cc. of blood was removed by venesection and rapid 
diptalization was begun. The patient’s course however continued rapidly downhill and 
she was placed in an oxygen tent pnd a second venesection was done at 7 A.M. At noon 
on hlay 23 she fell into labor and after nine hours delivered spontaneously of a still- 
born macerated fetus weighing 7 pounds, her condition continued critical and although 
she seemed somewhat more comfortable following her delivery, evidences of cardiac failure 
increased and at 4:45 Phi, on May 24 she died. 

Postmortem exanunation was denied. 

Discussion: The appearance of “eclampsia” on the certificate of death sub- 
mitted for this patient reveals a very common tendency to diagnose everj"^ in- 
stance of comuilsions and coma in a pregnant patient as eclampsia. In a dif- 
ferential diagnosis we must rule out such things as epilepsj’’, meningitis, brain 
tumors, S5’-philis of the central nen'ous sj^tem, cerebral hemorrhage or throm- 
bosis, uremia, and a host of other conditions. Even hi'^steria may cause some 
difficulty unless one is familiar with the true picture of eclampsia. 

The classification of the toxemias of pregnanc 3 '^ recommended b 5 ’' the American 
Committee on Maternal Health in 1937 dmdes the toxemias into a group of 
diseases not peculiar to pregnanc 3 ’‘ and a group of diseases dependent on or 
peculiar to pregnanc 3 ^ 

This patient falls into the first of these two categories which includes such 
diseases as hypertensive disease and renal disease. The histor 3 ’- is suggestive of 
cerebral hemorrhage. The complete absence of medical attention until quite 
late in pregnanc 3 ’', the inadequacy of the care even when the patient did 
finally go to a physician leave little doubt of the preventable nature of this 
death. Even when one takes into consideration what little facts are known in the 
cursory history given to us, it is ob'idous that many elements in the handling of 
this 45 year old grand multipara would have been different in the hands of a 
well trained obstetrician if he had been priveleged to care for this patient from 
the very onset of her pregnancy. 

CASE NO. 26 

The patient was a thirty-three year old colored multipara who was admitted to the 
hospital on June 6 in advanced labor with a transverse presentation and a prolapsed fetal 
hand. Her family and past history were negative and all of her previous pregnancies had 
been normal. The prenatal course of the present pregnancy had been normal except for a 
single elevation of blood pressure of 146/96 which rapidly returned to normal and remained 
so. 

The patient fell into labor on June 6 at 2 AM. and was seen by her attendant at 2:45 
AM. At this time the presentation was thought to be a vertex and on examination the 
cervix was undilated. Labor continued imtil 6:30 AM. when the membranes ruptured 
spontaneously. At 8:30 AM. the right arm and hand prolapsed into the vagina and the 
patient lost about 200 cc. of bright red blood. She was seen by another physician who made 
a diagnosis of transverse presentation and advised hospitalization. The patient arrived 
at the hospital at 10 AM. at which time she was found to be in mild shock. Thepulse rate 
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pulse rate remained around 130 per nunute. The second day after delivery the highest 
temperature was 101.5° Fahrenheit and the pulse continued rapid. About this time the 
patient became greatly distended and began to vomit. Treatment with glucose and ene- 
mata, Wangensteen drainage and pituitrin did not relieve the distention. On February 10 
the highest temperature was 105.4° Fahrenheit, the patient’s course went steadily down- 
xuIJ and on the following day she died. 

No autopsy was obtained. 


Discussion: Space does not permit the enumeration of every indication for 
which the writer has seen a cesarean section performed. It is so often utilized as 
a way out of a difficult situation by the attendant without adequate obstetrical 
training, and in some parts of the country is one of the most abused operations 
performed. Deaths from infection and hemorrhage in association with ab- 
dominal delivery play a large role in the total story of maternal mortality. 
Perhaps we should all go back and read again the centuiy-old writings of Oliver 
Wendell Holmes and Semmelweis to impress more firmly upon our minds how 
easily the generative tract may be invaded with microorganisms. Surely the 
attendant responsible for this patient’s death must have heard or read somewhere 
that it is not considered good obstetrics to do a classical section on a patient with 
membranes ruptured for several days. Would it be- asking too much of our 
readers to believe that there are stiU scores of surgeons and even some so-called 
obstetricians who do a classical section at all times because they have never 
learned to do the low cervical and extra-peritoneal operations and who pay little 
attention to established indications for or contraindications to abdominal de- 
livery? Yes, there is stiU need for better obstetrics in many sections of the 
country! 


CASE NO. 25 

The patient was a forty-five year old unregistered white multipara with ten living chil- 
dren who was admitted to the hospital on May 22 with an estimated date of confinement 
some time in June. Because of the patient’s critical condition, the only history available 
was obtained from her husband who stated that so far as he knew there was no history of 
heart or kidney disease in the patient. He stated that the present pregnancy progressed 
normally until about the middle of April when the patient began to have considerable shor^ 
ness of breath, severe headaches and swelling of the ankles. It was then that she consulte 
a local physician for the first time who told her that her blood pressure was 200/100 an 
that she should restrict her activities. He did not examine her urine and he prescribed some 
epsom salts daily. . 

The patient’s symptoms not only continued but gradually grew worse. While wor ng 
the fields in the morning of May 22 she had a sudden attack of numbness of the ® 

right arm. The lower extremities did not seem to be affected. On the way to the ospi a 
she is said to have had a “spell” of some sort at which time she lost consciousness ana 

“frothed” at the mouth. _ „„„ facial 

On admission the patient was irrational and uncooperative. There was .jgn 

weakness evident and the left pupil was larger than the right. On ^ jgg/ 

there were no other gross neurological changes evident. Her blood 
no and the temperature and pulse rate were normal. as typical of 

patient had four generalized convulsions wUch were ^ ^ in ? B.O.A. 

eclampsia. On examination she was found to have a full term fetus lyi S 

position. 
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ENDOCRINOLOGY 

INDUCTION OF 0\njLATI0N IN WOJMEN 
Editorial 

Brit. JI. J., 1: 531-532, 1946 

Early optimism for inducing ovulaton in women faded as it was found that the 
pituitai^'-gonad relationship is complicated and delicately balanced. Even 
today it is diflScult, and often impossible, to induce the human ovary to o\Tilate. 
The early attempts were made with chorionic gonadotrophin, and failed. Hoff- 
Dian has concluded that o\Tilation in lower animals, in primates and in humans 
depends on (a) follicle-stimulating hormone applied in correct amounts long 
enough to promote full follicle-ripening; (b) addition of luteinizing gonado- 
trophin at the moment when the follicle is ripe; and (c) the presence in the ovary 
of follicular systems capable of responding to these stimuli. 

Most workers now use a combination of gonadotrophic principles when trying 
to induce ovulation in women. E. C, Hamblen copies what appears to be the 
natural cycle, injecting follicle-stimulating hormone during the first phase of 
treatment and chorionic gonadotrophin during the second, and he and C. D. 
Davis have reviewed the results from a 5-year trial of "one-two cyclic gonado- 
trophic therapy”. They conclude that patients who suffer from “hypoestrin- 
rsm” show a poor response, but that patients with anovular ovarian cycles with- 
out “hypoestrinism” respond well; 44.8 per cent of these showed evidence of 
corpus luteum formation after treatment. However, Hamblen’s work will 
have to be repeated on a much larger scale, and by many independent workers, 
before it may be claimed that a satisfactory method for mducing ovulation has 
been found. In contrast to the above results, Geist, Gaines and Salmon have 
carefully investigated 91 cases after treatment with hypophysial, equine and 
chorionic gonadotrophins, in various combinations, and failed to find, in any 
case, emdence of ovulation which could unquestionably be attributed to treat- 
ment. 

(It is unfortunate, but it is true, that no one has yet been able to devise any method of 
making non-ovulating women ovulate. The much too premature enthusiasm for equine 
gonadotrophin, on the basis of the publication of Davis and KoB, has pretty well petered 
out, as has the employment of the chorionic hormones, or the earlier efforts of the Germans 
to induce ovulation by jolting the pituitary, so to speak, by means of large “shock” doses 
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being 136 per minute and of poor volume. Her blood pressure, however, was 124/70. On 
examination of the abdomen a term pregnancy was palpated lying in a transverse position 
and percussion well into the left flank revealed marked dullness. While performing a rectal 
examination about 200 cc. of dark clotted blood escaped from the vapna, the fetal heart 
could not be heard, the patient was given 500 cc. of 10% glucose and she was typed for trans- 
fusion. 

Uterine contractions were occurring about every 3 to 4 minutes and the patient was pers- 
piring profusely. One hour after admission the uterine contractions ceased. At this time 
it was thought that the patient either had a ruptured uterus or a premature separation of the 
placenta. At 12:15 P.M. the patient suddenly became pulseless, respirations were labored 
and her condition became critical. She received morphine, more glucose and 500 co. of 
whole blood. Her condition improved somewhat for the moment and it was felt that she 
should have been delivered at this time. Vaginal examination showed a laceration in the 
lower uterine segment on the left side. A fillet was placed about the prolapsed hand and an 
internal podalic version and breech extraction was done delivering a stillborn fetus weighing 
8 pounds, 13 ounces, at 2:06 P.M. Immediate manual removal of the placenta was done 
and an examination of the uterus revealed a large rent though whieh the whole hand could 
be inserted into the peritoneal cavity. Laparotomy was immediately performed, the 
patient being given a second 500 cc. of whole blood. The peritoneal cavity contained about 
2,000 cc. of blood and a tear in the uterus was found extending from the lower uterine seg- 
ment well into the body of the uterus. A rapid hysterectomy was performed and while the 
peritoneal cavity was being closed, respirations ceased. 


Discussion: Familiarity with the diagnostic methods at our disposal for the . 
determination of the presentation and position of the fetus in utero is expected 
even of medical students if they hope for a passing grade in Obstetrics. The 
failure in this case to diagnose the transverse presentation earlier was most 
important. This error was followed by a series of other mistakes. When the 
uterus ruptured is not certain, but it probably occurred about 8:30 A.M., when 
the patient lost her first 200 cc. of blood. Her hospital admission did not take 
place until an hour and a half later, and at this time she showed some degree of 
shock, dullness in the flank, no audible fetal heart and more vaginal bleeding. 
And then more delay. The first blood was not given until more than two hours 

after admission. _ . , 

If sufficient damage was not already done, an internal podalic version an 
breech extraction on almost a nine pound fetus served to complete the tear m o 
the peritoneal cavity and send the patient into such a state of shock t a i 
would have been a miracle had any sort of treatment availed. 
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pituitai^’- inhibition. The determination of 17-ketosteroids botli before and 
after estrogen administration vras abnormallj’’ low. 

The pathological e.xamination of the excised uterus revealed adenocarcinoma 
grade 2. 

The authors re\dew evidence that in animals estrogenic substance predisposes 
certain tissues (especiallj’’ of the breast and uterus) to the development of can- 
cer. Circumstantial evidence indicates that stimulation of the human breast 
and uterus by estrogens may be one factor in the processes resulting in cancer 
of these organs. Experimental work on the relationship of estrogens and can- 
cer of the endometrium is less conclusive than in respect to the breast. Although 
cancer of the cervix has been produced by estrogens, no report of endometrial 
carcinoma in animals subjected to estrogen treatment has appeared. Estro- 
gens will produce tj^iical endometrial hj’perplasia in animals, particularly in 
the absence of corpora lutea. In man, carcinoma developing on the basis of 
endometrial hj^jerplasia has frequently been observed. Novak and Yui, study- 
ing endometrial carcinoma in women, found “h 3 q)erplasia” in 25 of 104 cases of 
endometrial cancer. In 21 per cent of patients over 55 years of age hyperplasia 
coexisted with carcinoma; in only 4.8 per cent of noncancerous women of the 
same age group was hjT)erplasia of the endometrium present. Herrell, in 
agreement nith Novak and Yui, states that endometrial carcinoma occurs 
nearly always in the presence of a persistently proliferative type of endometrium, 
resulting from the unopposed action of estrogen. Crossen and Hobbs found the 
late occurrence of menopause about 4 times as high in women with endometrial 
carcinoma as in a healthy group. Randall reports similar figures. 

The evidence cited does not prove, but does strongly suggest, that the unop- 
posed action of estrogens on the breast and endometrium of certain women may 
result in cancer development. Since the authors have shown by the finding of 
atrophic vaginal epithelium, after estrogen was vdthdrawn, that their patient 
was producing little or no estrogen, the supposition is strong that endometrial 
carcinoma might not have developed without the administration of extrinsic 
estrogens. The physician prescribing this hormone to menopausal women should 
be aware of the posrible danger inherent in prolonged treatment without ade- 
quate periods of rest. The development of persistent endometrial hyperplasia 
may be a sufficient reason for the termination of treatment with estrogens. 

(Evidence as to the possible incitement of human cancer by estrogenic therapy has been 
exceedingly scant. It is based chiefly on 2 or 3 cases of breast cancer which have been ob- 
served in women who had been receiving such therapy. However, breast carcinoma is so 
extremely common in women who have received no estrogen, and estrogen therapy has been 
received by so many thousands who did not develop cancer that certainly the few reports 
on this subject would not permit definite conclusions. 

As the authors of the present paper state, their interesting case likewise is not conclusive, 
and for the same reason, but I agree with them that it is highly suggestive. As a matter of 
fact, I have long felt that postmenopausal estrogenic stimulation of the endometrium may 
play at least a strongly predisposing role in the development of adenocarcinoma, the evi- 
dence for this having been presented in the paper by Novak and Yui, to which the authors 
allude. The postmenopausal estrogen production which has so frequently been noted pre- 
sumably has its source in the adrenal cortex, and estrogen stumdation or irritation of the 
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of estrogen pven at about ovulation time. Nor can one be enthusiastic about the effects 
of synergistic nuxtures of pituitary sex principles and chorionic gonadotrophins, or the 
variims so-called cyclic plans which have been suggested. The best experimental work in 
this field has been done by Hisaw and his co-workers, who have apparently been able to 
fractionate the pituitary sex hormones of the sheep quite satisfactorily. They seem to have 
est^lished that ovulation is determined by the presence of a considerable amount of the 
FSH principle and a small amount of the L factor.— Ed.) 


CANCER OF ENDOMETRIUM AND PROLONGED ESTROGEN 

THERAPY 

M. Fremont-Smith, J. V. Meigs, Ruth M. Graham and Helen H. Gilbert 
J. A. M. A., 131 : 805-808, 1946 

The authors believe that the case presented in their paper is the first report of 
endometrial carcinoma in a woman imdergoing prolonged treatment with estro- 
gen. They review evidence as to the possible carcinogenic effect on the breast 
and uterus from prolonged estrogen therapy, and reemphasize the need for 
caution in the use of this hormone. 

The patient, whose case is the subject of this article, was admitted to the hos- 
pital in 1919, at the age of 25, with severe asthma. She has been under almost 
constant observation for the past 18 years. Pelvic examinations in 1919, 1924, 
1942 and 1943 were negative. In 1928 and 1936 she suffered from periods of 
amenorrhea, and in 1937 a relationship between amenorrhea and the increased 
severity of her asthma was suspected. The patient, now 43 years of age, com- 
plained also of hot flashes and sweats. Estrogenic treatment was begun May 10, 
1937, and was given almost continuously until September 22, 1945. During 
this therapy 3 unusual features were noted: the persistence of hot flashes; the 
persistence of high urine titers of the follicle stimulating hormone in spite of 
adequate estrogen dosage; and the absence of bleeding when estrogen was tempo- 
rarily withdrawn. In January, 1942, an endometrial biopsy showed hyperplasia 
of the endometrium, but the estrogen was continued. During 1944 vagina 
staining occurred. In September, 1945, the patient reported 6 ^ weeks o 
slight vaginal bleeding. A vaginal smear was positive for endometrial cancer, 
and the diagnosis of endometrial adenocarcinoma was established from exam 

ination of curettage material. • i • v, 

Because of the previous absence of response of the follicle stimulatmg or 
mone to prolonged estrogen administration, an experiment was conduc e o 
determine if this same unresponsiveness to estrogens was still present. s r 
gens were omitted for a 4-week period, at the end of winch the 
showed complete absence of intrinsic estrogenic stimulation, and , 

TL Mid" stimulating hcnnon, was high The *"“7 
dipropionate, 5 mg. every other day for 10 days, was followed y 
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(1) disturbance of the autonomic nerv'ous sj^stem, such as flushes, sweats, irrita- 
bihty, nenmusness and sleeplessness; (2) local genital atrophies, resulting from 
failure of production of estrogenic hormone; ( 3 ) disturbance in the other glands 
of internal secretion, such as hj^perthiToidism, diabetes and metabolic disturb- 
ances; and ( 4 ) disturbances in the other organ systems, such as nervous, cardiac, 
renal, hepatic, etc. The menopausal sjTnptoms extend beyond the local genital 
sphere; therefore, a vei^^ complete ph3'sical examination should precede attempts 
at therap3’. One itia3'’ assume that the menopausal s3Tnptoms are brought about 
by the combination of absence of estrogen in the presence of large quantities 
of follicle-stimulating hormone. Against this h3’pothesis are the following 
factors: (1) many women have menopausal symptoms long before the cessation 
of menstruation and in association with relativel3'' normal hormonal findings; 

(2) the administration of large doses of follicle-stimulating hormone in cases 
where estrogen is absent from the urine evokes no menopausal symptoms; and 

( 3 ) the administration of follicle-stimulating hormone during the menopause 
does not increase menopausal s3mptoms, nor does it help s3Tnptomatically. 
Thus, we have no precise explanation of the exact mechanism for the production 
of gmptoms. 

The number of hot flushes or sweats per day ma3'’ serve as an index for therapy. 
A patient with 30 or more flushes a da3'’ is given 50 , 000 1 .U. of estrogenic hormone 
twice a week by intramuscular injection, this treatment being maintained for 
about 4 weeks. When s3mptoms are alleviated the frequence of injectioirs is 
diminished, and eventuall3’' the dosage is decreased and given by mouth until an 
effective minimal dose is reached. In addition, calcium is administered to 
diminish the irritability of the autonomic nervous system. 

The author does not believe that the good results obtained 63'’ the use of estro- 
gens are due solel3'^ to their psychic effect on the patient, nor does he agree with 
the contention that estrogen administration for menopausal s3Tnptoms merely 
postpones the inevitable s3'mptoms to a later date. Also, he does not believe 
that the estrogens produce carcinoma in the human. However, he feels that 
the estrogens are contraindicated in patients who have, or have had, naalignant 
lesions of the breast or genital tract. They are also contraindicated in patients 
who have been radiated for excessive uterine bleeding. 

(The author’s discussion of the endocrine mechanism of the menopause is sound, though 
there will be differences of opinion on one or two of his observations on therapy. Contrary 
to his statement that many women have menopausal symptoms while still menstruating 
normally, my own observation has been that this is at least relatively uncommon, and that 
under such conditions, any vasomotor symptoms which may be noted are mild and usually 
call for no organotherapy. As a matter of fact, one of the many abuses of estrogenic ther- 
apy is to resort to it if a woman over 40 develops various nervous S 3 Tnptoms wrongl 3 ’- inter- 
preted as menopausal, even though the woman’s ovaries are still functioning quite normally, 
and probably producing adequate amounts of estrogen. With this statement I feel sure 
that the author, who is a leading endocrinologist, will agree. 

My own feeling is that estrogenic therapy should be emploj’ed only in the presence of 
typical vasomotor symptoms, and only when and if such sjTnptoms are sufficiently trouble- 
some to constitute a real problem. If they are mild and easily borne, the woman is better off 
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endometrium, unopposed by what many believe to be the protective influence of proges- 
terone, may lead to actual cancer. There is other evidence along this line, some of which 
has been adduced by the authors. 

On the other hand, there is another angle of this question which is worth mentioning. I 
refer to the fact that the ill-advised use of estrogen may lead to postmenopausal bleeding, 
that endometrial hyperplasia may be produced, but that this hyperplasia may be of a very 
proliferative adenomatous type instead of the common and very frankly benign Swiss-cheese 
variety. This proliferative type of hyperplasia may histologically simulate carcinoma, and 
I know of several instances in which such errors of diagnosis have been made. This com- 
ment is not intended to appiy to the authors’ case report, for they are well-trained patholo- 
gists whose microscopic diagnosis will not be questioned. 

However, to illustrate how mistakes can occur, I may cite an experience of my own. 
Some years ago I received a long-distance call from the president of a prominent drug manu- 
facturing firm, who was rather perturbed because the curettings from a woman suffering 
from postmenopausal bleeding following stilbestrol therapy had been diagnosed as adend- 
carcinoma in a mid-western laboratory of pathology. I was asked to examine the slides, 
which I interpreted as a highly proliferative but benign hyperplasia. I advised repeating 
the curettage in a month or so, the stilbestrol therapy of course having already been discon- 
tinued. The second slide showed a strikingly different picture, the endometrium having 
reverted to a typical senile atrophic pattern, with not the slightest suggestion of malig- 
nancy. — Ed.) 


THE MENOPAUSE, AND ENDOCRINE DYSFUNCTION 

R. Kxjrzrok 

Hebrew M. J., 1: 192-202, 1946 

The author discusses the problem of the menopause, its symptomatology and 
treatment. He concludes that, while much has been learned in recent years 
concerning the mechanism and therapy of the menopause, there is need for a 
still greater amount of knowledge for the understanding of the intricacies of the 
problem. 

Three potential explanations for the etiology of the menopausal syndrome are. 
(1) failure of the anterior pituitary gland; (2) failure of the individual to respon 
to ovarian hormones; and (3) inherent failure of the ovary proper. The theoiy 
that the menopause is due to failure of production of pituitary gonadotropin is 
not acceptable, since during the menopause and for some years beyond it there 
can be demonstrated an excess of pituitary gonadotropins in the blood and urme. 
In spite of this the ovary does not function. In answer to the second theory, 
it is well know that the administration of estrogenic hormone in proper osage 
alleviates menopausal symptoms, which means that the body tissues respon 
to stimulation. As regards the third theory, results oi J 

author have shown that to a given dose of gonadotropins, the 
less responsive vdth age. Therefore, it is felt that etiolo^ of sp^ 
menopause is due to the failure of the end organ, namely the ovaiy, P 

^^In^genS, the symptoms of the menopause may be grouped mto 4 categones. 
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usually stop such bleeding 4-5 days later. Diagnostic curettage is indicated if 
the bleeding does not respond. The second tj^je of uterine bleeding due to 
estrogenic therapy is that associated with continued use of estrogen; this is as- 
sociated nith a benign hyperplasia of the endometrium. Such bleeding usually 
responds well to diminished dosage or discontinuance. The risk of bleeding is 
greater nith stilbestrol than with the natural estrogens. Maintenance dosage 
over indefinite periods of time is to be condemned; there is some reason to believe 
that prolonged treatment may even extend the duration of menopause, hlargo- 
lese has treated cases with menopausal sjmdrome with combined estrogen- 
androgen therapy to eliminate masculinization rvith androgens alone, and bleed- 
ing with estrogens alone. The author concludes that since uterine bleeding in 
the postmenopausal years brings up the possibility of cancer, and is evidence of 
overtreatment, the trend is toward smaller dosage, less than 0.5 mgm. stilbestrol 
daily in nearl 5 ’’ all cases, and shorter duration of treatment (weeks rather than 
months). 

Realizing the disagreeable nature of the side effects, and the possibility of 
underlying tissue damage, the estrogen should be kept at minimum effective 
dosage. The mode of administration should be selected for best over-all results. 
It must he remembered that the menopause is a self-limited phenomenon. 

(This is an e.wellent paper, crystallizing nicely the hazards of estrogen therapy. While 
there is little or no evidence that estrogen has actually caused any case of human cancer, 
there are certain experimental and clinical observations which make us feel that it may be 
at least a predisposing factor in some cases. Some of these have been discussed by the 
author in his paper. It does seem true that women with late menopauses show a higher 
incidence of later adenocarcinoma of the uterus than those who have the menopause at the 
usual age. Again, the recently published study of Corscaden indicates that women who 
have had functional menopausal bleeding are about 3| times as likely to develop later 
adenocarcinoma as others. Finally, I am more and more convinced that there is some 
relationship between postmenopausal hyperplasia, which is an estrogen-induced lesion, and 
adenocarcinoma, as was stressed in our paper on the subject in 1936 (Novak and Yui, Amer. 
J- Obst. & Gynec., 32 : 674, 1936). 

Conceding all these possibilities, there appears to be no reason for depriving the meno- 
pausal woman of properly conservative estrogen therapy in the minority of cases in which 
this is indicated. However, one should be very circumspect, in the present state of the 
question, in women who harbor a so-called precancerous lesion of any sort, or in those who 
present a family historj' heavily laden with cancer. In the occasional case of this sort, the 
clinician will choose to employ testosterone instead of estrogen, as it, like the latter, is 
effective in the relief of vasomotor symptoms. See also comment on preceding abstract. 
-Ed.) 


THE FEMALE SEX HORMONES 

P. M. F. Bishop 
Practitioner, 166: 465-467, 1946 

The author presents a brief retdew of the production of the female sex hormones 
and an outline of their clinical uses. 
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not to be started on a career of estrogen therapy, and simple reassurance and explanation 
may be all she needs. For such reasons as I have mentioned I am also opposed to stereo- 
typed plans of one sort or another, recommending so many thousand units of this or that 
preparation on regular schedule,^ often without any admonition to the patient as to time 
limitation of such treatment, -which can do harm if too prolonged. I am one of those who 
believe that the duration of the menopause can actually be prolonged by indiscriminate and 
too prolonged estrogen therapy, not to speak of the hazard of inciting postmenopausal 
bleeding, which may worry both patient and physician. 

Finally , to air my personal tenets still more, I see little need for hypodermic medication, 
with its very real hazard of creating “shot” addicts, now that we know the effectiveness 
and convenience, not to speak of the cheapness, of oral estrogens, especially those of non- 
hormonal nature (diethyl-stilbestrol, hexestrol, premarin, benzestrol, ethinyl estradiol, 
etc.) . I myself now rarely use hypodermic organotherapy in menopausal cases. There are 
some who believe that the natural estrogens give the patients a sense of "well-being” not 
conferred by the non-hormonal estrogens, but I have not been able to convince myself of the 
correctness of this observation. — Ed.) 


DANGERS IN ESTROGEN THERAPY; WITH SPECIAL REFERENCE 
TO SYNTHETIC ESTROGENS IN MENOPAUSAL THERAPY 


J. P. Satterwhitb 

J. Bowman Gray School Med., 4: 7&-80, 1946 

The author discusses the dangers of estrogen therapy under 3 headings: (1) 
estrogens and neoplastic disease; (2) estrogens and uterine bleeding; and (3) 
toxicity of the estrogens. 

There is little doubt that continuous and excessive estrogenic treatment will 
result in changes indicative of tissue damage in the organs in which tumors arise. 
There have been no conclusive demonstrations of the relationship of estrogens 
to the etiology of human cancer, with the exception of one possible case. How- 
ever, estrogenic stimulation has definitely produced endometrial hyperplasia 
and squamous cell hyperplasia, enlargement of cervical glands, cervical erosion 
and eosinophilic adenoma of the anterior pituitary in the human female. Crossen 
and Loeb found that 60 per cent of women with uterine cancer continued to men- 
struate after the age of 50 years, while among a large number of women not a - 
fected with uterine cancer, only 15 per cent were menstruating at this age. 
The possibility of a relationship between estrogens and cancer developmen is 
strong enough that estrogenic therapy should be prescribed only where c ear y 
indicated and after complete physical examination, and no patient wi pa 
cancer or family history of cancer should receive indiscriminate therapy. r 
erably, estrogen should be administered only in those cases which can e 

^^Estrogens may produce uterine bleeding of 2 types. The 
wiSdrawal bleeJing, due to a drop in die estrogen 
drug. This usually occurs after sudden withdrawal of rela 
estrogens. Progesterone 2-5 mgm. dafiy for 5 days at the end 
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only 13 patients. Of these 13 cases, 3, who were apparently stable colored 
women, were told purposely that thej' must take female sex hormones after the}’’ 
went home. All 3 have insisted on continuing this treatment in spite of the fact 
that it was originall}^ onl}' suggestive therap 3 ^ 

The author believes that, following operative procedures invol-mng the female 
sex organs, there is a definite psi’chic reaction. These women have been told by 
a nei^bor, friend or mother that once they have their female organs removed 
they will become fat, lazy, disinterested and develop a negative libido. If they 
are doubtful of this, their doctor will remove the doubt when he prescribes se.x 
hormones. Over 2200 ■n'omen have been admitted to the neurops 5 'chiatiy 
service during the past 3 years, and over 1670 of these women have received 
estrogenic hormones. 

When estrogens were first ^ven for so-called menopausal s 5 ’mptoms, the doses 
■were surprisingly low: 10-15 units. In Spite of such ineffective dosage, excellent 
results were reported. The fact that, more recently, the same results have been 
obtained •nith placebo therapy and inadequate dosage as with potent doses of 
estrogen suggests that such results are obtained on the basis of ps 3 ’’chotherapy. 
However, this is a poor tjqre of psychotherapy, since it tends to cause the patient 
to attribute all of her sjTnptoms to her sex organs, focusing her mind on those 
organs, and to build up an imaginar}’’ chain of sj’mptoms “which makes it difficult 
for even the well-trained consenmtive operator to refrain from a laparotomy.” 

The work of Zondek on male mice, the appearance of breast cancer in women 
after the use of estrogens, and the rapid development of cervical cancer in women 
who have leukoplakia make tlfis drug, if nothing more, most interesting as pos- 
sibly containing a carcinogenic factor. 

The author uses estrogen for juvenile gonococcal ■vulvovaginitis, senile endo- 
metriovaginitis, uterine hypoplasia, cramping uterine dysmenorrhea (tenta- 
tively), postpartum breast engorgement, some tjqjes of habitual abortion, and 
its effect on ovulation. However, it is believed that estrogenic therapy, as used 
today, is too often only a psychotherapeutic agent. 

(This paper strikes a definitely reactionarj’’ note. Weaver’s attitude toward estrogenic 
therapy, especially in menopausal cases, is e.vactly like that e.vpressed by many gynecolo- 
gists in the days before the ovarian hormones were isolated and made available clinically. 
In those days ovarian therapy meant the administration of whole ovarian substance, ovar- 
ian residue or corpus luteum. Those who were skeptical of any virtue in such therapy, 
explaining any good results by their psychotherapeutic value alone, are now known to have 
been right, for the preparations then available we know now were almost completely inert. 
And yet many excellent clinicians honestly thought them to be effective in the treatment 
of menopaitsal symptoms. The late Dr. William P. Graves, one of the country’s leading 
gynecologists, made the statement that he looked upon corpus luteum therapy as practically 
a specific for this indication, although the preparations he employed have been shown to 
contain little or no ovarian hormone. 

However, the last 25 years have seen notable advances in endocrinology and biochemis- 
try, and we now have available ovarian preparations of unquestioned potency, even in the 
cold light of laboratory investigation, which could never be said of the ovarian preparations 
of an early daj-. To say that psj'chotherapy plays no part in the generally satisfactory 
present day management of the menopause would be absurd. This applies with especial 
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The chief clinical uses of the follicular hormone are: (1) to relieve menopausal 
symptoms; p) to induce uterine hemorrhage in cases of amenorrhea; (3) to 
relieve pain in certain selected cases of spasmodic dysmenorrhea; (4) to prevent 
postpartum breast engorgement when breast-feedmg is contraindicated; and 
(5) to allay symptoms and delay progress of prostatic carcinoma. Estradiol 
is the true follicular hormone, and is administered ' as injections of estradiol 
benzoate in doses of 10,000 to 50,000 1.B.U. Five injections, twice weekly, may 
induce bleeding in cases of amenorrhea. Estrone, a derivative found in preg- 
nancy urine, given orally in doses of 3,000 or 6,000 I.U. will generally relieve 
menopausal s 3 Tnptoms. The synthetic estrogens are much cheaper and more 
potent, especially by oral administration, than the natural estrogens. However, 
they are more liable to induce toxic effects. Stilbestrol is given daily by mouth 
in fortnightly courses of one, 2 or even 5 mg. for amenorrhea or dysmenorrhea. 
For breast engorgement it may be given in doses of 5 to 15 mg. daily. In meno- 
pausal cases dosage should not exceed one mgm. daily, and symptoms may be 
controlled with 0.1 to 0.25 mgm. daily. It is important not to use the higher 
doses in women of child-bearing age for longer than 3 weeks at a time. 

For excessive and irregular menstrual bleeding 4 injections of 10 to 20 mg. of 
progesterone are given every other day in the premenstrual week or on the first 
day of bleeding. For habitual abortion 5 mgm. of progesterone every other day 
are injected up to the fourth month of pregnancy. 

Up to the present time, the results of gonadotrophic therapy have been dis- 
appointing. Theoretically these hormones stimulate the ovary to produce estro- 
gen and progesterone and are therefore employed in cases of ovarian failure as- 
sociated with menstrual disorders, such as amenorrhea and menorrhagia. Cho- 
rionic gonadotrophin is ineffective in these conditions when given alone, and it 
is usual to give 5 injections of serum gonadotrophin, followed by 3 or 4 injections 
of chorionic gonadotrophin. The former is usually given in double the dose of 
the latter; i.e., 200 to 3,000 I.U. and 100 to 1,500 1.U., respectively. 

(This is a very sensibly conservative paper by one of the leading gynecological endo- 
crinologists of Great Britain. The dosages recommended by him serve to indicate 
cases, though stress may again be laid upon the importance of adapting the dosage and t e 
duration of therapy to the indications of the individual case, as discussed more fully m e 
comments on the two preceding abstracts of papers fay Kurzrok and Sattenvhite.— E .; 


ESTROGENIC HORMONES, OFTEN ONLY A PSYCHO- 
THERAPEUTIC AGENT 


John D. Weaver 
South. M. J., 39: 581-585, 1946 

DiirmcaperiodofSit months 209 bilateral oophoreotomies have been 
,t eMe. avogenie homones have bee. given pestoperahvelg 
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gens and estrogens were ^ven simultaneously to 2 castrate opossums and similar 
dosage controls for each hormone were given alone to 6 castrate animals. There 
iras no antagonism between the 2 hormones. With a few exceptions they were 
additive in their effects on the tissues of the accessory organs. 

It was apparent that both the lack of antagonism between the sex hormones 
and their inherent bisexual propertj", pre\douslj' demonstrated in pouch-young 
and juvenile stages, are maintained in the adult period. 

Intracellular glycogen was obseiv’ed following treatment with estrogen, andro- 
gen and PMSG preparation (only traces vith the latter hormone) in the stratified 
squamous epithelium of the lateral vaginal canals and urogenital sinus, in the 
prickle and transitional cell zones, but not in the basal zone, comified cells or in 
fresh “vaginal” smears tested by iodine vapor. The “vaginal” pH showed no 
significaht change following hormonal treatments. 5 plates, 

(In spite of the striking species differences in the effects of most of the hormones, it is of 
interest to note that, in so far as the equine and human chorionic gonadotrophins are con- 
cerned, the results observed by Morgan in the opossum are not unlike those noted by most 
nvestigators in the human ovary, i.e., the production of cystic follicles with usually an 
absence of luteinization. — Ed.) 
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force to the improper employment of estrogens for a whole array of symptoms, chiefly 
nervous or psychic, which often occur in the fifth decade, but which are not menopausal at 
all. If estrogens give good results in such cases, it is reasonably certain that this is by way 
of the psychic route alone. 

But the clearly menopausal vasomotor symptoms are definitely objective. The flushes 
and sweats can be seen and counted, and their frequency can be strikingly lessened by 
estrogen therapy . It is true that psychic factors may increase the severity of these vasomo- 
tor disturbances, but they may occur in the most tranquil and phlegmatic of women. The 
fact remains that estrogen therapy, when properly employed in the small minority of 
menopausal women in whom the vasomotor symptoms constitute a real problem, has 
established itself as both rational and effective. Even the hard-boiled skeptics of the early 
joy-riding days of indiscriminate ductless gland therapy have been convinced. I personally 
do not know of any gynecologist who does not employ estrogens for the indication under 
discussion. Some undoubtedly use such preparations too indiscriminately, and I have on 
various former occasions commented upon some of the common abuses, and also upon the 
supposed danger of inciting cancer growth. — ^Ed.) 


SEXUAL RHYTHMS IN THE REPRODUCTIVE TRACT OF THE ADULT 
FEMALE OPOSSUM AND EFFECTS OF HORMONAL TREATMENTS 


C. F. Morgan 

Am. J. Anat., 78: 411-463, 1946 

In this study it was found that the reproductive tract of the female opossum 
underwent a seasonal rhythm; the height of sexual activity occurred during the 
breeding season (February to July); reproduction did not take place during 
anestrus. A secondaiy rhythm existed within the breeding season during poly- 
estrus cycles. 

Gonadotropins from pregnant mare serum (PMSG) and from human chorionic 
gonadotropin (HCG) were administered alone and in combination by subcuta- 
neous injections to 17 adult females in anestrus in order to discover the eSects of 
the natural ovarian secretions on the accessory reproductive organs. Responses 
were elicited from the atrophic ovaries and reproductive tract. The responses o 
the ovaries to PMSG were production of large cystic follicles and a total absence 
of luteal cells except for scattered luteinization following the highest 
Luteal cells were found folloAving the combination of PMSG and HCG an wi 

HCG alone. _ . x j 

Estrogens were administered to 14 adult females of which 8 were castra P 
to treatment. The results were similar in both castrate and intact anima s, 
structure of the reproductive tract was like that of the proUferative penod ot tne 

estrus cycle and follo^vmg PMSG administration. _ x a which 

Androgenic treatment was given to 12 adult opossums m anestrus, 
csLted prior to treatment. Reeponse. in the atoplnc 
of the intact and castrate animals were sunUar and ^PP^y®?*/ . ^ ^^ro- 
many respects the results following PMSG and estrogen administration. 
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gens and estrogens ivere given simultaneously to 2 castrate opossums and similar 
dosage controls for each hormone were given alone to 6 castrate animals. There 
vas no antagonism between the 2 hormones. With a few exceptions they were 
additive in their effects on the tissues of the accessor 3 '’ organs. 

It was apparent that both the lack of antagonism between the sex hormones 
and their inherent bisexual property, previously demonstrated in pouch-young 
and juvenile stages, are maintained in the adult period. 

Intracellular glycogen was observed following treatment with estrogen, andro- 
gen and PMSG preparation (only traces with the latter hormone) in the stratified 
squamous epithelium of the lateral vaginal canals and urogenital sinus, in the 
prickle and transitional cell zones, but not in the basal zone, comified cells or in 
fresh “vaginal” smears tested by iodine vapor. The “vaginal” pH showed no 
significant change following hormonal treatments. 5 plates. 

(In spite of the striking species differences in the effects of most of the hormones, it is of 
interest to note that, in so far as the equine and human chorionic gonadotrophins are con- 
cerned, the results observed by Morgan in the opossum are not unlike those noted by most 
nvestigators in the human ovary, i.e., the production of cystic follicles with usually an 
absence of luteinisation. — Ed.) 



THE MENSTRUAL CYCLE 


THE TREATMENT OF DYSMENORRHEA 


A. BotTRNB 

Practitioner, 166: 464^65, 1946 


In considering the treatment of dysmenorrhea, it is important to recognize the 
personality type of the patient and the type of dysmenorrhea. In this article 
the author deals with the sharply defined group of patients that suffers severe, 
often prostrating pain for a few hours immediately after the flow is noticed. 
Treatment includes drugs, hormones and operations. No amount of so-called 
"hygiene” will improve the condition of true spasmodic dysmenorrhea. 

In adolescents anodynes may be used but they wiU soon cease to have effect. 
Pethidine is a useful analgesic for less severe cases, but it usually causes a “doped 
sensation which may last for some hours. Belladonna is sometimes of real value, 
and may be given as 10 minims of the tincture, or as atropine, rm grain, in half 


an ounce of water. _ ... 

On the assumption that the ovarian hormone secretion needs reinforcing, a 
scheme of treatment may be given as follows: During the week after the peno — 
dienestrol, 0.3 mgm. daily for 7 days; during the week before the period— antui- 
tiin-S, 200 units, by injection on alternate days, and dienestrol, 0.1 mg. dai y- 
When the menstrual flow is above the normal it is weU to omit all dienestro an 
give antuitrin-S alone during the premenstrual week. Thyroid extract shou 
be administered to abnormaUy fat patients. In thin subjects, mth marKea 
weight g ain immediately before the period (indicating water retention ue o 
high level of secreted estrogen), all "estrols” should be eliminated and large doses 
of antuitrin-S given during the premenstrual week. ^ All hormone trea me 
based upon flimsy evidence, and is still largely empirical. _ 

In cases where drugs and hormones fail, the usual procedure ,, 

tion; however, this too is empirical. There are a number of sue e 
dilatation in nulliparae. Sjunpathectomy of the hypogastric p e. 
dora be considered before the age of 30, since it is by ^ncertam^^^^^^^^^ 

It undoubtedly has cured some severe resistant cases. y® economic 

necessary during the later years for intractable pam which resu 
loss, risks the resort to morphine, or leads to secondary neuros 

(la 1915, before the days of over-enthusiastic 
xvrote a paper on the atropin treatment of of dysmenorrhea, it 

Tses. In Lse days of waning ^-thumasm for endocrine treat^^^^^^ 
is well to remember the premenstrual administration of atr p interested to 

Ty be employed, because it is certairdy helpful in no a »b. ^ , 

read that Bourne also makes use of t^s ^ruE and fi d t f ^ the 
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or advantage in combimng this plan with the premenstrual use of antuitrin-S, involving as 
it does a whole lot of undesirable hj-podennic treatment. Sjunpathectomy should not be 
done if simpler measures make the patient reasonably comfortable, but it is certainly pref- 
erable to hysterectomy. The general experience with it indicates that it gives satisfactory 
pain relief in approximately 70 per cent of cases. — ^Ed.) 


THE STEM PESSARY FOR DYSMENORRHEA 
J. C. Potter 

New York State J. Med., 46: 1346-1347, 1946 

The author concludes that a glass stem pessaiy helps the patient with d 3 ^smen- 
orrhea, but does not cure her. In addition, some medication should be given 
with menstruation. These conclusions are drawn from the study of 25 patients 
with dysmenorrhea severe enough to necessitate their losing from one to 7 daj^s 
with each period. Five patients had vomiting as a sjunptom. Prior to the 
insertion of a pessary, standard treatment was administered, including sedatives, 
antispasmodics, rest, exercise and good food. AH patients were given thyroid 
medication and most also progesterone products. When these measures proved 
of insufiBcient value, the cervix was dilated under anesthesia and a glass stem 
pessaij' was inserted and sutured with mattress sutures of silkw'orm gut. Of the 
25 cases, none were cured, none were made worse, 3 were not helped and 22 were 
helped. By “helped’.’ is meant that these patients, with medication, could keep 
at work, rely on completing plans and be on their feet during menstruation. The 
author believes that it should be emphasized that the therapeutic value of a stem 
pessary in patients with dysmenorrhea is that it helps, not cures, such patients. 

(The stem pessary treatment of dysmenorrhea appears to have been abandoned except 
in a few clinics. The supposed rationale for its employment was that it kept open a canal 
whose angulation and narrowness were at one time thought to be the cause of the dysmenor- 
rhea, although this concept has long since then been disproved. Others urged that the pes- 
sary, acting as a foreign body, stimulated uterine contractions, thus exercising and develop- 
ing the uterine muscle. This supposedly corrected the hjTpoplasia which some thought 
to be the important causative factor in the pain, though this idea likewise is no longer 
accepted. 

The good results reported by some in past years have been about as hard to evaluate as are 
the results of most other treatments of dysmenorrhea, because of the difficulty of eliminat- 
ing the psychic factor. But the bad results which were reported from time to time were 
very objective. Aside from even grave pelvic infection in the occasional case, there is no 
doubt that the retention of a stem pessary in the cervical canal for often a good many weeks 
is often followed by a troublesome and persistent cervicitis. The treatment of primary 
dysmenorrhea is still far from satisfactory, but some improvement has occurred. There are 
a sufficient number of other and safer plans at our disposal without impelling most of us to 
go back to the stem pessary, which, in spite of the claims of its few remaining adherents, 
can not be considered free of hazard. — ^Ed.) 
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THE ROLE OP THE THECA CELL IN IRREGULARITIES OF THE 
BABOON MENSTRUAL CYCLE 

A. CULINER 

South African J. M. Sc., 11: 55-69, 1946 

PolUcular growth, atresia, corpus luteum formation and menstruation in the 
baboon are similar to those which occur in man. Turgescence and deteru- 
deturgescence of the perineal sex skin during each cycle provides reliable indica- 
tions of events within the ovary. 

The cells of the theca interna have been shown to undergo .slight or no change 
in relation to primordial, maturing, atretic and cystic follicles in the presence of 
normal ovarian and uterine function. 

The theca cells may undergo lutein changes not only in association with a 
corpus luteum, but also with atretic and cystic follicles. They may give rise to 
theca lutein cysts and yellow bodies which resemble corpus luteum cysts and 
corpora lutea, respectively. Although examination of serial sections of these 
tissues is most helpful, it may not resolve the difficulties in diagnosis. When 
these lutein changes are sufficiently extensive and numerous, the ovarj’’ macro- 
scopically presents numerous discrete or several confluent yellow or pale yellow 
patches, varying from the size of a pin point to that of a pea, related to atretic or 
cystic follicles. Microscopically, they are similar to the interstitial bodies 
described in primates and lower forms. 

Yellow bodies of theca cells may be classified according to the e.xtent of thecal 
involvement and in relation to stages of follicular atresia and cyst formation. 

The relation of the theca cells to irregularities of the menstrual cycle and to 
abnormalities of the endometrial pattern are shown. Reference is made to the 
progestogenic, androgenic and estrogenic properties of theca cells. Although no 
specific hormone can as yet be attributed to them, their hormonal activity was 
influenced by defined factors governing endocrine function. Thus, the hormone 
of theca cells, whether androgen, estrogen, progesterone or a combination of 
these, may produce the abnormal manifestations in the menstrual cycle which 
are found coincidentally with yellow bodies of theca cells. 11 figures. 

(Much of what the author states as to theca cell luteinization in the baboon’s ovary ap 
plies also to that of the human female. Certainly such luteinization is often coMpicuous 
in the corpus luteum of menstruation, and even more in that of pregnancy , thoug i ® 
endocrine significance is not known. Lesser degrees of luteinization are often seen 
thecal cells of atretic follicles, the curious thing being that in one and the “"^Lnear 

atretic follicles show marked thecal change and others none at all, even thoug y PP 

to be of about the same size and the same retrogressive phase. Ed.) 
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PRE\^NTION AND TREATIMENT OF 
CARCINOMA OF THE ^TJLVA 

B. P. VVATSON' AKD S. B, Gxjsberg 
Am. J. Obst. & Gynec., 62; 179-190, 1946 

This study is based on a series of 30 cases of carcinoma of the vulva, in 25 of 
vrhich the lesion was definitely primaiy on the vulva. The authors emphasize 
that vulvar conditions which are related to the development of cancer are seen 
with some frequencj’’, and that any irritated or ulcerated lesion which does not 
jield within a verj- short time to simple therapy should be subjected to biopsy by 
free excision. Because of the direct relationship between leukoplakia of the 
vulva and cancer, eveiy leukoplakic area which causes constant itching necessi- 
tating scratching — ^with consequent breaking or fissuring — should be excised. 
In such cases, ointments, hormones and x-ray therapj' are not justified. Impor- 
tant EjTnptoms in the present series were pruritus in 16 cases, a lump in 18 cases, 
pain in 6 cases and local discharge in 2 cases. The average delay between the 
onset of s}Tnptoms and treatment of the cancer was 3f j'ears. Pruritus is a par- 
ticularly significant s}Tnptom in middle-aged women, and its importance cannot 
be overstressed. 

The average age of these patients when first seen was 59 years, indicating the 
high incidence of the disease in advanced years. Seven patients were 70 years of 
age or over, and 11 patients 65 yearn or more. The youngest patient was 37 
years of age; thus, the general age incidence figures should not be permitted to 
influence the differential diagnosis in the indmdual vith a vulvar lesion. 

The survival rates for the patients in this series were 56.6 per cent at 2 years 
after treatment, 50.0 per cent at 3 3 'ears after treatment and 36.6 per cent at 5 
J^ears after treatment. The group was treated by various methods which are 
shown in Table III. 

The treatment employed is primaril 3 ’' surgical. The authors have discarded 
radiation as a primary treatment, except as a palliative. It is important to note 
that none of the patients treated b 3 ’' simple partial vulvectomy has died with the 
disease. The authors believe that excision of this type is the best biop^ method 
for ATilvar lesions, and that it will save cases where the malignancy is low grade 
from rmnecessary radical operation. Wide local excision is considered an ade- 
quate treatment for basal cell lesions and for squamous-cell lesions of borderline 
or potential malignanc 3 ’'. 

In the usual case with carcinoma of the vulva, the authors prefer complete 
%Tilvectomy with bilateral groin dissection. Their technique is a one-stage 
operation which dissects the .superficial inguinofemoral nodes bilaterally, and 
complete^’’ removes the vulvar structures. 
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Exanunatiori of the fatal cases reveals the gravity of prognosis with extension 
of the disease into the vagina. Only one patient died with the disease more than 
2 years after treatment, and the lesion from which she died was a new carcinoma 
rather than a recurrence. Only one patient with a lesion confined to the vulva 
and with complete operation performed died of recurrence. 3 figures. 

(There will be general agreement with the prophylactic admonitions of the authors, 
viz., the importance of removal of intractable irritative lesions, especially leukoplakia, 
and the ineffectiveness of hormones and x-ray therapy in the treatment of such lesions. 
More puzzling, however, is the discussion of the authors as to the surgical treatment of 
vulvar carcinoma, especially in view of the recent trend toward an operative plan more 
radical than that represented by vulvectomy plus bilateral inguinal adenectomy. Taussig’s 
studies, more than any other factor, are responsible for the growing preference for the Basset 
type of radical operation, when the general condition of the patient warrants this plan, and 


TABLE III 
Treatment 


PKCIABV TREATMENT 

NO. OF CASES 

DEAD WITH DISEASE 

Complete vulvectomy with bilateral groin dissection .... 

5 

1 

Above surgery plus radiation 

2 

1 

Complete vulvectomy with unilateral groin dissection . . . 

2 

0 

Above surgery plus radiation 

1 

0 

Complete vulvectomy 

2 

0 

Above surgery plus radiation 

1 

1 

Partial vulvectomy with bilateral groin dissection 

1 

0 

Above surgery plus radiation 

0 

0 

Partial vulvectomy with unilateral groin dissection 

0 

. 0 

Above surgery plus radiation 

1 

0 

Partial vulvectomy 

8 

0 

Above surgery plus radiation 

3 

1 

Radiation only 

4 

4 


the 60 per cent or so of cures reported by him appeared to justify it. On the other hand, 
in the 30 cases reported by Watson and Gusberg, no such radical plan was followed, the pro- 
cedures employed being often far more conservative than would be employed by most 
cologists, as can be seen from their Table III. And yet their results are much better ^ an 
most authors have reported with the employment of vulvectomy and bilateral in^na 
adenectomy, and not a great deal less favorable than those reported by Taussig wi e 
more formidable Basset operation. This is rather confusing, and the only e.\plana 1°“ 
suggests itself is that their group of cases must have included a disproportiona e num 
less malignant types, such as the basal cell variety . However, the „ 

toiy would indicate that the basal cell variety is relatively uncommon, and PP , 
to be that in other clinics. Whatever one’s feelings may be about the ^ . 

Basset type of operation, involving as it does, in one or two stages, ex 
The Ltr Jpelvic l^hati; nodes, one must recognize that it is often d by 

feeble and debilitated condition of these patients, most of them old worn 
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SARCOIMA OF THE VAGINA 

W. K. Diehl and J. S. Haught 
Am. J. Obst. & Gjmec., 62: 302-310, 1946 

Sarcoma of the vagina, like sarcoma in general, is a highly malignant tumor of 
mesoblastic origin. It is classified in 2 main types, childhold and adult. The 
botQ^oid is the more common childhood form, while the parietal is the more com- 
mon adult variety. The botryoid variety (grossly appearing in grapelike clus- 
ters) in children is thought to develop from misplaced embryonal, mesodermic 
cells. A bloody vaginal discharge is usually the first sjTnptom. As the condition 
progresses, the bladder frequentty becomes involved, and death usually results 
from to.xemia, uremia and exhaustion. In the adult, the tjqiical vaginal sarcoma 
consists of bimdles of spindle cells dispersed through a highly vascular stroma, 
with moderately numerous mitotic figures and hj'perchromatic nuclei. The 
symptoms appear as a vaginal discharge, followed by ulceration, bleeding and 
infiltration of the vesicovaginal and rectovaginal septa. The disease terminates 
in a manner similar to that in children, although less rapidly. 

Complete surreal excision is usually impossible and, while the tumor is radio- 
sensitive, recurrences rapidly develop. The prognosis is uniformly poor, and the 
diagnosis is questionable in any case which survives more than 2 years. 

The authors present 2 case reports; the first represents a classical example of 
sarcoma botiyoides in a 21 month old child. Death occurred within one year of 
the onset of the first symptom. The second is a case of adult vaginal sarcoma 
m a 40 year old Negress, treated by excision and radium application. Subse- 
quent examinations show a gradual local regression of the grovdh. 6 figures. 

(The rare sarcoma botryoides is a highly malignant and practically always fatal tumor. 
In most cases, as the authors state, teratomatous elements can be found, usually in the form 
of striped muscle tissue, often of embryonal type, so that it is not always easy to demon- 
strate microscopically. Cartilage may likewise be demonstrable in some cases. Vapnal 
bleeding in infants or young children should always be investigated. Sarcoma botryoides 
18 always a possibility, though more frequently some other cause will be revealed, such as a 
a foreign body in the vagina. — Ed.) 
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IMPORTANCE OP THE CONCEPTION OF METROSIS 
Ajuerico Stabile aijd A. Poe de Santiago 
Arch. Urug. de Med., Cir. y Especial. (Uruguay) 28: 367-375, 1946 


The use of the term “Metrosis” created by Conil-Mosinger (1935) is advocated 
by the authors to designate every correlative ovarian-endometrial pathological 
condition having no inflammatory basis nor neoplastic character. 

Therefore, under the designation Metrosis the following conditions are in- 
cluded: 1) Metropathia hemorrhagica (glandular cystic ovarian metropathia 
of Pou Orfila) ; 2) Persistence of the corpus luteum (Halban’s or Douay’s disease); 
3) Anovulatory bleeding; 4) Polyhormonal amenorrhea; 5) Moricard’s metrosis 
of receptivity; 6) Atrophic type of metropathia hemorrhagica (Martinez Olas- 
coaga). 

All these conditions are caused by some sort of abnormality occurring in the 
ovarian-endometrium relationships, and they may or not be accompanied by 
metrorrhagias. 

Many of them have been considered by different investigators just as simple 
chnical forms of the so-called metropathia hemorrhagica (Schrdeder-Panhow), 
thus giving rise to great confusion in the literature as to the real meaning of the 
latter disease. 

Therefore, in order to avoid such misconceptions, the term metropathia hemor- 
rhagica (Pankow) should be apphed only to the condition described by Schroeder, 
i.e., the one associated with glandular cystic hyperplasia of the endometrium and 
persistence of a mature folhcle in the ovary, which, as a matter of fact, constitutes 
one of the main types of metrosis. 

The so-called “metrosis of receptivity (Moricard)” refers to cases of amenor- 
rhea with atrophic endometrium, despite the hormonal secretion being main- 
tained at a normal level and, occasionally, even in excess (in the blood and urine). 
In such cases the endometrium does not seem to respond to the ovarian hormonal 
stimuli, which are within normal qualitative and quantitative limits. 


(I have referred on a previous occasion to the penchant of our colleagues in South Amer- 
ica for the use of proper names in the designation of diseases and operations, although we 
ourselves are not altogether free of this eponymic tendency. Where priority in the de- 
scription of a new disease entity ora rare new operation is clear and unmistakable, itmay c 
considered desirable, since it pays a well-deserved tributed to the memory of the discoverer. 
The names of such men as Addison, Graves, Froehlich, Wertheim, Gilliam and a host o 
others carry definite significance to clinicians in one field or another, since they at once 
convey to the mind the diseases or operations with which such rnen are intimately asso- 
ciated just as pioneers like Hunter, Willard and Gasser have been similarly immemona ize 
in the field of anatomy. But it does seem that our good friends to the south carry t ® P™ ' 
tice too far and perhaps too indiscriminately. I.wonder how many , if any, of us 
of Douay’s disease, or the metropathia of Pou Orfila, or Moricard’s metrosis, a en 
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by the authors of this paper. And yet they all refer to relatively common disorders encoun- 
tered by all gynecologists, as you learn in the abstract of their paper. They evidently like 
the term “metrosis” — I wonder why they didn’t call it the Conil-Mosinger disease — but it 
is such an all-inclusive one that it really does not seem to mean much. — Ed.) 


CONGENITAL GENITO-TJRINARY JLVLFORilATION 
AND ENDOjMETRIOSIS 

Normakdo Aren’as a2st> Oscar Blanchard ^ 

Boletin de la Sociedad de Obstetricia y Ginecologia de Buenos Aires, 

26: 17-21, 1946 

This is a case report. The patient, a single girl, 19 j^ears old, came to the out- 
patient department complaining of a foul, abundant, yellow, thick vaginal 
discharge which began eight months prior to the consultation. Since she was 17 
she had indulged in sexual intercourse. 

Menstruation began at twelve, type 3-5/25-26, normal in every aspect. The 
patient looked emaciated and pale. Thorax, negative. Abdominal palpation 
entirely negative; both kidneys eluded palpation. The external genitalia were 
hypoplastic. The vagina was small, with diminished elasticity. AH along the 
right side of the vagina there was a swelling that caused the right wall to bulge. 
The swelling was coimected to a mass in the pehds which seemed cystic and 
tender. The cervix, infantile, pointed toward the posterior fornix. The corpus 
uteri was small and anteflexed. 

A puncture of the swelling was performed and yielded abundant pus, stained 
with blood. The possibility of a congenital genito-urinary abnormality was 
considered and studies were performed. Hysterosalpingography revealed a left 
uterus unicornis. 

Cystoscopy revealed the absence of the ri^t ureter and the presence of two 
ureteral meatuses on the left. Indigocarmin excretion was normal. Introve- 
nous urography revealed two left kidneys fused in the vertical line, with independ- 
ent pelves and ureters. Operation was decided upon. The abdomen was 
opened and a double uterus was exposed, with marked transverse development. 
Both uterine bodies were fused at the level of the isthmus. As the right uterus 
was connected with the blind right vagina, with pyocolpos, a right hysterectomy 
was performed. Later, through the vagina, the vaginal septum was extirpated. 
The patient had a stormy post-operative course and died eight days afterward, 
apparently from an acute embolism. 

The anatom opathological study was performed by Prof. Rodolfo Sammartino. 
The sections of the cornu uterinus revealed a normal myometrium, while the 
endometrium was proliferative and showed signs of endometritis. The vaginal 
upturn was composed of connective tissue and was lined on one side by normal 
vaginal epithelium and in the other by leucoplaquic epithelium (parakeratosis), 
subacute inflammation and glands partiallj'^ mucinous. 
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Note of the obstvactor .■ In no part of the article was endometriosis mentioned j 
the only explanation I can find for the title is that what the authors called endo- 
metriosis is the endometrium of the right comus uterinus which was not in con- 
nection with the outside and that showed endometritis. 

(The title of this paper seems inaccurate, because nothing in the case report suggests an 
endometriosis in the accepted usage of the term. The condition described obviously rep- 
resents a congenital anomaly involving chiefly the right Mullerian canal. There was evi- 
dently a failure of fusion of the two Mullerian ducts in their upper portions, since the uterus 
was of the bicornate variety. In their vaginal portions the ducts also failed to fuse, while 
the right canal ended blindly because it failed to open into the urogenital sinus. This 
brought about a hematocolpos on the right, and as a result of secondary infection, the 
characteristically bloody content became converted into the blood-stained pus which was 
evacuated in the puncture described by the authors. Certainly there would seem to be no 
justification for applying to such a condition the designation of endometriosis. 

An interesting feature of the case was the renal fusion revealed by pyelography. The 
practical point to emphasize is that anomalies of the genital canal are often associated with 
anomalies of the urinary tract, especially congenital absence of the kidney or pelvic kidney. 
Pyelography should be a routine part of the examination of patients presenting genital 
canal anomalies. — Ed.) 


PRIMARY LIPOMA OF UTERUS 

W. J. Reich and M. J. Nechtow 
Am. J. Obst. & Gynec., 62: 157-159, 1946 

The rarity of lipomas in the uterine wall may be ascribed to the lack of fatty 
cells in the muscle wall. A review of the literature for the past 25 years reveals 
only 4 cases of uterine lipoma; 2 were fibrolipomas and 2 were small lipomas. In 
the world hterature from 1816 to 1921 only 26 lipomas were recorded. Al- 
though they are said to occur nearly always after the age of 60, the present case 
report deals with a patient of only 39 years. . . 

The exact origin and pathogenesis of uterine lipomas is not certain. Vanous 
workers believe that they are a transformation of muscle fiber into fat, that t ey 
originate from embryonic cell rests, and that the fat cells around the u erme 
blood vessels may be the source. A. J. Peterson believes that microscopic sec 
tions may reveal other tissue mixed with the fat tissue. _ 

The patient, a 39 year old Negress, whose case is presented in this ^ 
admitted to the hospital with a history of a progressively enlargmg abdomm 
tumor and menorrhagia. A large abdominal mass the size of an » montto preg 
nancy was noted. The mass also fiUed the entire pelvis and was firm and 
The preoperative diagnosis was uterine fibromyoma. 
multinodukr fibroid uterus was found. One of these nodes elt very ® 

palpation. A supracervical hysterectomy and 
were performed. The pathological report descnbed multiple utenn 
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mas; one intramural encapsulated node appeared soft and yellow on cut section. 
Jficroscopically there were uniform areas of encapsulated fat and no mbcture of 
muscle fibers. The diagnosis was lipoma of the uterus. 

Clinically this tumor, by its softness, resembles a degenerated fibroid or a 
possible associated pregnancJ^ 2 figures, 

(There appears to be little doubt that fatty degenerative changes may occur in rare cases 
of myomas, as well as sarcoma of the uterus, although the exact source of the fat, and the 
chemistry involved, are difficult to explain. One maj" even in rare cases see large areas of 
fat on naked eye examination, the true fatty nature of such tissue being confirmed by 
differential staining. In such cases one perhaps has to deal with mixed tumors, or lipomyo- 
mas, arising from “anlagen", so to speak, of two different tissue types. — ^Ed.) 


INTEJEQUENCY OF CAUCINOIt'IA OF THE UTERINE CERWX 
AJMONG JEWISH WOIMEN 

J, V. Treusch, a. B. Hunt and A, A. Rousuck 
Am. J. Obst. & Gjmec., 62; 162, 1946 

In a recent anatysis of 568 consecutive cases of cenncal carcinoma at the Mayo 
Clinic, it was found that in 566 instances the e,xpressed religious preference of the 
patient was other than Jewish. In the remaining 2 cases it was impossible to 
classify the patient as Jewish or non-Jewish, but it did not appear that either was 
Jewish. The estimated Jewish registration by per cent of total at the Clinic is 
about 7 to 8 per cent. Therefore, one would have expected to find about 40 
Jewish women in the present series. It is possible that one or more Jewish 
women of Christian religion was encountered unknowingly in this series, since it 
is estimated that about 4 per cent of the Jewish population are Christians. 
Nevertheless, this stud 3 ’' brings forth the infrequency of carcinoma of the uterine 
cer^dx among Jewish wnmen, 

(The rarity of cervical carcinoma among Jewish women is generally recognized. There 
are many other instances of racial immunity or susceptibility to various diseases, such as 
the high incidence of uterine fibroids among Negroes, and of urinary calculi among the 
Chinese. — ^Ed.) 


AN UNUSUAL STRAIN OF NEISSERIA ISOLATED FROM 
THE CERVIX UTERI 

hlAsioN B. Coleman 

J. Vener. Dis. Inform., 27: 159-160, 1946 

hlicrococci that had the properties of gonococci, including fermentation of 
glucose but not maltose, sucrose or lactose, were isolated from specimens of dis- 
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Note of the abstractor: In no part of the article was endometriosis mentioned; 
the only explanation I can find for the title is that what the authors called endo- 
metriosis is the endometrium of the right comus uterinus which was not in con- 
nection with the outside and that showed endometritis. 

(The title of this paper seems inaccurate, because nothing in the case report suggests an 
endometriosis in the accepted usage of the term. The condition described obviously rep- 
resents a congenital anomaly involving chiefly the right Mullerian canal. There was evi- 
dently a failure of fusion of the two Mullerian ducts in their upper portions, since the uterus 
was of the bicornate variety. In their vaginal portions the ducts also failed to fuse, while 
the right canal ended blindly because it failed to open into the urogenital sinus. This 
brought about a hematocolpos on the right, and as a result of secondary infection, the 
characteristically bloody content became converted into the blood-stained pus which was 
evacuated in the puncture described by the authors. Certainly there would seem to be no 
justification for applying to such a condition the designation of endometriosis. 

An interesting feature of the case was the renal fusion revealed by pyelography. The 
practical point to emphasize is that anomalies of the genital canal are often associated with 
anomalies of the urinary tract, especially congenital absence of the kidney or pelvic kidney. 
Pyelography should be a routine part of the examination of patients presenting genital 
canal anomalies. — ^Ed.) 


PRIMARY LIPOMA OF UTERUS 

W. J. Reich and M. J. Nbchtow 
Am. J. Obst. & Gynec., 52: 157-159, 1946 

The rarity of lipomas in the uterine wall may be ascribed to the lack of fatty 
cells in the muscle wall. A review of the literature for the past 25 years reveals 
only 4 cases of uterine lipoma; 2 were fibrolipomas and 2 were small lipomas. In 
the world hterature from 1816 to 1921 only 26 hpomas were recorded. Al- 
though they are said to occur nearly always after the age of 60, the present case 
report deals with a patient of only 39 years. 

The exact origin and pathogenesis of uterine lipomas is not certain. Vanous 
workers believe that they are a transformation of muscle fiber into fat, that they 
originate from embryonic cell rests, and that the fat cells around the uterme 
blood vessels may be the source. A. J. Peterson believes that microscopic sec 
tions may reveal other tissue mixed with the fat tissue. 

The patient, a 39 year old Negress, whose case is presented in this 
admitted to the hospital with a history of a progressively enlarging ab^omma 
tumor and menorrhagia. A large abdominal mass the size of an 8 mont s p g- 
nancy was noted. The mass also filled the entire pelvis and was firm and to ^ 
The preoperative diagnosis was uterine fibromyoma. At opera ion 
multinodular fibroid uterus was found. One of these nodes felt ® 

palpation. A supracervical hysterectomy ^d ^^^*®''''\®!^5rrerinffibromyo^ 
were performed. The pathological report descnbed multiple uten 
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HUGE TmiORS OF THE OVARY 

Stlla 0. IMattos akd O. Alves de Lima, Je. 

Rev. de Obst. e Gin. de S. Paulo (Brazil), 7: 259-356, 1946 

In tbis article the miters report 9 unusual cases of enormous ovarian growths, 
which they had the opportunity of studjdng in the last few j^ears, stressing their 
rarity nowadays, and the difficulty in differential diagnosis with other intrapeii- 
toneal conditions, once the tumors fill the entire abdominal cavity. Despite 
the poor general condition of these patients resulting from the long existence of 
the tumor, in some as much as 10 and 30 years, the surgical results were excellent, 
all of the patients still being alive and in good condition. 

With the great progress reached in gjmecologic surged’’ and modem semiologic 
procedures, the occurrence of such enormous ovarian neoplasms has become ex- 
ceedingty rare, since they are removed before they attain very great size. 

In Kehrer’s revdew of the literature from 1873 to 1928, 99 cases of huge ovarian 
tumors were reported. From 1928 up to 1944, the authors were able to collect 
37 cases from the entire literature, although their size was not as large as those 
described in earlier days. 

There are various opinions regarding wffien an ovarian tumor ought to be classi- 
fied as huge, all of them based on the weight and size of the tumor. However, it 
seems more logical to consider a neoplasm as such whenever it fills the whole 
abdominal caAnty, taking into consideration no limit of weight nor dimensions, 
since the same tumor may be huge for a small person and may be not so large for 
a big individual. 

The authors discuss the clinical, pathological and therapeutic aspects of these 
tumors. 

Usually they are cystadenomas, much more frequently of the pseudomucinous 
tjTe, multilocular, and therefore, with a liquid mucoid content, w’^hich sometimes 
becomes dark and hemorrhagic with a gelatinous character. The typical high 
columnar epithelium is flattened due to the intracystic pressure. Much more 
seldom a serous cystadenoma, a dermoid cyst or an ovarian carcinoma becomes 
huge. 

The cases collected from the literature occurred between the ages of 17 and 73, 
with an average of 42.3 years. 

Physical and pelvic examinations yield no information whatsoever as to the 
origin of the tumor. A valuable aid for this particular purpose is given by the 
radiographic method of Mirizzi, with contrast of the gastro-intestinal canal. 
Hence, besides the dislocation noticed of the stomach, the small intestine (which 
sometimes encircles the tumor laterally and above) and the right colon, there 
occurs a flattening of the “S” sigmoid (Mirizzi’s sign) which is important in deter- 
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charge from the cervix uteri of a 20 year old patient, collected on February 6, 
February 20, April 5, and August 2. Penicillin was administered on August 10 
and 11. A culture taken on August 21 showed many convex, mucoid, transpar- 
ent colonies with undulate margins typical of the gonococcus and reacting to the 
oxidase test. Subcultures produced no acid in ascitic fluid semisolid or in starch-' 
gelatin agar containing glucose. No agglutination was obtained in antimeningo- 
coccus or antigonococcus serums that gave definite reactions with representa- 
tive strains of the homologous Neisseria. 

This micro-organism is considered to be an aberrant strain of either Neisseria 
catarrhalis or N. gonorrhoeae. If the latter, the fermentative properties may 
have been affected by penic illin . If it is a strain of N. catarrhalis, its colonial 
and cultural properties differ markedly from those considered characteristic for 
the species. This observation emphasizes the need for determining the fermen- 
tative properties of aU species of Neisseria regardless of their source and other 
characters. 
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omy was performed and a huge ovarian C 5 ’’st removed. The extraordinary 
grovrth attained by the tumor in 24 hours can be e-xplained only on the basis of 
decompression following deliver}’’, tliis allovdng the neoplastic cells to secrete 
more, since no twisting of the pedicle had occurred. 

In order to demonstrate the difficulty of establishing a correct diagnosis in such 
huge growths, the authors present 2 other cases. One of them had pre’vdously 
had a diagnosis of ovarian carcinoma, but on laparotomy the enormous growth 
vas seen to originate from the omentum -which, on pathological examination, 
proved to be a hemangiosarcoma. The genital organs showed no abnormality. 
Such tumors of the omentum are extremely rare, especially the huge ones. 

The other case was thought to be a pregnancj’’ associated with an ovarian cyst 
with twisted pedicle. However, later a diagnosis of hydramnios was made and 
an x-ra}’’ plate showed a twin pregnancy. As the sj’mptoms became worse, the 
cervix was dilated, the amniotic sac emptied by puncture, followed by removal 
of 2 fetuses. 

All cases of ovarian tumors were operated upon (puncture followed bj’’ removal 
of the tumor in 6 cases, simple salpingo-oophorectomy in 2 cases and bilateral 
salpingo-oophorectomy in one case) with success, and all of them are still li-ving. 

(As the authors state, the old-fashioned tumors were the biggest, and for the reasons 
mentioned by the authors in their interesting review of mammoth ovarian tumors, includ- 
ing their own group of nine cases. In the chapter on Mammoth Ovarian Tumors in the late 
Frank Ljmch’s monograph on Pelvic Neoplasms, the case of Spohn is spoken of as probably 
the largest on record, its weight being given as 328 pounds. As might be expected, it oc- 
curred in Texas, the big state of big things and big stories. However, this weight ap- 
parently included the weight of considerable fluid removed by tapping during the week 
preceding operation. In Ljmch’s collection of mammoth ovarian tumors were included no 
less than 10 over 200 pounds, though some of them are open to the same criticism as that of 
Spohn. 

Every now and then at g)Tiecological meetings, when someone reports an exceptionally 
large tumor, there follows a round of tumor stories not unlike fishing yarns, and perhaps 
no less mendacious. My own contribution at one of these orgies some years ago was to 
report a tiunor of exceptionalb’ fine quality, just imported from Germany, since I had re- 
moved a 55 pound pseudomucinous cystadenoma from a woman who had just come from 
Germany, bringing her tumor with her. I suppose I should have added that it was filled 
■vrith Pilsener beer. 

While serous cystadenomas may become very large, it is the pseudomucinous variety 
■'vhich, as the authors say, is most likely to attain mammoth proportions. The possibility 
of malignant change must always be borne in mind, and this cannot always be suspected 
from the external appearance of the cyst. For this reason, it is always wise to remove 
such growths without any spill of the contents, as is almost always possible. For that 
matter, even the cells of a histologically benign cystadenoma may plant themselves upon 
the peritoneum. 

The authors have done a service in calling attention to the possible value in differential 
diagnosis of x-ray studies and hysterosalpingography. Incidentally, I wonder how many 
American gynecologists have ever heard previously of Mirizzi’s sign? — Ed.) 
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mining whether the tumor arises from the pelvis, especially when it has a long 
pedicle and originates in the left adnexa. Therefore, followmg a barium enema, 
an x-ray picture is taken with the patient lying dorsally. When the pel\nc tumor 
has a pedicle on the left side, the “S” segment of the sigmoid usually shows no 
contrast or just a very little thin fringe, due to compression of the neoplasm 
against its walls. A second plate is then taken with the patient standing up. 
The barium can then be seen filling the portion formerly empty, because the 
change of position brings about a decompression of the tumor. 

Hysterosalpingography may also prove to be of help. The tube corresponding 
to the side of the neoplasm becomes much longer and is dislocated upward with 
the latter. The uterus, on the other hand, is dislocated downward and ex- 
ternally. 

Great difficulty may be encountered in differential diagnosis, which ought to 
be made from: (1) other genital tumors (myomas, hydatid mole and prepancy 
with hydramnios) ; (2) intra-abdominal tumors (ascites, mesenteric cysts, tumors 
of the omentum, spleen, liver, etc.) ; and (3) retroperitoneal tumors (kidney and 
adrenocortical tumors). 

Treatment may consist of puncture followed by oophorectomy, oophorectomy 
not preceded by puncture, enucleation or marsupialization. 

Puncture followed by removal of the tumor is a good procedure especially in 
the largest tumors, and whenever possible both should be done at one stage. If 
the case permits, puncture can be avoided and the tumor is removed through a 


long incision in order to dissect the multiple adhesions that usually exist. Enu- 
cleation can only very rarely be accomplished and marsupialization is resorted to 
only in extreme cases, such as those in which entire removal of the growth turns 
out to be impracticable. Preference should be given to local anesthesia, since 


most of these patients are in poor organic condition and have low resistance. 

Pinally, the authors report their 9 cases of huge ovarian tumors classified as 
pseudomucinous cystadenomas (7 cases), dermoid cyst (1 case) and solid anaplas- 
tic carcinoma (1 case). The age incidence varied from 12 to 79 years, the former 
constituting the youngest patient in the literature presenting a huge ovarian 
cystadenoma, and the latter the oldest one from 1928 to 1944, also with a cystad- 
enoma. The heaviest tumor weighed 40 kg. (pseudomucinous cystadenoma) 
and contained around 25 liters of fluid. This case is interesting since the patient 
was a small woman wmghing only 36 kg., i.e., the tumor weighed more than s e 
did. The lightest tumor weighed 12 kg. and occurred in the small young gir . 

One of the cases of pseudomucinous cystadenoma occurred in a woman ha^g 
also a full-term pregnancy. Due to the enormous size of the abdomen, pe yic 
examination yielded no information, so that the possibility of acute 
was borne in mind. Delivery occurred after the sac wm perforated an ve^ 
little liquid obtained. However, the abdomen still remaine^e^ large an 
presence of a malignant growth with ascites was suspected. Witlun t 
days the abdomen became even larger and finally doubled m size m • 

Therefore, a puncture was performed through the abdominal wall, 5^ 
gelatinous fluid. With a diagnosis of pseudomucinous cystadenoma, a p 
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hand, pure forms of either granulosa or theca cells are rare. Both give rise to a 
hyperestrogenic syndrome, vith often hyperplasia of the endometrium. Besides 
the transitional tj^pes, however, pure forms of granulosa and theca cell tumors 
can also be detected. 

The coexistence of uterine cancer with metastases in one ovaiy and a simulta- 
neous endocrine tumor occurring in the other ovary as is shown by this case, 
constitutes an exceptional event, perhaps even unique in the literature. The 
association of such conditions caimot be regarded as simple coincidence. As a 
matter of fact, there was in this case a localized area of hjqrerplasia of the endo- 
metrium just adjacent to the tumor, and it was probably caused by the hormonal 
activity of the thecoma cells. It is therefore logical to assume that, due to this 
persistent proliferation in a very sensitive area of mucosa, a cancer finally devel- 
oped. This supposition is based upon the relation of h3T)erplasia of the endo- 
metrium to adenocarcinoma, as has been demonstrated by several investigators, 
particular stress being given to Novak’s work, which points out this relationship 
m the postmenopausal group of cases. The writers do not mention at what age 
the menopause had occurred in their patient. 

(The association of either granulosa cell carcinoma or thecoma with adenocarcinoma 
of the uterus is being reported with increasing frequency, and there can be no question that 
the relationship is a causal one. As a matter of fact, this occurrence offers additional 
testimonj^ to the cancer-inciting possibilities of persistent estrogenic stimulation of the 
postmenopausal endometrium, which no longer undergoes cyclical change and which no 
longer is exposed to what ma}' possibly be the protective influence of progesterone. While 
I have not studied the literature intensively, I believe that all or nearly all the reported 
cases have been in women beyond the menopausal age. In one or two cases in younger 
women the endometrial carcinoma appears questionable, the illustrations suggesting rather 
a benign though proliferative type of hyperplasia. Since our study on the relation between 
postmenopausal hyperplasia and adenocarcinoma (Amer. J. Obst. & Gynec., 32: 674, 1936), 

I have seen a considerable number of instances of the coexistence of these lesions, and feel 
more and more that such postmenopausal estrogenic stimulation of the endometrium may 
at least predispose to the development of endometrial carcinoma. 

We have encountered a number of instances of coexisting granulosa cell tumor and en- 
dometrial carcinoma in our own laboratory. The most recent American review of the sub- 
ject, and it is a very good one, is that of Ingraham, Black and Rutledge (Amer. J. Obst. & 
Gynec., 48: 760, 1944).— Ed.) 


DYSGERMINOMA OF THE OVARY 
Daniel A. Rojas 

Boletin de la Sociedad de Obstetricia y Ginecologfa de Buenos Aires, 

26: 33-54, 1946 

The author presents four cases of dysgerminoma of the ovary. From the 
analysis of the cases published the author thinks that as yet no one can make 
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THECA TUMOR OF ONE OVARY ASSOCIATED WITH A CARCINOMA 
OP THE UTERINE BODY SHOWING METASTASES 
IN THE OTHER OVARY 


P. Guerin, M. Guerin and A. Tailhefer 
Bulletin de I’Association Frangaise pour I’Etude du Cancer, 33: 36-47, 1946 


Tile authors report an interesting case of thecoma of the ovary coexisting with 
a carcinoma of the endometrium, which brings up the question of relationship 
between both tumors and the hypothesis of cancerization of the uterine mucosa 
under the influence of a hormonal substance secreted by the ovarian tumor. 

Case report: 69-year-old woman, with 2 children, complained of metrorrhagia 
for 7 months. Pelvic examination revealed only a slightly enlarged uterus. A 
diagnostic curettage showed an adenocarcinoma of the endometrium. Pan- 
hysterectomy and bilateral salpingo-oophorectomy were performed. 

Pathology; Grossly, a tumor mass could be seen localized in the endometrium, 
toward the fundal portion. Left ovary showed a mass the size of a plum, and 
very soft. Right ovary was enlarged, the size of a walnut, firm in consistence, 
white-yellowish, and on cross section presented a fibromatous aspect with several 
yellow nodular structures. 

Microscopically the uterine tumor was diagnosed as a papillary adenocarci- 
noma. . It grew mainly toward the surface, and, therefore, there was only slight 
invasion of the myometrium. Adjacent to it, the endometrium presented an 
area of typical cystic glandular hyperplasia, whereas the remaining portions dis- 
tant to the tumor showed no abnormality. In the left ovary there was metastasis 
of the uterine carcinoma, which destroyed the ovarian substance entirely. The 
right ovary showed confluent nodular areas of sarcoma-like cells, spindle-shaped 
or polyhedral in form, in connection with the ovarian stroma. Their cytoplasm 
was clear or slightly pinkish and contained lipoid substances. The nuclei were 
round or oval, with few abnormalities, and mitoses were exceedingly rare. 

Surrounding the tumor there was still some ovarian tissue and it was possible 
to trace the tumor cells directly from the stroma, which, due to their rich lipoid 
content, resembled very much the theca cells. Silver impregnation revealed 
reticular fibers especially among the spindle cells, whereas they were rare in the 
areas of polyhedral cells. In the latter, on the other hand, the lipoid content was 
shown to be much more marked. A diagnosis of theca-cell tumor of the 
was made. Two years have elapsed since the operation was performed an e 


patient is still alive and in excellent condition. 

The authors discuss the relationship between thecoma^ and granulosa ce 
tumors, asserting that lately there has been a tendency to include bot mors 
into a single group, in view of their embryologic, morphologic, Insto-c 
and functional similitudes. In fact, as has been stated by Novak and othem. 
granulosa and theca cell tumors have a conunon origin from the ovanan 
chyma. Usually one sees tumors containing both types of cells and, o 
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ANOTHER CASE OF ARRHENOBLASTOMA 
A. H. Ctjktis 

Am. J. Obst. & Gynec., 62; 128-132, 1946 

The author describes the 3 arbitrarily distinguished types of arrhenoblastoma 
as follows: (1) the highlj’’ differentiated testicular adenoma of Pick; (2) the undif- 
ferentiated, chiefly sarcoma-like, functionally most active growth, diagnosed by 
rudimentary tubules and sex-like cords of cells; and (3) the intermediate group 
of large size and presenting great variation in structure, occupjung a midposition 
as to function. The tumor in the present case belongs to the last-named group. 

The patient, aged 52 3 "ears, had had amenorrhea for 6 months, ■with hoarseness 
of the voice and increasing distress and fullness of the abdomen. There was 
marked hirsutism, hj'pertrophy of the clitoris and abdominal enlargement sug- 
gesting arrhenoblastoma. Palpation revealed solid tumors, apparently of ovar- 
ian origin, e.xtending to the level of the umbihcus, and an essentially normal 
uterus. 

At operation both ovaries were found converted into solid tumors, each the 
size of a child’s head. The uterus, tubes and ovaries were removed. The uterus 
contained 2 subserous mimmas and the endometrium was more atrophic than 
normal in a patient onlj'- 6 months bejmnd her last menstrual period. 

Grossty, the ovarian groudhs were markedly but smoothly nodular and red in 
color nith some graj'’-white areas. Cut surface of one tumor showed irregular 
extensive areas of gelatinous softening; the other tumor was only shghtly ne- 
crotic. IMicroscopically, the structure -nus a richly cellular alveolar configura- ' 
tion, -this sarcoma-like tissue merging in places 'with irregular tubules and cords 
of epithelial cells, some "with a distinct lumen and others in solid strands. A defi- 
nite transition was noted from the richly cellular growth to spindle-shaped stroma 
cells, richly fibrotic tissue constituting a considerable portion of the tumor 
structure. The bilateral occurrence of this growth is unusual. 

Since operation the patient’s voice has modulated, hj'pertrichosis has largely 
disappeared and the clitoris has returned to normal size. 4 figures. 

(See comment on following abstract. — ^Ed.) 


ARRHENOBLASTOIMA of THE OVARY; REPORT OF TWO CASES 

M. T. ConnsTiNE 

Am. J. Obst. & Gynec., 62: 123-127, 1946 

The subject of the first case presented in this paper was a 25 year old woman 
who had not menstruated for 2 years and who complained of d 5 '^spareunia (at- 
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definite statements about the characteristics or clinical evolution of these cases, 
and that their malignancy has been overestimated in some publications. 

Three of the patients were less than 20 years old (15, 19, and 19) and one was 
26 years old. The genitals were normal and so was menstruation in the four 
patients. 

Three of the patients were virgins. One, a girl of 19, was married and had had 
two pregnancies. In all cases the tumor grew rapidly, the patients being aware 
of the rapidity of the growth. In three cases the tumor was larger than the head 
of a fetus and in one case larger than the head of an adult. In two of the cases 
there were adhesions to the intestines and pelvic walls. 

In three of the cases a subtotal hysterectomy with bilateral adnexectomy was 
performed. In one, only the ovarian tumor was removed. 

No x-ray radiation was given either before or after the surgical procedure. 

The subsequent course of all 4 patients has been imeventful. Two of them 
were operated upon more than four years ago, one more than three years and one 
was operated upon last year. 

The article includes the clinical histories of the four patients and the histo- 
' pathological diagnosis is documented with microphotographs. In the discussion 
of this case Dr. Jorge Luis Ahumada said that from the revision of the world 
literature by him and Dr. Sardi in 1939, of the 159 cases collected only 16 (10%) 
were given as cured after five years. In one of his own cases recurrence occurred 
10 years .after the operation. He thinks also that in all cases of dysgerminoma 
intense deep x-ray therapy to the ganglions of the lumboaortic and pararenal 
chains must be instituted. The original tumor as well as the metastases are very 
sensitive to radiation and it is well known that it spreads generally through the 
lymphatic vessels. 


(All these patients were young, and this is characteristic of dysgerminoma, which most 
often affects young girls in their teens or twenties, so that it has, at times, been spoken of as 
“carcinoma puellarum”. There is an apparent difference of opinion as to the degree of 
malignancy of this tumor group between the author and the discusser. Dr. Ahumada, and 
a compromise viewpoint is probably more nearly correct. The former thinks that the ma- 
lignancy of dysgerminoma has been exaggerated, while Ahumada finds that only 10 per 
cent of 159 reported cases were followed by a 5-year cure. I do not believe that this figure 
is accurate, and feel that some error has crept into Ahumada’s statistics. No exteMive 
follow-up studies of dysgerminoma are as yet available, but a recurrence rate of something 
like 25 to 30 per cent would seem to be more in line with reported experiences up to date. 

On the other hand, I feel that the author takes these tumors too lightly, even 

unilateral adnexal removal has cured a good many cases, especially those of small size s i 
well-encapsulated, others have not been cured even by radical operation. T 
mors tend sooner or later to break through their capsules and may infiltrate ^ 

tissues extensively. The whole group, and this applies to other members of t ^ 
genetic group (arrhenoblastoma and granulosa cell carcinoma) must be viewe P . , 
tially if not actually malignant. In this relatively young group of patients, it is ® 
justifiable to perform only unilateral adnexectomy if the tumor is j g guch 

lated, and the conservative purpose of such a limited operation 
postoperative deep x-ray therapy as Ahumada recommends. The import 
continued follow-up of all such cases is obvious.— Ed.) 
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The author believes that the high red blood counts in these 2 cases, which were 
not consistent with the low metabolic rates and large weight gains, constitute 
an important diagnostic feature of these growths. 2 figures. 

(The 2 cases of arrhenoblastoma reported by Gotdstine, and the one reported by Curtis, 
emphasize that these tumors are being diagnosed and reported with increasing frequency. 
While they must still be looked upon as rare, I would estimate that there must be close on to 
125 instances in the literature, although I have not counted them recently. All 3 of the 
above cases appear pretty typical. 

An interesting and not characteristic feature of one of Goldstine’s cases was the marked 
increase of weight, which has also been noted in some of the adrenal tumors of the ovary, 
so that the ^nodrome has in some cases been described as resembling Cushing’s disease. 
To my mind this suggests that the sex changes of arrhenoblastoma may really be e.vplained 
by some interrelationship with the adrenal, though we know nothing as to its nature. 

The original concept of Robert Meyer, explaining the biological effects of arrhenoblas- 
toma simply on the basis of its histogenesis from certain originally male-directed cells 
in the regon of the retc, has never seemed to me to be the whole story. Embrj'ologically 
there is an intimate relation between the adrenal cortex and the ovarian medulla, this again 
Euggesting an induence of the former in the abnormalities of sex differentiation seen with 
arrhenoblastoma. We shall have to learn a lot more about the mechanism of sex differentia- 
tion before we can ex'pect to explain the significance of the sex changes seen with either 
ovarian or adrenal tumors. 

Goldstine calls attention to the polycythemia seen in his two cases. This is certainly 
not a constant feature but it has been reported by others. Here again one is led to think of 
a cortico-gonadal relationship, as polj'cythemia is a frequent finding in Cushing’s syndrome, 
which may be produced by adrenal cortical adenomas as well as by basophilic adenoma of 
the pituitary.— Ed.) 


THE OEIGIN OF ADRENAL-LIKE TUMOR OF THE OVARY (HYPER- 
NEPHROMA OF OVARY, ADRENAL TUMOR OF OVARY, 
MASCULINOVOBLASTOMA, LUTEOMA, LUTEINOMA) 

A. H. CORTIB 

Am. J, Obst. & Gynec., 62: 115-122, 1946 

Only 15 web-authenticated cases of adrenal-like tumor of the ovary, besides 
the one presented herein, have been reported in the literature. All but one of 
these tumors have been unilateral, and nearly all have been small nodules not 
larger than a walnut. The growth is usually buried in the ovary, its protruding 
surface covered by a thin layer of ovarian tissue. Grossly, the tumor is solid, 
rubbery and ovoid; the predominant color- is orange-yellow. Microscopically, 
the tumor consists of large, polyhedral eosinophilic cells disposed in cords, nests 
and anastomosing strands. They occupy the spaces of a network formed by 
capillaries. Stroma is usually scant}'’. The cells have distinct outlines, granular 
protoplasm, chromatic rather than vesicular nuclei and, iavariabty, nucleoli 
are present. There is usually considerable lipoid material. All of these tumors 
present masculimzation symptoms of amenorrhea, hirsutism and hj’pertrophy 



894 


OBSTETRICAL AND GYNECOLOGICAL SURVEY 


tributed to a growth between the labia) and a pronouncedly masculme change of 
voice. She had gained between 40 and 50 pounds in 4 years and there had been 
a growth of hair on the face, arms and legs. 

General physical examination was negative. Pelvic examination revealed 
that the clitoris was enlarged to 7 cm. in length and 3.5 to 2 cm. in width. The 
other pelvic organs were normal except that a tumor, the size of a tennis ball, 
occupied the site of the right ovaiy. The red blood count was 5,430,000 and the 
basal metabolic rate was minus 20. A diagnosis of masculinizing tumor of the 
right ovary was made. 

At operation both tubes, the left ovary and the uterus were found normal. 
The right ovarian tumor was removed. Grossly, this tumor was smooth, regular, 
yellowish gray and quite firm, except for a cystic portion which occupied about 
f of the mass. This cystic portion contained straw-colored fluid. The cut sur- 
face of the tumor was homogenous in appearance and of light yellowish tan color. 
Microscopically the only difinite arrangement was in the form of zigzag cords of 
elongated cells which tended to extend at right angles to the direction of the cords. 
Narrow spaces appeared about these unit structures which formed a network 
about areas of less deeply staining stroma where interstitial cells appeared. The 
stroma was quite vascular. Definite alveolar or tubular arrangement was absent. 
The diagnosis was undifferentiated arrhenoblastoma of the ovaiy. 

The patient resumed normal menstruation postoperatively, lost weight, and 
the excessive growth of hair fell from her face, arms and legs. Her voice im- 
proved and the clitoris decreased in size so that there was no dyspareunia. The 
red blood count was 4,120,000 and the basal metabolic rate plus 2. Subsequently 
she had a normal pregnancy and parturition. 

The second patient, a 20 year old woman, complained of amenorrhea for. nearly 
one year, rapid weight gain and excessive hair growth on face and body. The 
chtoris was enlarged to 3 or 4 times its normal size, and the right ovaiy was pal- 
pable and enlarged. The red blood count was 5,510,000 and the basal metabolic 


rate was minus 18. 

At operation the uterus, tubes and left ovary were found to be normal. The 
right ovary was the size of a golf ball, prolapsed and firmer than normal. The 
ovaiy was removed. Grossly, its surface was regular, except for small bulging 
cysts. A cut through the center showed a sharply demarcated tumor mass, 
homogenous and of light yellowish tan color. It was not encapsulated from the 
ovarian substance. Microscopic examination showed cordlike masses of deep y 
stained tumor cells composed of both acinar and tubular structures. The nuc ei 
of these cells were mostly central and had a pyknotic appearance. In places the 
epithelial positions of the tumor narrowed to cords which took a zigzag course 
through zones of fairly dense fibrous stroma. The cells of these cords were a 
right angles to the direction of the cords. The nuclei of the stroma cells mam 
tained the oval shape typical of newly formed fibrous tissue. Interstitial cel s 
could not be recognized. The diagnosis was highly differentiated arrhenoblas 

toma of the ovary with testicular adenoma of Pick. 

Postoperatively the patient resumed noimal menstruation and lost weight 
and face and body hair. She subsequently became pregnant. 
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adrenal-like tumor of the ovary is an epithelial gro\\i.h origmatiag from dormant 
cells and that it cannot arise from stromal tissue is contrary to evidence produced 
bj' various workers. It is inferred that interstitial cells may really be identical 
with ordinary ovarian stroma cells. 

It would appear that adrenal-like tumors of the ovary arise by metaplasia of 
stroma cells or other indifferent cells rather than from embryologically mis- 
placed tissue in the ovary. The growdh is comprised of luteinized epithelioid 
and spindle-shaped cells; whether the cells are to be called epithelial is arbitrarj’'. 
It seems that no distinction should be made between adrenal-like tumor and 
luteorrra or luteinoma of the ovarj'. 6 figures. 

(The case reported is fairly typical of this rare variety of ovarian tumor. The clinical 
syndrome is much like that produced by arrhenoblastoma, although there have been some 
differences in a few reported cases in which the clinical picture was somewhat like that of 
Cushing’s disease. 

The hypothesis suggested by the author for the histogenesis of these tumors is of interest, 
although to me at least it lacks the ring of plausibility. With such tumors as granulosa 
cell carcinoma and arrhenoblastoma there is increasing reason to believe that they arise 
in the ovarian mesench5Tne, and this seems lo^cal since they represent neoplastic efforts 
at reproducing the structure of the gonad. But the adrenal tissue of which some ovarian 
tumors are composed is an alien one to the ovary. Rather than e.vplaining its origin from 
normal ovarian constituents, it would seem more logical to theorize that since the ovarian 
and adrenal "anlagen” are almost continuous in the young embryo, cells of adrenal type 
may, so to speak, be trapped in the ovarian area, and later give rise to adrenal ovarian tu- 
mors. It is hardly worthwhile to belabor any of these hjT30theses in the present state of 
our knowledge, or to enter into a discussion of the tumors designated as luteomata, or of 
whether or not a true luteoma can bring about masculinizing effects. Aside from our 
ignorance of the forces concerned in sex differentiation, the great difficulty lies in our in- 
ability to determine the exact type or source of the constituent tumor cells by histological 
methods, so that our conclusions are based largely on morphological evidence. — Ed.) 


BILATEEAL CONCOMITANT FIBROMA AND SEROUS 
CYSTADENOMA OF THE OVARY 

S. M. Copland and F. C. Coleman 
Am. J. Obst. & Gynec., 62: 141-146, 1946 

The case is presented of a 70 year old married woman whose complaint was 
swelling of the abdomen which, on admission, was the size of a fuU-term preg- 
nancy. At operation the only structure visible was an enormous cyst, estimated 
to weigh about 20 pounds. About 3 quarts of clear, slightly straw-colored fluid 
was aspirated from the cyst and, as the qyst had developed from the left ovaiy, 
the left ovaiy^ and tube were resected. This specimen consisted of the collapsed 
cyst wall plus a hard firm piece of tissue. There was then noticed a cj^st, about 
the size of a large indoor ball, in the right ovaiy^; at the base of this cyst was 
a hard concrete-like mass. The cj^st was deflated by aspiration and the right 
tube and ovary were resected. 
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of the clitoris. Some cases have also had glycosuria, polycythemia and hyper- 
tension. 

The case reported by the author concerns a 23 year old patient with complaints 
of infertility, amenorrhea for 6 years, acne, hirsutism and lowered voice pitch. 
Examination revealed marked universal hirsutism of body surfaces and a greatly 
enlarged clitoris. The blood pressure was 125/80; there was no glycosuria. 
There was a polycythemia of 5,480,000. At operation a small, rather firm 
orange-yellow tumor was found in the right ovaiy, which was removed. The 
rest of the pelvis appeared normal, except for a notably small left ovaiy. Men- 
struation was resumed following operation, and the patient became pregnant. 
When she was last seen, prior to labor, there had been no significant change in 
hypertrichosis and the voice was somewhat husky. The acne had improved and 
the clitoris returned to normal size. 

The tumor comprised about f of the ovary and was surrounded by a crescent 
of ovarian tissue. It was buried in the ovarian tissue, protruding disc-like from 
it. The tumor surface was granularly smooth, grossly resembling adrenal tissue 
or tumor of the corpus luteum. The growth was lobulated by fibrous septa 
radiating from the capsule. Microscopic examination revealed massive strands, 
wedge-shaped areas and isolated clusters of cells arranged in acini, also cord-like 
patterns and anastomosing networks. All of these were polygonal cells with a 
rich sinusoidal blood supply. The individual cells were clearly demarcated, 
had sharply outlined chromatic nuclei and small, deeply staining nucleoli. 
The stroma-like, greater bulk of the tumor consisted of lightly staining spindle- 
shaped cells and had a scant blood supply. Here the cell boundaries were less 
clearly defined, with a fime collagenous network of intracellular fibrils. The 
nuclei manifested a tendency to deviate, with the stroma, into a stromatogenous 
pattern. In many areas of the tumor there was a clearly defined transition from 
the adrenal-like polygonal epithelioid type of cells to the spindle-shaped type of 
cells. Fat, chiefly intracellular, was present in considerable amount; most of it 
was found in necrotic areas (which are a feature of this tumor). 

The tumor capsule merged in many places with the ovarian stroma. In the 
ovary, some ova were seen as well as some larger follicles with marked luteiniza- 
tion of both granulosa and theca. The stroma was richly cellular, consisting o 
actively proliferating spindle cells. Whatever stimulated the tumor growt 
evidently had a similar effect on the ovarian stroma. 

The author summarizes the available evidence concerning the nature^ o a 
renal-hke tumors. The rarity of adrenal rests in the ovary makes questiona e 
such origin of adrenal-like tumors; also, only malignant tumors oi thQ a rena 
produce virihsm, whereas adrenal-like tumors of the ovary are essentia y 
The theoretical possibility of luteinization in a pre-existent granulosa or ec 
cell tumor in explanation of this masculinizing growth has brought to 
speculation. 

Authentic adrenal-hke tumors of the ovary i 
substance of the ovaiy, as though produced by 
rather than originating as an independent 


all seemingly develop ivithm the 
a perverted physiologic process, 
growth. The assumption that 
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late rapidly in large amounts, requiring more frequent aspirations than effusions 
of other etiologJ^ The condition is most common between the ages of 40 and 
60, the majority occurring after the menopause. The pathologj' of the ovarian 
tumor, with the exception of 2 cases, has been reported as benign fibroma. In 
the 2 e.xceptions, the syndrome occurred in a case of thecoma of the ovary, and 
in a case of multilocular papillary cystadenocarcinoma. 

. The authors present the case of a 61 j’’ear old woman who presented herself 
with the complaints of cough, shortness of breath and weakness. There was 
evidence of massive pleural effusion on the right with marked shift of the heart 
and mediastinum to the left. Because of the patient’s extreme obesity and very 
large pendulous abdomen, it was not until 100 days after her admission that the 
ovarian tumor was discovered. During the weeks preceding operation it was 
necessary to aspirate the chest fluid daily; the average daily amoimt aspirated 
was 1500 cc. Also during her preoperative course in the hospital, ascites and 
edema of the legs developed. 

Following removal of the tumor (a t3rpical hard fibroma TOth a central area of 
hemorrhage and a little necrosis), epigastric distress and edema of the legs dis- 
appeared. She required no further chest aspirations; the chest fluid rapidly 
disappeared and the lung re-expanded. 

(This interesting syndrome, originally thought to be characteristic of fibroma, has been 
found also in association with other solid ovarian tumors. Cases have been described in 
association with carcinoma (with no pleural metastasis), granulosa cell tumor, thecomaand 
Brenner tumor. There is still no clear-cut knowledge of the mecham’sm involved, though 
there has been much conjecture and some experimental work on the problem. Probably 
the best discussion of the subject, although it reaches no defim'te conclusions, is that of Ru- 
bin, J. Novak and Squire, published in the Am. J. Obst. & Gynec., 48: 601, 1944. — Ed.) 


LAKGE OVABIAN CYST; REPORT OF A CASE 
F. J. Hofmbister 

Am, J, Obst. & Gynec., 62: 133-134, 1946 

This report is not presented primarily because of the size of the ovarian cyst, 
but in view of the interesting problem created by the length of time this patient’s 
condition was undiagnosed. 

A 58 year old woman, weighing 264| pounds and with an abdominal circum- 
ference of 62 inches, complained of this tremendously distended abdomen for 
34 years. During this period of time she had been seen by various reputable 
physicians for conditions varying from pulmonary tuberculosis with peritoneal 
tuberculosis, to decompensated heart disease. 

On her present admission, a diagnosis of probable ovarian cyst was made. 
Slow decompression was made over a period of 56 days prior to laparotomy. 
The collapsed cyst which was removed at operation was diagnosed as a benign 
unilocular, serous cystadenoma. 
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Sediment from the centrifuged specimen of fluid was grayish-white and dis- 
closed foam cells, polymorphonuclear leucocytes and cholesterol clefts. 

The cyst from the left ovary was lined by a ciliated low columnar epithelium 
with small papillary projections into the lumen of the cyst. The right ovarian 
cyst was lined by ciliated columnar epithelium; no papillations were present. 

The solid tumors consisted of spindle-shaped cells with single nuclei. These 
cells were closely packed with an occasional area where a large amount of intra- 
cellular substance was p^resent. In some areas the cells were arranged in parallel 
rows; in others a mosaic pattern existed. Mitotic figures were very rare, and 
blood vessels were not numerous. No fat was apparent. 

This case presents a combination of the most common benign solid ovarian 
tumor (fibroma) and the most common benign cystic ovarian tumor (cystade- 
noma), yet the combination is most unusual. 

The origin and histogenesis of these tumors is discussed. A cystadenoma, as 
well as a fibroma, may originate in a Brenner tumor. In the present case there 
appears to be no resemblance to a Brenner tumor. 4 figures. 

(From the authors’ description one would get the impression that the two tumor types 
are merely coexistent but probably not histogenetically related. Since pseudo-mucinous 
transformation of the epithelium of Brenner tumors occurs in a comparatively small pro- 
portion of cases, even large pseudomucinous cysts may thus arise, though this is certainly 
not a common explanation of the histogenesis of such cysts. While serous cystadenoma 
has been said by some to have a similar origin in rare cases, I have not seen such an in- 
stance, nor does this e.xplanation seem rational, from what is known as to the common origin 
of serous cystadenoma from the surface epithelium of the ovary. Finally, it should be 
emphasized that Brenner tumors grossly resemble fibromas, and that the fibromatous over- 
growth may at times almost blot out the original epithelial rests characterizing Brenner 
tumors, so that often many blocks of an apparent fibroma must be made before one can 
exclude an origin from Brenner tumor. — ^Ed.) 


PLEUEAL EFFUSION ASSOCIATED WITH OVARIAN TUMOURS 

(MEIGS’ SYNDROME) 

V. D. SCHAFENEK AND T. A. EjEKPATBICK 

Canad. M. A. J., 66: 55-57, 1946 

A review of the literature reveals only 31 cases of the syndrome of pleural 
effusion, ascites and ovarian tumor up to September, 1945. The pathogenesi , 
and actual causative factor or factors, are not understood. The s^p oms 
shortness of breath, feeling of tightness in the C' 

occasional cough, vague gastro-intestmal symptoms and swellmg J 

Physical examination reveals pleural effusion (usually massive and genm y 
in the right chest), evidence of ascites, and a freely from 

tumor. The fluid is a sterile transudate with a to^coumu- 

1 012 to 1.018, usually of clear amber color. The pleural fluid te 



THE ADNEXA. 


901 


is a characteristic accompanimeat of endometriosis, though it may be found in some cases. 
On the other hand, there is no doubt that an established endometriosis is influenced by the 
ovarian hormones much like the normal uterine mucosa. Even this is subject to some 
qualification, as the ectopic endometrium is not infrequently of immature type, and thus 
sensitive only to estrogen, but not to progesterone. 

It is not alwa3’B necessao’’ to identify both glands and stroma in order to make the diag- 
nosis of endometriosis. Either one of them, if typical, will warrant such a diagnosis. It 
would only add confusion to add such distinguishing terms as adenosis, stromatosis, or his- 
tiocytosis. It seems hardly necessary to comment upon the author’s recommendation of 
the last named term, since it will quite certainly not be adopted. — ^Ed.) 


GENEBAL HISTOPATHOLOGY OF ENDOjMETRIOSIS 
Tosia-s Perrin 

Ginec. y Obst. de Mexico 1: 53-65, 1946 

Before describing the pathological picture of endometriosis, the author reviews 
the well-known cyclical changes that occur in the endometrium. He thinks it 
wrong to divide structurally the endometrium into a parenchymatous or glandu- 
lar portion and a stromal or interglandular portion, since both represent functional 
tissues and, therefore, both are parench 3 Tnas. The designation stroma should be 
reserved for the reticular and collagenous portions supporting the cells, vessels 
and glands. Nor is it correct to refer to the endometrial stroma as c 3 d;ogenous 
tissue, since the latter indicates lymphoid tissue, which, on the other hand, only 
very slightly resembles the former morphologically. 

The different histopathologic aspects of endometriosis in its various intra- 
and extra-peritoneal forms are described, from the small, superficial lesions to 
the well developed chocolate cj-^sts. The simple finding of pigment-containing 
phagoc 3 i:es in the borders of a tarry C 3 ^st does not warrant the diagnosis of en- 
dometriosis, as any other kind of extravasation of blood ma 3 >' lead to the same 
picture. On the other hand, when the typical structures are lacking, the pre- 
sence of decidual-like or real decidual cells do seem to be of great diagnostic 
value. 

A brief discussion of stromatous endometriosis follows. 

(A satisfactory review of the subject. As the author states, pigment-containing cells 
may be found in other hemorrhagic lesions than endometrial cysts. However, when a cyst 
is surrounded by a layer of the typical large, polyhedral pigment-bearing pseudo-.\-anthoma 
cells, there will be little doubt of its endometrial origin. Moreover, by making additional 
sections, one will practically always find at least vestiges of the original endometrial lining. 
On the other hand, the presence of even real decidual cells, frequently seen in the ovaries 
of pregnant women, does not justify the diagnosis of endometriosis. Such ectopic decidua 
does not necessarily mean a pre-eristing endometriosis. It is ordinarily a purely stromal 
response to the pregnancy hormones, similar to that seen at times on the posterior surface 
of the uterus, the uterine ligaments, the appendix, or omehtum. — ^Ed.) 
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The total fluid removed during the 56 days and at the time of operation was 
80,840 cc. and weighed 223 pounds. There was reaccumulation of fluid during 
this 56-day period. The cyst wall was not weighed, but it is safe to regard the 
combined weight of the cyst wall and fluid as in excess of 164 pounds. 

(As the author states, it is remarkable how even very intelligent women may fail to notice 
abdominal or pelvic tumors of great size. Large ovarian cysts are apt to produce a fairly 
sjunmetrical enlargement which the patient is likely to interpret as abdominal adiposity, 
especially as there is usually no associated pain. But even the hard nodular myomas of 
large size not infrequently fail to attract the patient’s attention. Not' so very long ago 
I removed an ovarian cystadenoma of 25 pounds from a woman physician who was something 
of a gynecologist herself. \ 

Whenever feasible, and it almost always is, even the large cysts should be removed in- 
tact, without previous tapping or aspiration. Even the cells of some histologically benign 
cysts have the capacity of implanting themselves on the peritoneum. On the other hand, 
one can never be sure from the external appearance of a cyst that it has not undergone 
malignant degeneration, and the hazard of peritoneal implantation is naturally much 
greater under such cirumstances. The subject of giant or mammoth ovarian tmnors was 
discussed in another paper by Mattos and de Lima, abstracted in this issue of the Survey 
(p. 887), with editorial comment. — Ed.) 


CLINIC OF ENDOMETRIOSIS 
Rosendo Amor 

Ginec. y Obst. de Mexico 1: 67-76, 1946 

In this article, a clinical study concerning the symptomatology and diagnosis 
of endometriosis in all its different localizations is made. 

Endometriosis seems to have a definite endocrine basis, with a certain degree 
of hyperestrogenism, which can be revealed by the blood tests and suspected by 
dysmenorrhea and other symptoms occuring cyclically before, during and after 
menstruation, menstrual disorders, etc., all of which retrogress with the set-up- o 

menopause. _ • + 

Differential diagnosis ought to be made from corporeal and cervical perime ri is 
of septic nature, hypertrophy of uterine body, sclerosis, fibroids, pol^s, chronic 
pelvic inflammatory disease, etc. The past history may be of some he p, as i 
can exclude a previous inflammatory disease. _ 

Pathological diagnosis of true endometriosis is made by identi^g bo - 

ments of the endometrium : glands and stroma. If either one of these ’ 

a diagnosis of adenomatosis or stromatosis is made. Better than the 
stromatosis should be the term histiocytosis, since it is made up exclusively y 

' A description of the well-laiown clinical picture of adenomyosis and endome 
triosis follows, nothing new being added. 

(That the etiology of endometriosis is of endocnne ’^^^“t^hyperestrogenism 

but proved by no one. Nor do I know of any evidence to indicate that nyp 
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The remaining 20 patients were gonococcus positive preoperatively (by ure- 
thral and/or cervical cultures.)- Twelve of these were treated successfully prior 
to operation, 10 with sulfonamide therapy and 2 vith penicillin, and showed 
gonococcus negative bacteriological findings in their operative material. Two 
other patients were sulfonamide resistant. The remaining G gonococcus posi- 
tive cases received no treatment at all; nevertheless, 2 patients became spon- 
taneously negative bacteriologically preoperatively and jdelded negative findings 
on their operative material. Thus, there were only 4 untreated and 2 sulfona- 
mide resistant patients who had gonococcus positive bacteriologic findings of 
the urethra or cendx prior to operation. Gonococci were fmmd in the operative 
material of 4 patients; 3 of these had not received any treatment, and one was 
resistant to sulfonamide therapy. 

These findings indicate that gonococci pemisted in the female adnexa in onl3’’ 
4 out of 8 xmtreated or treatment resistant eases and, in addition, negative find- 
ings in the operative material were obtained from 12 originally infected patients 
who were treated adequately p^eope^ativelJ^ Such findings suggest the value 
of administration of penicillin in adequate amoimts to patients with pelvic 
mflammatoiy disease prior to operation, particularly in the presence of an ante- 
cedent historj’- of gonococcal infection. Illustrative case reports are presented. 

(The studies of Curtis (Surg., Gyn. & Obst., 33: 621, 1921) as far back as 1921, appeared 
to indicate a rapid disappearance of gonococci from the tubal tissues after subsidence of 
the acute sjTnptoms, although the later work of Studdiford, Casper and Scadron (Surg., 
Gyn. & Obst., 67: 167, 1938) pointed to a much longer persistence of the infection. Both 
these studies were made before sulfa and penicillin therapy were available, and hence the 
paper abstracted above is all the more interesting, indicating as it does the great value of 
adequate pem'cillin therapy. There is still the problem of the sulfonamide and penicillin 
resistant group of cases, and our knowledge of this angle of the subject is still incomplete. 
Ed.) 


interpretation of THE PATHOGENESIS OF PEmC INFECTION 
AS DETERjNIINED BY CORNUAL RESECTION 

H. C. Falk 

Am. J. Obst. & Gynec., 62: 66-73, 1946 

It is generally accepted that the gonococcus is the infecting organism in most 
cases of primary salpingitis. However, at operation, cultures of the tubes are 
either sterile or reveal other organisms. This raises the question as to whether 
the gonococcus prepares the tube for subsequent infection by other organisms, 
and as to how these secondary invaders reach the tube. 

For the past 8 years it has been the practice at Harlem Hospital not to remove 
the tubes e.xcept when the ovaiy was involved. Instead, continuity of the tube, 
uterus and cenfix was broken bj’' resecting the cornual end of the tube and leaving 
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TREATMENT OF ENDOMETRIOSIS 

Arturo De Los Rios 
Ginec. y Obst. de Mexico 1: 78-88, 1946 

Since development of endometriosis is caused by estrogen, its therapy should 
consist in dimimshing or abolishing the production of the latter. 

In order to accomplish this purpose, three methods can be used: 

1) The organotherapeutic procedure, which inhibits the secretion of estrogen 
while it is being applied, constitutes just a temporary form of treatment in young 
patients. Progesterone or testosterone can be used, especially the latter. 

2) X-ray and radium constitute a blind procedure with very limited indica- 
tions, and, moreover, it is radical. 

3) Preference should be given to the surgical treatment, since its performance 
can be controlled by a correct diagnosis and, furthermore, the extension and lo- 
calization of the lesions can enable the surgeon to choose a conservative or radical 
procedure. 

Since endometriosis is a disease that occurs during the sexual life of a woman, 
the conservative procedures should be given preference as far as the ovarian 
function is concerned, taking into consideration the age of the patient, localiza- 
tion, extension and clinical picture of the condition. 

(The author’s conclusion that when treatment of endometriosis is necessary, which is 
not invariably the case, the surgical plan is the best, will be endorsed by all gynecologists. 
There are of course some exceptions, as for example, in cases of residual endometnosis 
knowingly left behind after properly conservative operations in comparatively young pa- 
tients in whom future reproductiveness is an important consideration. If severe dysmenor- 
rhea continues, which is not always the case, one can employ testosterone for its undoubt- 
edly inhibitive effect upon the aberrant endometrium. But such treatment is very transient 
in its effect, and of course never curative. Moreover, most such patients can be made 
reasonably comfortable with such simple analgesics as codein and aspirin, which is cheaper 
and more convenient, without the well known disadvantages of long-continued testosterone 
therapy. I see no advantage in the latter, although it has been recommended by a num- 
ber of authors. — ^Ed.) 


THE PERSISTENCE OF THE GONOCOCCUS IN THE FEMALE ADNEXA 


A. Cohn, I. Grunstein and C. E. Heaton 
Am. J. Obst. & Gynec., 62; 83-88, 1946 


The operative material of 65 hospitalized female patients suffering from acute 
or chronic adnexal disease was examined bacteriologically for the presence 

the Bonoooceus. Forty-five ot these ™»en had P'f 'S™- 
bacteriolo^cal findings, both pre- and postoperatively, and also P 

tive material. 
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The remaining 20 patients were gonococcus positive preoperatively (by ure- 
thral and/or cervical cultures.). Twelve of these were treated successfullj’’ prior 
to operation, 10 with sulfonamide therapy and 2 with penicillin, and showed 
gonococcus negative bacteriological findings in their operative material. Two 
other patients were sulfonamide resistant. The remaining 6 gonococcus posi- 
tive cases received no treatment at aU; nevertheless, 2 patients became spon- 
taneously negative bacteriolo^call 3 ’' preoperati'vel}’' and jdelded negative findings 
on their operative material. Thus, there were onlj’" 4 untreated and 2 sulfona- 
mide resistant patients who had gonococcus positive bacteriologic findings of 
the urethra or cervix prior to operation. Gonococci were found in the operative 
material of 4 patients; 3 of these had not received any treatment, and one was 
resistant to sulfonamide therap 3 ^ 

These findings indicate that gonococci persisted in the female adnexa in onls’’ 
4 out of 8 untreated or treatment resistant cases and, in addition, negative find- 
ings in the operative material were obtained from 12 originally infected patients 
who were treated adequate^ preoperativety. Such findings suggest the value 
of administration of penicillin m adequate amounts to patients with pelvic 
mflammator 3 ’' disease prior to operation, particularly in the presence of an ante- 
cedent history of gonococcal infection. Illustrative case reports are presented. 

(The studies of Curtis (Surg., Gyn. & Obst., 33: 621, 1921) as far back as 1921, appeared 
to indicate a rapid disappearance of gonococci from the tubal tissues after subsidence of 
the acute symptoms, although the later work of Studdiford, Casper and Soadron (Surg., 
Gyn. & Obst., 67: 167, 1938) pointed to a much longer persistence of the infection. Both 
these studies were made before sulfa and penicillin therapy were available, and hence the 
paper abstracted above is all the more interesting, indicating as it does the great value of 
adequate penicillin therapy. There is still the problem of the sulfonamide and penicillin 
resistant group of cases, and our knowledge of this angle of the subject is still incomplete. 

Ed.) 


INTERPRETATION OF THE PATHOGENESIS OF PEmc INFECTION 
AS DETERMINED BY CORNUAL RESECTION 

H. C. Falk 

Am. J. Obst. & Gynec., 62: 66-73, 1946 

It is generally accepted that the gonococcus is the infecting organism in most 
cases of primary salpingitis. However, at operation, cultures of the tubes are 
either sterile or reveal other organisms. This raises the question as to whether 
the gonococcus prepares the tube for subsequent infection by other organisms, 
and as to how these secondary invaders reach the tube. 

For the past 8 years it has been the practice at Harlem Hospital not to remove 
the tubes except when the ovary was involved. Instead, continuity of the tube, 
uterus and cerydx was broken by^ resecting the cornual end of the tube and leaving 
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the rest of the tube in situ. As demonstrable organisms had disappeared from 
the tube after the temperature had been normal for 2 weeks, it was thought that 
the tube could not reinfect itself, but was infected through the cervix and utenis. 
If this concept were true, then cornual resection should prevent reinfection of 
tube. If, on the other hand, this concept were false and reinfection of the tube 
occurred from a latent or dormant infection of the tube waU, then cornual re- 
section should not prevent attacks of recurrent salpingitis. Cornual resection 
has been performed in over 1000 cases with a follow-up of over 8 years, and in 
no instance is reinfection known to have occurred in any of these tubes. In 
6 patients who were operated upon subsequently for fibroids or ovarian cysts, 
the tubes were removed for study. In no instance was it possible to demonstrate 
in these tubes, removed at least 9 months after cornual resection, any histologic 
evidence of acute or chronic inflammatory disease. 

From this study and those of most other observers, it is evident that in patients 
who have had frequent attacks of salpingitis, the gonococcus had disappeared 
from the tube and other organisms replaced it. Since primary streptococcus 
and staphylococcus infection of the tube is infrequent, and since these organisms 
are prominent in pelvic inflammatoiy disease, it would seem that the tube in- 
fected by the gonococcus is more susceptible to these secondary invaders. 

It is the author’s belief that infection, whether gonorrheal, streptococcal or 
staphylococcal, ascends from the cervix through the uterus and outward into the 
lumen of the tubes. Otherwise, it is difficult to explain the absolute disap- 
pearance of tubal infection on performing cornual resection. 

(In spite of the good results reported by the author, the method of cornual resection 
which he recommends does not seem to have achieved any great degree of acceptance. Most 
gynecologists will probably still prefer removal of the diseased tube to simple cornual re- 
section, which is certainly no more conservative as regards the possibility of later preg- 
nancy, and is not much simpler in most cases. Operations for tubal infection are far less 
common that formerly, and when done it is not because of existing infection but for t e 
wreckage resulting from an infection long since past. — Ed.) 



FEMALE UROLOGY 


THE MUSCLE OF mCTURITION; ITS ROLE IN THE SPHINCTER 
MECHANISM WITH REFERENCE TO INCONTINENCE 
IN THE FEAIALE 

WlUilAM T. Ejennedy 
Am; J. Obst. & Gynec., 62: 206-217, 1946 

The author has concluded that further study of the anatomy and physiology 
of the urethra is necessary' in order that the gjurecologist may render adequate 
treatment in cases of female incontinence. In the present paper he presents 
certain information obtained from recent studj' of this organ. 

A study of the urethra wth serial sections, concentrating specifically on the 
intrinsic voluntary muscle fibers, revealed that they' compose a single muscle, 
having an unusual function and shape. It has been temporarily named the 
musde'bf micturiUon. It was found that the muscle of micturition has 2 origins, 
that it passes completely and obliquely as a purse string in the muscle wall 
around the middle and inner thirds of the urethra, and has 2 insertions into and 
among the smooth longitudinal muscles of the trigone. When relaxed, this 
muscle is shaped like an oblique cross section of a cylinder, but when contracted 
it assumes the shape of a normal straight cross section of a cylinder. A nerve 
from each pudendal trunk appears to pass to the muscle of that side near its 
origin. 

When the muscle of micturition relaxes, the levator ani muscle contracts to lift 
the lateral wall of the urethra near the junction of the middle and inner thirds of 
the urethra, or the lateral wall of the cylindrical or true sphincter. The bulbo- 
cavemosus muscle contracts to pull down and compress the glandular portion. 
The transverse perinei contracts to give firm support to the urethra at the junc- 
tion of the outer and middle thirds of the urethra. In this “relaxing state”, 
the cylindrical or true sphincter is circular and possesses its greatest control. 
No urine runs out of the bladder. The muscle of micturition (the oblique volun- 
tary purse-string muscle) exerts no distorting influence on the smooth muscle 
of the cylindrical sphincter. 

When the muscle of micturition contracts, the levator ani muscle relaxes and 
allows the muscle of micturition to puU the lower wall of the inner third of the 
urethra down and out. The transverse perinei muscle is pushed outward, re- 
leasing any sphincter control. The bulbocavemosus muscle is pushed outward 
and up, and releases any sphincter control it may have had. The contracted 
muscle of micturition becomes circular to the methra instead of oblique, and 
makes a new arrangement of the urethral wall. The inferior walls of the inner 
third of the urethra slide foru'ard almost directly imder the superior wall of the 
middle third of the urethra. None of the circular muscles which, in relaxation, 
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was directly across the axis from its mate is any longer so, but is now diagonally 
across, the result being a distorted cylindrical sphincter. The cylindrical or 
true sphincter is now open and permits excape of urine from the bladder. Any 
permanent degree of distortion means a similar degree of incontinence. At the 
same time the trigone is drawn toward the transversus inferior muscle of the 
muscle of micturition, and adhesions may permanently cause some degree of this 
elliptical formation and, therefore, some degree of incontinence. 

Should the muscle of micturition become devoid of innervation, the cylindrical 
sphincter would remain closed, and only peristalsis or bladder pressure would 
carry urine out of the bladder. 

It is concluded that, in order to obtain maximum restoration of continence, 
the operator should restore completely the relaxation of the muscle of micturi- 
tion by putting the internal urethral meatus as far back in the pelvis as possible. 
He should restore as completely as possible the contracting power — at rest — of 
the levator ani, the transverse peiinei and the bulbocavernosus muscles. He 
should restore as much as possible all damage inflicted upon the trigone, the ad- 
jacent bladder wall and the associated anterior vaginal waU, a procedure which 
is necessary for maximum efficiency of the cylindrical sphincter. To achieve con- 
tinence of urine it is necessary to maintain this restoration. 12 figures. 

(It is probable that a considerable proportion of even very able gynecologists and urolo- 
gists have had very imperfect concepts of the physiology of micturition. For that matter, 
there has been no little confusion of thought on this subject among anatomists and physiolo- 
gists themselves. The author has long been a worker in this field, and his past contribu- 
tions, especially as they bear on the subject of stress incontinence, are well-known. The 
Kennedy operation for the correction of this condition has been widely adopted, and its 
usual effectiveness recognized. 

The anatomical studies described in the present paper cannot be intelligently evaluated 
by the average clinician, and it will be interesting to see how they are received by the 
anatomists, since the author has introduced certain new concepts, especially as to the “mus- 
cle of micturition”. It is refreshing, however, to note that the desiderata of operations for 
incontinence, as emphasized by him, do not clash with the principles employed by most 
gynecologists, especially as to the importance of “putting the internal urethral meatus 
as far back in the pelvis as possible.” — ^Ed.) 


STRESS INCONTINENCE IN WOMEN 

R. E. Van Duzen 
J. Urol., 66: 648-650, 1946 

The author discusses the importance of stress incontinence as a 
problem. He states that in spite of the advances made ^ obstetrics mrecet 
yLrs, he sees more women with leakage of urine on 

than formerly. Stress incontinence may be seen m ^ , ^3 to the 

fibroids, some cases have been said to be due to spma bifida, and some 
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accidental inclusion of the fibres of the deep urethra in a stitch during c 3 'stoeele 
repair. Rongy believes that excessive masturbation may cause incontinence, 
but the author considers that the congestion of the urethra associated vith mas- 
turbation Mould be more likelj’ to produce impediment to the flow of urine. 

hlany patients with stress incontinence are helped by local treatment to the 
urethra, such as urethral dilatation, instillations of weak silver nitrate solution, 
injection of sterile saline about the urethra, subcutaneous injection of thorium 
about the urethra, or pessaries. The benefit derived from estrogenic substances 
in these cases is doubtful. 

In regard to surgical treatment, the author recommends a modification of the 
c}’stocele repair described by Roj^ston and Rose. Two additional cotton or 
silk sutures are placed just anterior to the internal vesical sphincter including 
part of the bulbocavemosus muscle. The sphincter is localized by the bulb of 
a mushroom catheter drama domi against the internal urethral sphincter. The 
author tries to approximate the bulbocavemosus muscle so that the urethra is 
very snug about the catheter. The angle formed by the urethra with the bladder 
floor should approach a right angle. 

Presacral neurectomy in the obstinate case may be verj' useful. In regard to 
this operation, although the textbooks describe a single nerve crossing the left 
iliac vessel just lateral to the bifurcation of the iliac, one soon learns to identify, 
in the Ihdng, many nen'^e fibres too small to recognize in the cadaver. Hoge and 
Jones recently described many types of arrangement of the nerve fibres between 
the ureters which cross either iliac vessel. When this is done, the delaj’’ in start- 
ing the act of urination is accomplished that many -miters have denied. 

(The subject of stress incontinence has been commented on in coimeotion -with several 
pre-vious abstracts in the Survey (See Februayj' Survey, p. 134 and August Survey, p. 592). 
My experience has been that such simple local treatments as those mentioned by the author 
are not often helpful. The incontinence in some patients is only slight, being noted on 
severe muscular efforts, such as hea-vy lifting, coughing or hearty laughter, and not all pa- 
tients consider themselves sufficiently inconvenienced as to -want surgical relief. The pro- 
cedure recommended by the author is no doubt effective in the type of case in -svliich he em- 
ploys it, although the Kennedy type of operation is more frequently applicable and usually 
successful. When the neck of the bladder is boggy, additional benefit will be derived from 
the employment of the Kelly type of vesical plication. I have had no experience with 
presacral neurectomy for this indication, and do not see just why it should be helpful. — ^Ed.) 


A CLINICAL AND PATHOLOGICAL STUDY OF THE POSTERIOR 

FERIALE URETHRA 

R. L. Deter, G. T. Cald-wbel akx> A. I. Folsom 
J. Urol., 66: 651-662, 1946 

There exists a very meagre knowledge of the embi^mlogy of the female ure- 
thra, and at present the matter is not settled. In the present paper, the authors 
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list the findmgs as they have interpreted them, emphasizing the importance of 
the glandular structures encountered in the posterior female urethra and their 
significance in disease processes in this region. 

Research by Korenchevsky (1935) indicates a definite homology between the 
prostatic urethra of the male and the posterior urethra of the female. He in- 
jected the diol of androsterone (CHO), a derivative of male sex hormone, into 
ovariectomized rats for 3 weeks in doses of 175 to, 700 units a day. On dissecting 
the vagina and uterus of thes rats, glands, not normally seen in the rat, were 
found in the vagina, at the base and in front of the bladder. These glands had 
the microscopic appearance of the ventral lobe of the male prostate. Thus, the 
name ‘.‘female prostate gland” could be used instead of “female periurethral 
glands” in order to emphasize the homology of these glands in the male and fe- 
male. 


A brief study of the nature and occurrence of these glands in the posterior 
female urethra was undertaken. The study was confined to the proximal 1.5 
to 2 cm. of the urethra. Periurethral glands were found to be present in. 92 
per cent of 100 urethras studied. It was found that the glands were distributed 
in the urethra approximately the same as in the male prostatic tissue. In re- 
gard to distribution along the length of the urethra, it was observed that the 
closer to the bladder the sections were taken, the greater was the number of 
glands seen. In 100 per cent of the specimens that were found to contain glands, 
these glands were found laterally. In 75 per cent they were found laterally 
and posteriorly. In 16 per cent they were found completely surrounding the 
urethra. 

The authors emphasize the role played by the periurethral glands in harboring 
infection and distributing it to the upper urinaiy tract. The one symptom which 
points more directly to the female urethra than any other is bladder imtation 
with frequency. Folsom has presented the role of the posterior female urethra 
as a causative agent in the production of subjective symptoms of bladder irrita- 
tion in cases where the rest of the urinary tract has been found normal. It is 
suggested that the pathological changes which take place in the posterior female 
urethra are produced by infection in the posterior urethral glands. The ac- 
cessibility of the female urethra to contamination is not the only factor involved. 
Contaminating materials could easily be washed out as they reached the bladder 
if the urethra were a simple tube. But the glands in the posterior urethra pro- 
vide ready receptacles to receive and distribute these materials to the upper 


urinary tract. + • 

There is some foundation for the opinion that hormones play some part m tn 
etiology of posterior female urethritis. In support of this is the obsewd re- 
quency of urethritis at periods of life when there is the greatest possibility ot 
hormone imbalance, particularly at or after the menopause when there is less 
estrogenic hormone present and the possibility exists for the largest amou 

androgenic materials functiomng in the female. . u i ^ ond it is 

The nathological findings in this series of urethras are tabulated and it is 

concluded that the number of glands in the posterior urethra, beyon a ce 
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pomt, is not a factor in harboring infection. A certain degree of glandular de- 
velopment seems to have a definite relationship to the development of posterior 
urethritis in females. 5 figures. 


UmNARY INCONTINENCE DUE TO BILATERAL ECTOPIC URETERS 

L. F. Gkeene akd D. 0. Ferris 
Surg., G 3 ’nec. & Obst., 82: 712-716, 1946 

Urinarj'- incontinence due to an ectopic ureteral orifice is not common. Among 
those cases reported, in most instances the condition was unilateral. The ectopic 
ureter is usually associated with complete duplication of the pelvis and ureter. 
In cases of bilateral ureteral extopia the orifices of the ectopic ureters are most 
frequently situated in the urethra or the vestibule of the vagina. The condition 
occurs with much greater frequency among women than among men, and in 
women the most outstanding s 3 'mptom is urinarj’' incontinence. 

The diagnosis of bilateral ectopic ureters may be exceedingly difiBcult and, at 
times, ma 3 '' be only inferred. If the s 5 miptoms are suggestive, the urethra, ves- 
tibule and vagina must be carefully examined. The intravenous administra- 
tion of indigocarmine is usually of little value. It may be possible to catheterize 
the ectopic ureters and to secure pyelograms. Excretoi^' urography is valuable 
in the diagnosis of this condition. In most instances bilateral complete duplica- 
tion of the renal pelves and ureters will be found. 

The authors present 2 cases of bilateral ureteral ectopia. Both of these pa- 
tients had been incontinent since birth. In each case bilateral heminephrectomy 
resulted in complete relief of the incontinence. From a study of these 2 casesit 
is obsenmd that if incontinence persists after unilateral heminephrectomy, 
bilateral ureteral ectopia is suggested and further urologic investigation of the 
opposite lddne 3 ’', including exploration, if necessar 3 % is indicated. 7 figures. 

(WMIe this anomaly is extremely rare, and will probablj’^ not be encountered by most 
gynecologists, its possibility should certainly be thought of in cases of persistent urinary 
incontinence, associated with normal micturition, and dating back to infancy. — Ed.) 



OPERATIVE GYNECOLOGY 


CRITICAL STUDY OF 390 MAJOR GYNECOLOGICAL SURGICAL 

PROCEDURES 

Charles M. Malone 
Am. J. Obst. & Gynec., B2: 291-298, 1946 

The 390 major gynecological surgical procedures which are analyzed in this 
paper were performed at the Los Angeles County Hospital in 1943 and 1944. 
The average age of the patients was 34.4 years, and 66 per cent of the women were 
parous. The average preoperative stay was 8.9 days, and the average post- 
operative stay was 12.0 days. Sixty-three patients (16 per cent) had undergone 
previous pelvic surgery. Twenty-one of these had been sterilized previously by 
tubal ligation, and now presented symptoms requiring really adequate steriKza- 
tion consisting of hysterectomy and bilateral salpingectomy. Thirty-one pa- 
tients had further incomplete surgery consisting of unilateral salpingectomy and/ 
or oophorectomy for inflammatory disease. Various writers have agreed that 
salpingitis is nearly always bilateral. The importance of complete surgery in 
pelvic inflammatory disease is stressed. 

The subjective indications for surgery in this series were: pain and hemorrhage 
(individually or collectively), 81 per cent; tumor (pressure symptoms), 14 per 
cent; prolapse, 9.5 per cent; and miscellaneous, about 10 per cent. Objectively, 
pelvic inflammatory disease was the principal diagnosis in 43 per cent of the pa- 
tients; fibromyomata uteri, with and without inflammatory disease, 38 per cent; 
and uterine hemorrhage, shock, acute pelvic pain, etc., 19 per cent. A correct 
preoperative diagnosis was made in 69 per cent of the patients, a partially correct 
diagnosis in 16 per cent, and an erroneous diagnosis in 15 per cent. 

The various types of surgical procedure carried out were: subtotal hysterec- 
tomy, 14.1 per cent; subtotal hysterectomy plus, 57.7 per cent; total abdominal 
hysterectomy, 10.0 per cent; total abdominal hysterectomy plus, 1.5 per cent; 
vaginal hysterectomy, 5.0 per cent; adnexal surgery, 8.0 per cent; and miscel- 
laneous, 3.8 per cent. The relative infrequency of total abdominal and vaginal 
hysterectomy is explained by the presence of advanced stages of pathologic disease 
particularly pelvic inflammatory disease, which would make the total operation 
more difficult and dangerous. Spinal anesthesia was employed in 79 per cent o 
the cases, cyclopropane in 12 per cent, and ether, curare and miscellaneous m 
per cent. There were no deaths or unusually severe accidents attributed to e 
anesthetic agent. 

The total morbidity was 20 per cent. The most essential preopera ive a 
in reducing morbidity were found to be cauterization of the cervix, an norma 
urine and blood findings. An absolutely afebrile period of 
before surgery, particularly in pelvic inflammatory disease, rs rmpo a 
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60.4 per cent of the series an appendectomy vas donej this slightly raised the 
morbidity. Complete and careful evaluation of kidney function must be carried 
out in patients undergoing vaginal plastic procedures. 

There were 4 operative deaths, a mortality incidence of 1.03 per cent. In 
none of these patients were the operative criteria enumerated by Polak and 
ToUefson fulfilled. 

In conclusion, particular stress is placed upon “incomplete surgery”. It is 
desired that complete and adequate surgery be done if the abdomen is opened at 
aU. 

{In this statistical paper, the author’s chief insistence is upon “complete surgeiy” in 
pelvic inflammatory disease, but it seems to me that such statements need qualification. If 
he means that both tubes should be removed when both are diseased, and that hysterectomy 
is also advisable when the uterus is e-vtensively involved in adhesions to surrounding viscera, 
there will not be much difference of opinion. If, on the other hand, he would insist on rou- 
tine removal of the uterus, even though it seems normal, whenever bilateral salpingectomy 
is necessary, there null be differences of opinion. 

In a recent visit to Los Angeles, I found that many e.vcellent gynecologists there do actu- 
ally follow this plan, explaining that retention of the uterus is commonly later followed by 
excessive bleeding. This was rather surprising to me, as it did not correspond with my own 
experience. We can talk all we please about the unimportance of menstruation, but the 
fact remains that many young women do feel somewhat defeminized if the function is abol- 
ished, and that its conservation does have a genuine psychological advantage. Why re- 
tention of a healthy uterus and normal ovaries should make the patient abnormally, prone 
to subsequent bleeding after simple removal of the diseased tubes is not clear, though there 
is certainly no reason why such a uterus might not at times later become the source of func- 
tional bleeding, just as in a woman who has never had pelvic inflammatory disease. 

One must of course individualize on the basis of pelvic operative findings, but certainly 
there are cases in which the possible future prophylactic value of routine hysterectomy 
would be more than counterbalanced by the unhappiness which such a plan might later 
inflict upon many patients, especially those of the younger group. — ^Ed.) 


total ABDOMINAL HYSTERECTOMY; A STUDY" OF 500 CASES 

W. C. Danfobth 

Am. J. Obst. & Gynec., 62: 218-227, 1946 

The author points out the advantages of removal of the cervix in hysterectomy- 
operations. Although the number of women in whom cervical cancer develops 
after the subtotal operation is small (an incidence of 2 per cent has been ^ven), 
the risk is worthy of notice. A second reason for elimination of the cervix is 
that many cervices are unhealthy and may produce troublesome symptoms after 
subtotal operation. For these reasons the author considers removal of the cer- 
vix highly desirable provided it may be accomplished -without mortality increase, 
or at least -with an increase no greater than the number of cases of stump cancer 
would accoimt for. The purpose of the present paper is to indicate what may be 
done by the total operation in the hands of trained men. 
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The 500 cases of total abdominal hysterectomy considered in this presentation 
were performed between the latter part of 1939 and August, 1945. The indica- 
tion for operation in 319 cases was myoma. Adenomyosis as the principal in- 
dication was found in 52 cases.. Functional bleeding called for treatment in 53 
cases. Carcinoma of the corpus was found 27 times. Sarcoma of the uterus 
occurred once. ^ Endometriosis was the primary indication. 35 times. In 70 
cases the condition of the cervix caused a note to be made by either the path- 
ologist or the operator. Cases of simple erosion of moderate degree are ex- 
cluded from this figure. 

In the present series there were 2 deaths, an incidence of 0.4 per cent. In 
another series of 744 subtotal hysterectomies, there was a mortality of 0.66 per 
cent. Obviously the danger is not increased under proper conditions. How- 
ever, without a thorough familiarity with pelvic anatomy and technique, there 
is definitely greater danger with the total operation. According to the rule of 
the American College of Surgeons, 141 patients, or 28.2 per cent, had a morbid 
recovery, but serious morbidity was exceptional. Thrombophlebitis occurred 
3 times, and ureteral injury occurred twice. Both of the latter 2 cases recov- 
ered, although nephrectomy was required. The bladder was opened 4 times; 
all of these recovered without ti^ouble. One of the deaths was caused by septi- 
cemia, a tracheobronchitis also being found at autopsy. The other death was 
from uremia with failure of urinary secretion; the absence of ureteral obstruction 
was proved. 

In 239 eases the adnexa were not disturbed on either side, while in 136 cases 
the ovary and tube, or at least the ovary, were left on one side. Conservatism 
in this regard is obviously advantageous; however, an unhealthy ovaiy is better 
removed. 

Operative technique is discussed, and it is pointed out that, if division of the 
vaginal wall is made close to the cervix, the vagina need not be shortened. It is 
important, whether the total or subtotal operation be done, that the ovaries be 
left freely movable and rvith good blood supply. 

It is the author’s experience that, in trained hands, total abdominal hyster- 
ectomy may be used frequently or even almost routinely. Its advantages are 
sufficient to warrant such frequent use. 5 figures. 


(No question was more widely or more sharply discussed than that of total vs. subtotal 
hysterectomy, but the controversy has drawn pretty well to a close, with the total hystereo- 
tomists in command of the field, in so far as the preferential policy is concerned. There are 
few gynecologists, however, who do not recognize that even in the hands of the most exper 
operators it would be silly to insist on the ideal total procedure in the presence of conditions 
which clearly make the hazard greater than that involved in the retention of even a patho- 
logical cervix. The total procedure is often about as simple as the subtotal, but I do not 
see how anyone can maintain that this is the rule, and that the total operation does no re 
quire more care and skill and involve a slightly greater hazard that the subtotal m spite ot 
at least some figures to the contrary. In the hands of the occasional total hysterectomist 
there will be little difference of opinion on this point. In general, the tota operation 
clearly the method to be preferred except when contraindicated by the general or o p 
vie conditions, or by the personal limitations of the surgeon. 

1 agree with’Danforth that there is little force to the ob 3 ection which ma y 
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against the total operation, that the vagina is shortened, with consequent dyspareunia. 
I do believe that there is occasional complaint of dyspareunia, at least for a time, but I 
have always felt that this is to be explained, not by shortening of the vagina, but by the 
tenderness of the scar in the vaginal vault. — ^Ed.) 


BLEEDING FROM THE CER’^TX AFTER SUBTOTAL HYSTERECTOMY 

J. E. Davis ad D. B. Cheek 
J. A. M. A., 131: 816, 1946 

From January 1, 1938 to Julj' 1, 1945, 87 patients have presented themselves 
at the authors’ clinic with bleeding from the cervical stump. Of this group, 40 
patients, or 46 per cent, were found to have carcinoma of the residual cendx. 
Of these 40 there were 6, or 15 per cent, who had a benign appearing cervix at 
the time they were first seen with the complaint of bleeding. It is clear, from 
this small group of cases, that the only sure wa5’’ to detect early carcinoma after 
a subtotal hysterectomy is to mew with alarm any bleeding which occurs. 
The authors state that, regardless of a history suggesting the presence of 
menstruating endometrium, regardless of the appearance of the cervix and regard- 
less of estrogen therapj’-, every patient who has vaginal bleeding at any time 
after a subtotal hysterectomy deserves a biopsy of the cervix and a gentle 
curettage of the cervical canal. 

The impression in this group of 87 cases is that the incidence of cancer is not 
appreciablj' altered bj’’ the presence or absence of ovaries. Of 56 patients with 
one or both ovaries remaining, 22 had cervical cancer. Of 16 patients with both 
ovaries absent, 8 had cendcal cancer. In 15 patients the details were not known; 
of these, 10 had cendcal cancer. 

It seems plausible to conclude that many subtotal hj’-sterectomies are per- 
formed m the presence of an early carcinoma of the cervix. Since March, 1944, 
it has been the policy in the authors’ gsmecologic dispensary to make a routine 
biopsy of the cervix on each patient on whom a major gjmecologic procedure was 
planned. During the period included in this studj^ carcinomas were found in 
9 cendces that did not present suggestive indications. 

(This is an interesting study, and the serious significance of bleeding from the cervical 
stump is emphasized by the fact that nearly one half of the authors’ group of such cases 
were found to have carcinoma. Every gjmecologist whose e.xperience goes back to the not 
far distant daj's when the prevalent technic of hysterectomy was by the supravaginal 
method has had the unpleasant experience of having patients return with bleeding from the 
cervix, with frequently the finding of a cancer which was undetected at the time of opera- 
tion or which developed later. Such e.\'perfences as this, not to speak of the patients left 
with troublesome cervical leucorrhea, explain why total hysterectomy has established it- 
self as the techmc of choice. There will be general agreement with the authors’ injunction 
that careful inspection, biopsy and curettage of the canal is indicated in all cases of bleed- 
ing from the residual cervical stump.— Ed.) 
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THE MANCHESTER OPERATION, WITH SPECIAL REFERENCE TO 
PARTURITION AND COMPLETE PROLAPSE; A REPORT OF 206 

CASES 


Charles A. Gordon 


Am. J. Obst. & Gynec., 62: 228-236, 1946 


During the 10-year period from 1934 to 1943, 236 women were operated upon 
for prolapse of the uterus at the author’s hospital. The types of operation were 
as follows; Manchester, 206 cases; Le Fort 2 cases; vaginal hysterectomy, 21 
cases; and interposition, 7 cases. The end results in many of these cases have 
been studied in order to discover whether the Manchester operation has a place 
in the management of prolapse of the uterus during the reproductive period, and 
whether or not it is effective in the correction of complete prolapse. 

In this series of 206 Manchester operations there were 36 women less than 40 
years of age, 16 of whom were less than 35 years old. Parturition is known to 
have occurred subsequently in 10 cases. In 5 of these no details of labor or ac- 
tual end results are known, except in one case where prolapse recurred. The 
essential clinical data in the other 5 cases is summarized below. In none of 
these did prolapse recur. 

Case I. — ^Aged 26 years. Cervix not amputated. Five years later, 10 hours 
of labor ■with 9-pound baby; low forceps and episiotomy. 

Case II. — ^Aged 34 years. Cervix not amputated. Four years later, 5 hours 
of labor ■with 8-pound baby; episiotomy. 

Case III. — ^Aged 32 years. Cervix amputated. Three years later, 15 hours 
of labor ■with 10-pound, 3-ounce baby; manual rotation of right occipito-pos- 
terior, low forceps and episiotomy. 

Case IV. — ^Aged 34 years. Cervix amputated. One year later, 3 hours of 
labor ■with 10-pound, 7-ounce baby; low forceps and episiotomy. 

Case V. — ^Aged 32 years. Cervix amputated. Three years later, 12 hours of 
labor "with 5-pound, 5-ounce baby; lower segment cesarean section for rigid cer- 


■vix. 

Rawls and Hunter have shown that there is a veiy definite risk in pregnancy 
and labor follo^wing amputation of the cervix. Should abortion occur, as ^ 
frequently does, there is increased liability to retention of placental tissue an 
sepsis. In labor, partial or complete failure of cervical dilatation may occnir, 
even uterine rupture. Whether part of the combined operation or the Man- 
chester, cervical amputation is not a good operation for women in the repro uc 


tive period. _ . , 

The author discusses the relative merits of the combined operative proce ur 
and the Manchester operation for correction of uterine prolapse durmg le 
reproductive period of life. The Manchester operation is 
the cases of parturition subsequent to the Manchester operation w ic 
TorTi hZ able to Snd are reported in Table I. The Halbaa operafon ,s 
included because it differs little from the Manchester procedure. 
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Whether the Manchester operation is suitable for women in the reproductive 
period is a question of importance since its alternative, the combined operation, 
is unsatisfactoiy. Operations for correction of uterine prolapse are usually 
performed after the menopause, and comparative!}’’ few cases of subsequent preg- 
nancy have been reported. Some gynecologists remain uncomrinced that women 
may be carried safely through parturition without severe dystocia or serious 
damage to the plastic end result. Yet many who have performed this operation 
on young women have reported no serious dystocia or any patholog}' in the 
puerperium. The incidence of forceps deliveries ma}'^ be discounted, since in- 
rirumental delivery through a wide episiotomy is adrrisable after anj’’ va^al 
plastic procedure. The possibility of cesarean section, though remote, must be 


TABLE I 

Parturition subsequent to the Manchester operation 
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considered, particularly if the cervix has been amputated. Even complete 
prolapse of the uterus may be corrected without this dangerous procedure. 

The Manchester operation has given exceUent results in 62 cases of complete 
prolapse in which observation has continued for long periods of time. 

(While the Manchester operation has achieved wide emploinnent in this and other coun- 
tries, there has been hesitancy in many clinics in employing it on patients in the reproduc- 
tive period of life without sterilization at the same time. As the anther states, the plan 
of combining simple types of plastic repair with abdominal suspension has been more or 
less a makeshift, and not a very satisfactory one. Gordon has done a service in collecting 
the reports of all cases in which parturition has followed the performance of the Manchester 
operation (Table I), showing not only that recurrence is relatively uncommon, but, even 
more interestingly, that there is little hazard of obstetrical complications. 

While it is a wise plan to defer major plastic procedures until after the menopause, if 
possible, this cannot always be done, and such procedures must at times be resorted to 
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when subsequent pregnancy is possible and often strohgly desired by the patient. It must 
also be remembered that simple median approximation of the cardinal ligaments does not 
suffice to correct the cystocele which is so often associated with prolapse, so that some form 
of bladder advancement operation must be combined with the cardinal ligament procedure. 
The complete interposition operation of Watkins is, I believe, always contraindicated, but 
my experience has been that there is no unfavorable effect produced on subsequent labors 
by the advancement operations, and this is also indicated by Gordon*s collective review of 
reported cases. 

As to amputation of the cervix, most gynecologists will agree that this carries with it 
such hazard as to contraindicate it, in spite of the fact that no very serious results occurred 
in the 3 cases in Gordon’s own -group. The chief hazards are those enumerated by the 
author himself. In many, perhaps most cases of prolapse, amputation of the cervix is 
indicated because of hypertrophy, chronic cervicitis or other pathology, and under such 
circumstances should be done. But not during the reproductive era, when cervical 
pathology should be handled as well as possible with more conservative measures, such as 
electrocauterization or tracheloplasty. — Ed.) 


INDWELLING CATHETER VS. INTERMITTENT CATHETERIZATION 


E. S. Hicks 

Canad. M. A. J., 66: 69-70, 1946 

The author states that the harmful effect of the indwelling catheter is one of 
the legends that has been handed down in surgical practice, and presents data 
which prove that it is a sensible and practical procedure, reducing the morbidity 
from 18 to 3 per cent. 

The present conclusions are based on records of 2000 cases, largely female. 
The type of catheter preferred is a 12 to 16 French winged catheter. Whatever 
the type, it must be soft enough to collapse easily so that there will be no pain 
upon its removal. The usual preoperative catheterization is omitted, and at the 
conclusion of the vaginal part of the operation the indwelling catheter is inserted 
under perfect vision and without trauma, since the urethra is relaxed. The 
catheter is fastened without tension with 2 strips of adhesive, one near the labia 
and one on the upper part of the thigh. Ordinarily the catheter is removed y 
the morning of the third postoperative day. From practical experience in vag- 
inal hysterectomies, vesico-vaginal fistulae, etc., the author knows that t ese 

small catheters can be left in much longer with impunity. 

By this method only one catheterization occurs, and it is properly done. e 
bladder is empty and remains empty for the abdominal part of the opera ion. 
An empty bladder tends to avoid injury to the bladder m anyone s , 

all tension is removed, the bladder can heal quickly if accidenta y J 
iidominal distention is avoided. The author finds pSs 

tions for hernia. No sulfa drugs or pemcillm were used m any o ^ j 
Sded to this series. They n»y be helpful to . P^^ -to preo^^J 
urinary infection. Drugs are not the answer to this trouble, 

•will render residual urine aseptic. 
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(There are differences of opinion and practice among gjmecologists as to the advisability 
or inadvisability of emplojdng indwelling catheters postoperativelj', and with this question, 
as with so many postoperative details, it is probably wise to avoid inflexible routines. I 
see no advantage, and some disadvantage, in the use of the retention catheter after most 
abdominal operations, in spite of the relative frequency of urinary retention. The latter, 
however, should be guarded against by watchful nursing care rather than by the routine 
use of indwelling catheters. Nurses should be impressed with the fact that catheterization 
with reasonably aseptic care is far less of a menace to the patient than the occurrence of 
overdistention of the bladder, with its characteristic sequence of persisting residual urine 
and cystitis. It is the atonic bladder, with residual urine, that is so highly prone to infec- 
tion. Should retention occur, catheterization after voiding should be kept up until the 
bladder has regained its tone. 

With va^nal operations, especially the e.xtensive plastic procedures, I believe that 
an indwelling catheter for the first few da}’’s serves a useful purpose, although I do not think 
it as completely free of risk of cystitis as does the author of the paper. In these cases, how- 
ever, postoperative retention is very' common, and catheterization may' be much more diffi- 
cult for the nurse because of the retraction of the urethra entailed by many operations on 
the anterior vaginal segment. The daily injection of such antiseptics as mercurochrome 
may pve additional protection, and in addition I have been using prophy'lactic sulfa ther- 
apy in moderate dosage. 'While in most cases a mushroom type of catheter is less apt to 
slip out and is probably not disadvantageous otherwise, I more often use a plain catheter, 
because it seems to involve less trauma on withdrawal. I am aware, however, that there 
are differences of opinion on this point, as on others which I have mentioned. The care of 
the bladder is apt to be the bdte noir in the postoperative care of plastic cases, and the 
conscientious surgeon is not likely to throw the entire burden of responsibility for this on 
his subordinates. — ^Ed.) 
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the problem of sterility today 


■M. E. Davis 

Am. Practitioner, 1: 1-14, 1946 


In approaching the sterihty problem today, a knowledge of the anatomy and 
physiology of the reproductive organs leads to a careful organic and functional 
survey of the reproductive function by all the methods at our disposal. This 
rational approach has improved the prognosis of the sterile couple tremendously. 
The author begins this paper with a discussion of the anatomy and physiology 
of the reproductive system. 

The vagina, uterus and fallopian tube must maintain an unbroken continuity 
of lumen for conception to take place. The ovary must produce mature follicles 
at periodic intervals, and these follicles must discharge their ova in the proximity 
of the ostium of the tube to facihtate entrance into the tube. The normal tube 
undergoes contractions and the cilia on the mucosal epithelium produce currents 
by which the ovum moves downward through the lumen toward the uterus. 
Spermatozoa move upward by their own efforts through the uterine cavity and 
into the tube where they meet the ovum and one fertilizes it. The fertilized 
ovum must then be transported into the uterine cavity for implantation. Many 
abnormal factors can enter into this process, causing decreased fertility or ste- 
rihty. Ovarian function with the periodic development of mature folhcles and 
rupture of these folhcles is dependent on the normal function of the anterior lobe 
of the pituitary. Successful implantation of the fertihzed ovum depends on the 
normal secretion of estrogen and the hormone of the corpus luteum to prepare the 
endometrium. 


In examining the sterile couple, physical soundness must be evaluated. In- 
flammation of the reproductive tract is the most common disorder resulting in 
sterility. Infection, congenital malformations and tumors may interfere with 
normal patency of the reproductive tract. Abnormal position of the pelvic 
organs may decrease the ease of entrance of spermatozoa into the cervical canal. 
Careful pelvic examination should be carried out with ah of these points in mind. 
The cervix should be examined ivith a speculum so that the external os may be 
visuahzed and the physical character of cervical secretions determined. 

Organs which are apparently normal on pelvic examination must be stumed 
further by visualization of the reproductive tract using an opaque oily medium 
which is injected slowly into the uterine cavity under fluoroscopic contro . 
Stereoscopic films are then taken and repeated in 24 hours. Vaiying degrees o 
lack of normal fusion of the uterus are a not uncommon finding, occurrmg in 
almost 10 per cent of the author’s series. Closure of the tubes may be reco^zed 
by this method and the point of occlusion, which may be very important 
prognostic viewpoint, may be noted. 
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The male should be evaluated from the anatomic standpoint and any abnor- 
malities of the urethra, epidid 5 Tnis, testicle, prostate and seminal vesicles should 
be correlated vdth the subsequent investigation. 

In evaluating function of the reproductive organs, a careful resume of the 
menstrual history is the first clue to ovarian function. However, normal menses 
are not proof of normal oblation. The endometrium promdes a com^enient and 
accessible means of determining ovarian actmty. The endometrium before 
ovulation has taken place shov’s a tjqjical microscopic appearance. This picture 
is characterized by the presence of long, straight and only slightly cun^ed glands 
lined by a layer of cells in which the nuclei are basally situated, and in which 
there is no e%adence of secretorj'’ activity. The stroma is relatively thick and 
shows deeplj’- staining small cells. This phase is due to estrogen and is evidence 
of ovarian follicular activity. When ovulation has occurred, the corpus luteum 
forms and progestin is secreted. In the endometrium the glands become mark- 
edly tortuous. The secretion-distended gland cells, with centrally placed nuclei, 
give a tufted appearance to the lumen of the glands. Stroma is less dense and 
contains larger pale staining cells and evidence of increasing congestion. Biopsy 
specimens taken in the days preceding menstruation e.vhibit this picture as evi- 
dence that oTOlatipn has occurred and a corpus luteum formed. 

The most recent observation in the stud 5 ’- of reproductive physiology is the 
relationship of body temperature and ovarian activity. Follicle rupture and 
corpus luteum development raise the level of the basal temperature during the 
latter half of the cycle. Basal temperature graphs are reliable indices in at least 
3 out of 4 women. In the remaining 25 per cent the curve is so atypical that 
accurate interpretations cannot be made. 

Often the basal metabolic rate determination is of value. The majority of the 
author’s patients had a basal metabolic rate within normal limits; 26.6 per cent 
were below the accepted lower limit of normal (less than —10). Thyroid medi- 
cation increases the chances of conception in this group. The metabolic rate 
should also be determined in the male. 

The next step in evaluation of the sterile couple is examination of the male 
ejaculate. Number, normalcy and activity of spermatozoa are determined. 
The presence of a large number of abnormal forms is noted. A post-coital exami- 
nation, or Huhner’s test, permits the determination of the effect of vaginal secre- 
tions on the spermatozoa. 

A complete and detailed history of each of the partners is important. This 
should include general constitutional diseases, operations, onset and character of 
puberty and any possible genital infections. The use and tsqie of contraceptives 
should be determined. Coital habits, particularly in regard to frequency and 
time interval in the ovarian cycle, should be investigated. A history of previous 
obstetric episodes — abortions and deliverj’- complications— should be obtained. 
Each partner should then have a careful general phj^sical and local examination. 

The patency of the female reproductive tract must definitely be determined. 
This may be accomplished by the Rubin test or by the injection into the reproduc- 
tive tract of iodized oil under fluoroscopic control. It has been the author’s 
practice to perform the Rubin test and to follow it immediately with hystero- 
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THE PROBLEM OF STERILITY TODAY 
•M. E. Davis 

. Am. Practitioner, 1: 1-14, 1946 

In approaching the sterility problem today, a knowledge of the anatomy and 
physiology of the reproductive organs leads to a careful organic and functional 
survey of the reproductive function by aU the methods at our disposal. This 
rational approach has improved the prognosis of the sterile couple tremendously. 
The author begins this paper with a discussion of the anatomy and physiology 
of the reproductive system. 

The vagina, uterus and fallopian tube must maintain an unbroken continuity 
of lumen for conception to take place. The ovary must produce mature follicles 
at periodic intervals, and these follicles must discharge their ova in the proximity 
of the ostium of the tube to facilitate entrance into the tube. The normal tube 
undergoes contractions and the cilia on the mucosal epithelium produce currents 
by which the ovum moves downward through the lumen toward the uterus. 
Spermatozoa move upward by their oivn efforts through the uterine cavity and 
into the tube where they meet the ovum and one fertilizes it. The fertilized 
ovum must then be transported into the uterine cavity for implantation. Many 
abnormal factors can enter into this process, causing decreased fertility or ste- 
rility. Ovarian function with the periodic development of mature follicles and 
rupture of these follicles is dependent on the normal function of the anterior lobe 
of the pituitary. Successful implantation of the fertilized ovum depends on the 
normal secretion of estrogen and the hormone of the corpus luteum to prepare the 
endometrium. 

In examining the sterile couple, physical soundness must be evaluated. In- 
flammation of the reproductive tract is the most common disorder resulting^ in 
sterility. Infection, congenital malformations and tumors may interfere with 
normal patency of the reproductive tract. Abnormal position of the pelvic 
organs may decrease the ease of entrance of spermatozoa into the cervical canal. 
Careful pelvic examination should be carried out with all of these points in mind. 
The cervix should be examined ivith a speculum so that the external os may be 
visualized and the physical character of cervical secretions determined. 

Organs which are apparently normal on pelvic examination must be studie 
further by visualization of the reproductive tract using an opaque oily medium 
which is injected slowly into the uterine cavity under fluoroscopic contro. 
Stereoscopic films are then taken and repeated in 24 hours. Varying degrees o 
lack of normal fusion of the uterus are a not uncommon findmg, occurrmg m 
almost 10 per cent of the author’s series. Closure of the tubes may by^cogmsea 
by this method and the point of occlusion, which may be veiy important from 
prognostic viewpoint, may be noted. 
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far as the extent of tubal involvement is concerned. Davis’ finding of a 10 per cent in- 
cidence of fusion detects in his group of cases seems too high, and certainly it is much higher 
than in my own experience. 

Again, there are differing degrees of enthusiasm as regards basal temperature recordings. 
I personally see no advantage in this diagnostic method in women with reasonably regular 
periods, in whom simple menstrual or premenstrual biopsj' has shown the cycles to be 
characteristically ovulatorj’. In such women all the temperature curves that have ever 
been made have confirmed what has long been known as to the usual ovulation span. Know- 
ing this, gynecologists have always advised coitus especially at this optimum phase, and 
this is just as likely to accomplish the same purpose without basal temperature recordings, 
aside from limitations and possible errors in the latter. In women with very irregular cy- 
cles, on the other hand, the rationale of temperature recordings is on a sounder footing. Fin- 
ally, I wonder if we could demonstrate statistically or otherwise that a woman with bilateral 
patency has twice as much chance of conceiving as the woman with only one patent tube. — 
Ed.) 


TESTICULAR DYSFUNCTION: DIAGNOSIS AND TREATMENT 

AiBEHT SEGAIiOFF 
Am. Practitioner, 1: 15-22, 1916 

The author presents a brief discussion of the physiology of the testis. The 
production of motile, fertile, adequately mature spermatozoa in adequate num- 
bers is brought about by the interplay of the testis and pituitary. There are 2 
basic tj-pes of failure of this function: the pituitary can fail to produce its gonado- 
tropic hormones or the testis can fail to respond to stimulation from the pituitary. 
The 6 basic Dires of testicular failure are outlined in Figure 2. The author pre- 
sents case reports which illustrate these various tjqres of failure. 

In' stud 3 Tng patients with testicular dysfunction it is of great importance to 
obtain a careful history. The patient’s age and occupation should be noted, and 
whether he has been e.xposed to radiation or toxic materials. the patient 
ever reached puberty, and if so, at what age? Has he ever had orchitis, epididj^- 
mitis or other genito-urinary infections? If he is crjqrtorchid, do the testes ever 
descend into the scrotum? Has he undergone any surgical procedures, particu- 
larly repair of inguinal hernia? The ps 3 '’chosomatic features should be e%'’aluated. 
Postpubertal testicular failure is followed by a train of symptoms similar to 
menopausal symptoms in women. 

A complete physical examination should be done, noting the patient’s size and 
proportions. The distribution of body hair should be noted. Voice pitch should 
be noted, and the lar 3 mx palpated for its normal masculine development. The 
presence or absence of g 3 mecomastia should be noted. In examining the genitalia 
the size of the penis and scrotum and the size and consistency of the testes are 
important. If the testes are npt noTmall 3 ’^ located in the scrotum it is well to 
ascertain if they will descend by placing the patient in a warm environment. 
The ducti deferens and the epidid 3 Tni should be palpated for posable blocking 
lesions. 
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salpingography. In the Rubin test the pressure of gas should never be allowed 
to exceed 200 mm. of mercury . Neither test should be performed in the presence 
of acute inflammatoiy disease or subsequent to ovulation, as there is then the 
possibility of an existing pregnancy. 

, Regardless of abnormal findings in the previous examinations, the remainder of 
the study should be carried out for a complete and intelligent evaluation of all 
factors. The male should be examined as previously outlined. The investiga- 
tion is completed by study of the endocrine factors which may be involved. 

In regard to treatment, the first attempt is the restoration of the genital tract 
to an anatomic normal. Malpositions of the uterus should be corrected and ■ 
lower genital tract infection should be eradicated. Any barriers to patency of 
the reproductive tract should be removed where the function of the organs may 
be, preserved. The Rubin test or injection of iodized oil may serve effectively to 
break, adhesions. The couple should be advised concerning the optimum time 
for intercourse, and should be cautioned against too frequent attempts. Those 
individuals with basal metabolic rates below zero should be given thyroid. The 
general physical condition of the couple should be raised to the optimum. 
Gonadotropic hormones for the relief of sterility have not yielded satisfactory 
results. In those cases -where the wife is completely normal and the husband has 
a complete absence of spermatozoa or so few spermatozoa that conception is un- 
likely, artificial insemination may be considered. 

The first step in a program for sterility prevention is education of the people 
to a realization of the importance of the problem. The premarital examination 
affords one opportunity for such education. Another factor in preventing steril- 
ity is conservatism in treatment of genital infections. Lower genital tract infec- 
tions should be treated adequately to prevent ascension of infection, and in all 
gynecological surgery on women in the childbearing age, conservation of ovarian 
function and preservation of patency of the reproductive tract should be the con- 
stant attempt of the operator. 

Of 567 patients registered in the author’s sterility clinic between July, 1931, 
and December, 1942, who have been followed for at least one year, 202, or 35.6 
per cent, conceived and 169 had li-ving children. The shorter the period of 
infertihty, the greater were the chances of conception. A lack of tubal patency 
was the most common cause of sterility, bilateral tubal closure being found in 
190, or 22 per cent, of 869 women examined. Ten of this group conceived. The 
woman -VNuth bilateral patency has about twice as much chance of concei-ving as 
the woman mth only one patent tube. 20 figures. 


(This is a systematic and comprehensive review of the subject. The views expressed 
ire sound, although gynecologists will naturally differ in ° . ® “oug 

)ossible factors in sterility, and in the relative importance ^ch they . 

liagnostic procedures. Some, like myself, prefer tubal insufflation 
■aphy for routine use, although recognizing that there is a place for both im • 
lelieve that hysterosalpingography should be a part of the j/the tube 

idvantage being that it reveals the point of occlusion of ^ regardless of the 

s definitely closed at any point, the prognosis is ikely to be poor enough J 
ype of plastic operation that is done, and surprises at operation are not infreq 



STBRILITr 


923 


by pituitarj’^ failure, which is required for the proper diagnosis of Prohlich’s 
syndrome. 

Treatment of testicular failure is none too satisfactor}'. It maj’’ consist of 
attempts to make the testis produce its secretions (stimulation therapj'') or sub- 
stitution for the testicular secretion. Cases \^ith failure of the anterior lobe of 
the pituitary are suited for stimulation therapj\ Chorionic gonadotropin of 
human pregnanc3' urine stimulates production of testosterone by the interstitial 
cells of Leydig if given in sufficient doses. Pituitary extracts with follicle-stimu- 
lating activity are available but are usually of low potencj\ Pregnant mare’s 
serum should be used in sufficientty large doses with periods of rest, since anti- 
hormones are rapidly formed against it. It is generally agreed that there is no 
effective therapy at present for advanced spermatogenic failure of anj' tyqre. 

Substitution therapy consists in the administration of testosterone or one of its 
derivatives. Parenteral therapy with testosterone propionate is probabty the 
most useful. 9 figures. 

(Until veiy recent years many gsmecolo^sts were discouraged at the lack of interest 
displayed by our genito-urinary confreres in the study of the male sterility problem. While 
this criticism is still a very valid one in many individual instances, there are now many 
urologists who have become intensely interested in the problem, and who no longer assure 
a man, as did some of their predecessors, that he is capable of fertilizing his wife simply 
because some live spermatozoa can be demonstrated in the seminal exudate squeezed out by 
prostatio massage. Many gjmecologists, therefore, prefer to leave the entire studj' of the 
male partner to their urological colleagues, and to this plan there can be no valid objection. 

On the other hand, there are some advantages to the gyneoolo^st, properly trained in 
such procedures, in making the initial examination of the semen himself, or even in a general 
evaluation of the husband from such broad standpoints as, for e.xample, thyroid function. 
Certainly he would not wish to treat the male patient should any seminal or endocrine de- 
ficiency be revealed. The problem of sterility is a joint one between husband and wife, 
and their roles cannot be too sharply disassociated. I believe I am correct in saying that 
the American Board of Gynecology and Obstetrics does not consider that such limited evalu- 
ation of the husband is any infringement of its requirement that gynecologists are e.xpected 
to restrict their practice to female patients, — Ed.) 
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Semen specimens for analysis should be collected by coitus interruptus or by 
manual manipulation into a clean dry test tube, and not collected in a condom. 
In a specimen with normal motility of the highest order, 80 to 95 per cent of the 
cells are actively motUe. Counts require only a few easily prepared reagents and 
the usual blood counting apparatus. The diagnosis of abnormal sperm count 
and motility should be made only after repeated examinations obtained after at 
least 72 hours of sexual abstinence. If no sperm are present, it must be ascer- 


FIG. 2 


Characteristic findings in testicular dysfunction 
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tained whether the testis is not producing sperm or whether the sperm fa,il to 
reach the ejaculate. This is accomplished by testicular biopsy and cytologic 

examination of the specimen. _ o-pnitak 

FroUch’s syndrome is often diagnosed incorrectly m fat boys ^ J 

are obscured by the huge fat mass, or m J iacreSed 

gonadism does occur in these boys it is usuaUy be caused 

titer of urinary gonad-stimulatmg hormone and, therefore, could 
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by pituitary failure, wbicb is required for the proper diagnosis of Frohlich's 
sjudrome. 

Treatment of testicular failure is none too satisfactory. It may con^t of 
attempts to make the testis produce its secretions (stimulation therapjO or sub- 
stitution for the testicular secretion. Cases with failure of the anterior lobe of 
the pituitaiy are suited for stimulation therapy. Chorionic gonadotropin of 
human pregnancy urine stimulates production of testosterone by the interstitial 
cells of Leydig if given in sufficient doses. Pituitaiy extracts with follicle-stimu- 
lating activity are available but are usually of low potency. Pregnant mare’s 
serum should be used in sufficientlj'' large doses with periods of rest, since anti- 
hormones are rapidly formed against it. It is generally agreed that there is no 
effective therapy at present for advanced spermatogenic failure of any type. 

Substitution therapy consists in the administration of testosterone or one of its 
derivatives. Parenteral therapy with testosterone propionate is probably the 
most useful. 9 figures. 

(Until very recent years many gynecolopsts were discouraged at the lack of interest 
displayed by our genito-urinary confreres in the study of the male sterility problem. While 
this criticism is still a very valid one in many individual instances, there are now many 
urolo^sts who have become intensely interested in the problem, and who no longer assure 
a man, as did some of their predecessors, that he is capable of fertilizing his wife simply 
because some live spermatozoa can be demonstrated in the seminal e-mdate squeezed out by 
prostatic massage. Many gynecolopsts, therefore, prefer to leave the entire study of the 
male partner to their urolo^cal colleagues, and to this plan there can be no valid objection. 

On the other hand, there are some advantages to the gynecologist, properly trained in 
such procedures, in making the initial examination of the semen himself, or even in a general 
evaluation of the husband from such broad standpoints as, for example, thyroid function. 
Certainly he would not wish to treat the male patient should any seminal or endocrine de- 
ficiency be revealed. The problem of sterility is a joint one between husband and wife, 
and their roles cannot be too sharply disassociated. I believe I am correct in saying that 
the American Board of Gynecology and Obstetrics does not consider that such limited evalu- 
ation of the husband is any infringement of its requirement that gynecologists are expected 
to restrict their practice to female patients. — ^Ed.) 
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ENTEROUTERINE FISTULA; WITH A REVIEW OF THE LITERATURE 
_AND REPORT OF AN UNUSUAL CASE 

S. Z. Hawkes 

Am. J, Obst. & Gynec., 62: 150-153, 1946 

In 1933 Danforth and Case collected 58 cases of fistulous openings between the 
bowel and the uterus in the past 200 years, and since then 20 additional cases 
have been reported. Possible causes are: (1) traumatic or spontaneous rupture 
of the gravid uterus with a loop of intestine entering the tear; (2) peritonitis with 
abscess fonnation abscess rupturing into bowel and uterus simultaneously; (3) 
carcinoma, usually of uterine body, when malignant tissue undergoes ulceration 
and necrosis with development of fistula between it and loop of bowel which 
becomes adherent; (4) puncture of uterine wall with concomitant injury of bowel 
during uterine curettement. Of the reported cases permitting analysis, in 18 
the fistulous tract was between the small intestine and the uterus, and in 17 
between the large bowel and uterus. In 3 cases both the large and small bowel 
were involved. As to treatment, Crossen and Crossen feel that the condition 
is best handled by abdominal section with mobilization and separate closure of 
the bowel wall. 

The author presents the case of a 22 year old woman, married, with one child, 
who complained of severe abdominal pains, especially in the left lower quadrant, 
with fever and malaise. A pelvic mass was noted on the left side by a local 
physician, and a few days later the patient began to pass feces through the vagina. 
Since this occurred she had had no bowel movements through the rectum. Her 
menstrual periods had been regular, she did not believe herself pregnant and 
denied instrumentation. 

A diagnosis of enterouterine fistula was made; the fistulous tract between bowel 
and uterus was proved by inst illin g water into the rectum and observing its 
return through the cervix. Blood, intravenous fluids and nutritional supple- 
ments were administered prior to drainage of the mass through a left lower quad- 
rant muscle-splitting incision. Bowel movements through the rectum were 
resumed 2 weeks after drainage of the abscess, but there continued to be occa- 
sional temperature elevations and palpable enlargement of the left-sided mass. 

Therapy for the next several months consisted of frequent transfusions, 
vitamin supplements and a high caloric diet. When the fistula did not heal 
spontaneously, a Devine transverse colostomy was performed, followed somewhat 
later by laparotomy to repair the fistulous tract. A portion of the sigmoid colon 
was found to be involved with the left adnexal mass. The bowel was ^eed, toe 
cicatrized portion being excised and an end-to-end anastomosis ? 

tubo-ovarian mass was removed. Pathologic report of tissue »ed shoved 
chronic suppurative salpingitis and abscess formation of the left ovaiy. 
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barium enema 3 weeks after operation diowed colonic continuity weU re-estab- 
lished; the spur of the transverse colostomy was crushed, and the bowel mucosa 
dissected free from the skin and inverted to allow closure of the skin. 

It is believed that this patient had a chronic salpingitis with a cystic ovary 
on the left side. The ovarian cyst became inflamed with the formation of an 
abscess which ruptured into the uterine carat}’’ and into the bowel. The point 
of rupture into the uterus must have been through the lumen of the tube. 

(Cancer of the uterine corpus does not cause enterouterine fistula nearly as often as 
advanced cervical cancer produces rectovaginal fistula, but in rare cases this complication 
may occur. Such fistulas will not heal spontaneously, and their correction is difficult and 
sometimes impossible, so that it may be necessary to deflect the fecal current by establish- 
ing an artificial anus. The fistulas brought about by trauma or by the rupture of ab- 
scesses into the uterus, if not large, maj’ close spontaneously. When closure is necessary, 
the results are usuall 3 ' good, the abdominal route being about the only feasible one if the 
fistula involves the corpus. Sometimes the operation is comparatively simple, but often it 
is difficult. 

Some years ago I operated upon a woman of about 62 who had what was thought to be 
an infected left ovarian cj’st, and who for many daj’s had shown a septic temperature 
curve. The supposed cj'St was found to be a huge pyometra about the size of a 3 months 
gestation, and brought about bj'' the rupture into the uterus of a sigmoid diverticulitis. 
The uterus was removed after clamping o5 the cervical canal to avoid leakage of pus, and 
the patient recovered. 

I recall reading an account manj' j’ears ago of the autopsy of a patient who had died 
following criminal abortion. The postmortena showed that the abortionist’s curette had 
perforated the uterine wall and then the sigmoid. My recollection is that the bowel was 
more thoroughly curetted than the uterus. In another patient whom I saw a hook-like 
instrument used by the abortionist had perforated the uterus and caught an intestinal loop, 
cutting it across and drawing the proximal bowel into the uterine cavity, which was filled 
with fecal material and pus. — Ed.) 


ABDOkONAL WALL FIBROIMA (URACHAL?) SIMULATING 
OVARIAN CYSTOMA 

C. E. McLEiwiAjf AK1> E. G. Holmsthom 
Am. J. Obst. & Gynec., 62: 154-156, 1946 

A lower abdominal mass in a 50 year old woman was first mistaken for a preg- 
nant uterus, later assumed to be an ovarian cystoma, and finally, at operation, 
demonstrated to be a degenerating fibroma of the anterior abdominal wall. This 
case is interesting both because of the difflculty in diagnosis and the comparative 
rarity of the tumor. 

The patient was admitted to the hospital in February, 1945, with complaints 
of lower abdominal pain and vaginal bleeding. Her last menstrual period had 
occurred in July, 1944, and, having had 15 previous pregnancies, she had assumed 
herself to be pregnant. She believed she had experienced fetal movements 
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beginning in October, 1944. Va^al bleeding for 5 days in November was 
thought, by her physician, to be evidence of threatened abortion. At the onset 
of bleeding in February the same physician referred her to the hospital with a 
presumptive diagnosis of placenta previa. 

Examination revealed a semi solid, somewhat mobile mass extending 12 cm. 
above the symphysis pubis. No fetal heart sounds were audible. The cervix, 
from which exuded blood, was hypertrophied and exhibited cervicitis and erosion. 
Anterior and superior to the cervix there was a mobile cystic mass, about 14. cm. 
in diameter, with a normal sized uterus lying posterior to it. The immediate 
impression was pedunculated ovarian cystoma with no evidence of pregnancy. 

Exploratory laparotomy revealed an extraperitoneal tumor lying anterior to 
the parietal peritoneum and immediately superior to the apex of the bladder. 
The mass had a fibrous pedicle superiorly which ran toward the umbilicus, but 
gradually lost its identity in the surrounding connective tissue. No direct 
connection existed between the surface of the tumor and the bladder wall. Be- 
cause of the patient’s age and uncertainty as to the cause of uterine bleeding, total 
hysterectomy and bilateral salpingo-oophorectomy were performed. Eight 
months after operation there was no evidence of recurrence of the tumor. 

The gross specimen was an encapsulated, irregular mass measuring 15 cm. at 
its greatest diameter. Sections disclosed large areas of whitish semi-solid gelat- 
inous tumor and cystic spaces. The cavities contained odorless, yellow, slightly 
mucoid fluid which coagulated on standing. Microscopic sections revealed well- • 
differentiated connective tissue cells, large areas of edema and some hyalinization. 
The endometrium showed changes typical of menstruation. The tumor was 
concluded to be a degenerating fibroma of the anterior abdominal wall, with an 
essentially normal menstruating uterus and multiple ovarian follicular cysts. 

While the removed tumor would imdoubtedly seem to be a degenerating fi- 
broma, the authors cannot be certain of its urachal origin because the mass had 
grown to such a size that the normal anatomy of its site was seriously distorted. 

1 figure. 

(While this tumor by its position might well have been urachal, it is diflicult to be sure 
of this, since fibroma may arise from any of the connective tissues of the abdominal 
The presence of the tumor, entirely separate from the pelvic organs, could scarcely have 
had anything to do with the uterine bleeding, which I suppose was most likely of simple 
functional nature. While tumors of the urachus are very rare, the one most likely to be 
encountered by the gynecologist is the cyst. Tumors of this cystic type, when lar^, may 
lead to difficult diagnostic problems. They are situated in the midline, between the m- 
bilicus and the pubes, and they are ordinarily of ovoid shape. On palpation they ^v 
impression of being attached to the abdominal wall, as indeed they are, since t ey e e 
extra-peri toneally, just beneath the anterior parietal peritoneum.— Ed.) 
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THE AHTIFICIAL IVIENOPAUSE AM) CANCER OF THE BREAST 

L. Hai/Beestaedter and a. Hochuan 
J. A. M. A., 131: 810-816, 1946 

Experimental investigations on mice and rats have yielded certain results 
which are pertinent to the present study. In strains of mice which now show a 
hi^ percentage of spontaneous mammary carcinoma, early castration of the 
female reduces the incidence of carcinoma. In strains characterized by a low per- 
centage of spontaneous tumor the administration of estrogen to the female in- 
creases the incidence of spontaneous carcinoma. Estrogen administration in- 
duces the production of mammaiy carcinoma in male mice of strains which never 
develop this tumor spontaneously. Mammary carcinoma can develop in castrate 
male mice which are implanted with ovaries. Estrogen administration produces 
mammarj’’ carcinoma in rats of a strain which is free from spontaneous mammaiy 
carcinoma. The time required for the appearance of mammary cancer depends 
on the dosage and estrogenic potency of the injection. 

Various workers have emploj’-ed oophorectomy and irradiation of the ovaries 
in the treatment of cancer of the breast, with results including arrest of the malig- 
nant grondh and diminution of metastases. However, it is difficult to draw 
conclusions from the cases reported by various authors because in many cases the 
metastases and not onl}’’ the ovaries were irradiated directly. Also, metastases 
show different degrees of susceptibility to artificial menopause, and some of the 
cases in which artificial menopause was induced were free from metastases. 

In the present paper the authors report their ex-perience with artificial meno- 
pause induced in 60 cases; this treatment has proved effective in some and 
ineffective in others. The 60 patients constituted 15 per cent of a total of 393 
women suffering from mammarj' cancer at the authors’ institute. Of the 60 
women, 34, or 56 per cent, benefited from the induction of artificial menopause. 

Six of the 60 patients had stage I disease (SteinthaTs classification), and of 
these 4 were improved and 2 were not. Tiventy-eight patients had stage II 
disease, and of these 17 were improved and 11 were not. Of 19 patients with 
stage III disease, 10 were improved and 9 were not. Since the presence of metas- 
tases formed the principle inchcation for treatment, the majority of cases were of 
stage II and III. From this series it appears that there is no appreciable differ- 
ence between these 2 groups in regard to proportion of improvement, and it may 
be expected that the efficacy of interruption of ovarian function, taken as a gen- 
eral measure against metastases, will be independent of the designated stage of 
the disease. 

Irradiation of the ovaries was indicated in most cases which involved metas- 
tases of the bone (26 cases). Improvements in this group rated 69 per cent. 
Metastases of the lung and pleura responded favorably in 50 per cent of cases; 
cutaneous metastases and local recurrences reacted less favorably; metastases of 
the lymph nodes showed little response. Brain and liver metastases showed no 
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beginning in October, 1944. Vaginal bleeding for 5 days in November was 
thought, by her physician, to be evidence of threatened abortion. At the onset 
of bleeding in February the same physician referred her to the hospital with a 
presumptive diagnosis of placenta previa. 

Examination revealed a semisohd, somewhat mobile mass extending 12 cm. 
above the symphysis pubis. No fetal heart sounds were audible. The cervix, 
from which exuded blood, was hypertrophied and exhibited cervicitis and erosion. 
Anterior and superior to the cervix there was a mobile cystic mass, about 14. cm. 
in diameter, with a normal sized uterus l5mg posterior to it. The immediate 
impression was pedunculated ovarian cystoma with no evidence of pregnancy. 

Exploratory laparotomy revealed an extraperitoneal tumor lying anterior to 
the parietal peritoneum and immediately superior to the apex of the bladder. 
The mass had a fibrous pedicle superiorly which ran toward the umbilicus, but 
gradually lost its identity in the surrounding connective tissue. No direct 
coimection existed between the surface of the tumor and the bladder wall. Be- 
cause of the patient’s age and uncertainty as to the cause of uterine bleeding, total 
hysterectomy and bilateral salpingo-oophorectomy were performed. Eight 
months after operation there was no evidence of recurrence of the tumor. 

The gross specimen was an encapsulated, irregular mass measuring 15 cm. at 
its greatest diameter. Sections disclosed large areas of whitish semi-solid gelat- 
inous tumor and cystic spaces. The cavities contained odorless, yellow, slightly 
mucoid fluid which coagulated on standing. Microscopic sections revealed well- • 
differentiated connective tissue cells, large areas of edema and some hyalinization. 
The endometrium showed changes typical of menstruation. The tumor was 
concluded to be a degenerating fibroma of the anterior abdominal wall, with an 
essentially normal menstruating uterus and multiple ovarian follicular cysts. 

While the removed tumor would undoubtedly seem to be a degenerating fi- 
broma, the authors cannot be certain of its urachal origin because the mass had 
grown to such a size that the normal anatomy of its site was seriously distorted. 

1 figure. 


(While this tumor by its position might well have been urachal, it is difiBoult to be sure 
of this, since fibroma may arise from any of the connective tissues of the abdominal wa . 
The presence of the tumor, entirely separate from the pelvic organs, could scarcely have 
had anything to do with the uterine bleeding, which I suppose was most likely of simp e 

functional nature. While tumors of the urachus are very rare, the one most like y o e 

encountered by the gynecolo^st is the cyst. Tumors of this cystic type, when 
lead to difficult diagnostic problems. They are situated in the midline, between the um- 
bilicus and the pubes, and they are ordinarily of ovoid shape. On palpation t ey 
impression of being attached to the abdominal wall, as indeed they smce they develop 
extra-peritoneally, just beneath the anterior parietal peritoneum. Ed.) 
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improvement. Of 8 patients showing no clinical evidence of metastases, 6 are 
well and alive. 

On the basis of microscopic observations, there were 18 tumors designated as 
adenocarcinoma. Improvement was obtained in 13, or 72 per cent, of these 
cases. Eleven cases were designated as carcinoma simplex, and in this group 
only one patient reacted favorably to ovarian sterilization. It seems reasonable 
to conclude that irradiation of the ovaries is especially effective on metastases 
from adenocarcinoma. The explanation suggested by the authors for this 
greater vulnerability of adenocarcinoma than carcinoma simplex to withdrawal 
of estrogenic substance is that histologically the adenocarcinoma tends to repro- 
duce the form of the original alveoli of the gland. This morphological resem- 
blance can be accompanied by a functional resemblance. Therefore, estrogenic 
substance will be able to stimulate the growth of the adenocarcinomatous cell 
more readily than it will other varieties of carcinoma cells of the breast, and when 
this hormone is withdrawn, the malignant adenocarcinomatous growth is de- 
prived of an important growth enhancing factor. 

The improvement due to the interruption of estrogenic secretion is of short 
duration, lasting in the cases in this series with few exceptions from f to 2 years. 
This is probably due to the fact that ovarian sterilization does not stop completely 
the flow of estrogenic hormones in the body. Estrogenic hormones can occur in 
the blood and urine of a woman, even in the absence of periodic bleeding, in both 
artificial and natural menopause. The origin of the estrogenic substance se- 
creted after castration is still in doubt. In mice, it appears that the adrenals are 
the site of the vicarious estrogen secretion. The pituitary and the thymus prob- 
ably share the property of being able to secrete estrogenic substance. Irradiation 
of the adrenal glands might possibly diminish the estrogen secretion; however, 
this hypothesis cannot as yet be supported by clinical evidence. 

(Oophorectomy and irradiation of the ovaries appear to have been accepted by many 
surgeons and radiologists as having a retarding effect upon mammary cancer, especially 
in the metastatic stage, in women during the reproductive period of life. Unfortunately , 
a large proportion of such cancers develop in the postmenopausal years, when such treat- 
ment would have no rationale. As contrasted with this form of female cancer, stilbestrol 
therapy seems to have definite virtue in retarding the growth of metastases in prostatic car- 
cinoma. Both these forms of therapy are to be looked upon as palliative, and the careful 
studies of the authors of this paper would seem to indicate that the results a,re neither con- 
stant nor brilliant in the case of breast cancer. They are inclined to explain the frequent 
ineffectiveness of the plan by the postmenopausal production of estrogen in the adrenal 
cortex and possibly other endocrine glands, but quantitatively this is probably a small fac- . 
tor, the more important one being the relentless progress of the disease itself.— Ed.) 
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DELIRIUM 

— melancholic, in pregnancy, cured by 

electric shocks, 336 
DIABETES MELLITUS . 

— hormone metabolites in blood and urine 

of diabetic gravidae, 634 

— influence of ovarian activity and estro- 

gens, 830 

— prediabetic period, fetal mortality in 

women during, 514 

— prediabetic state, effect on survival and 

weight of newborn, 208 

— pregnancy, 829 

— pregnancy; review, 3 

— preparation of diabetic for operation, 277 
DIARRHEA 

— newborn, 214 

— newborn, sulfathiazole in control of, 354 
DISPROPORTION 

— cephalopelvic, 194 
DIVERTICULUIM 

— urethra, 272 


ELECTRICITY 

— electric shocks for melancholic delirium 

in pregnancy, 336 

— electrical delivery, 307 

— oxytocic value of galvanic current, 309 
ELECTROCARDIOGRAM 

— in toxemias, 630 
EMBOLISM 

— death following insufflation in pregnancy, 

287 

— pulmonary,' effect of postoperative ex- 

ercises at Chelsea Hospital for Women, 
441 

EMBRYO 

— human blastula 4 days after ovulation, 

611 

EMBRYONIC MOLE 

— severe eclampsia in third month, 326 
ENDOCARDITIS 

— subacute bacterial, in pregnancy, treated 

with penicillin, 489 
ENDOCRINE GLANDS 

— adrenal hemorrhage in erythroblastosis, 

666 

— adrenogenital pseudohermaphroditism, 

238 

— disorders and pelvic pain, 539 

— distribution of cell types in anterior 

hypophysis during late pregnancy and 
lactation, 35 

— endocrine aspects of obesity, 535 

— hypernephroid carcinoma of kidney or 

adrenal and pregnancy, 178 

— hyperthyroidism in pregnancy treated 


DYSMENORRHEA 

— 712 

— curare, 550 

— in virgin, spasm of uterine isthmus, 244 

— physical education, 548 

— treatment with deproteinated pancreatic 

extract, 99 

DYSTOCIA, See LABOR, complications. 

ECLAMPSIA, See FREON ANCY, toxemia. 
ECTOPIC PREGNANCY 

— 316, 479, 623, 624, 625, 822 

— abdominal pregnancy; review, 777 

— bilateral tubal, simultaneous intra- 

uterine pregnancy, 175 

— cul-de-sac aspiration in diagnosis, 317 

— full-term, associated with prolapse, 174 

— interstitial, 176 

— ruptured, simultaneous intrauterine 

pregnancy, 175 


with thiouraci}, 832 

— hypertrichosis, influence of hypoad- 

renalism, 605 

— hypophysis, non-essentiality of, for 

pregnancy in monkeys, 611 

— menopause, endocrine dysfunction, 868 

— menstrual disorders in hyperthyroidism. 


373 

— ovarian influence of response of anterior 

pituitary to estrogens, 540 

— ovarian stimulation by estrogens m 

absence of hypophysis, uterus and 


adrenals, 242 

reproductive cycle, endocrine physi- 
ology, 533 
struma ovarii, 748 

thyroid gland and estrogen m regulation 
of anterior pituitary, 241 
thyroid, influence on pregnancy an 
parturition in rabbit, 162 
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HEMORRHAGE — Conlinued 

— antepartum, selective treatment, 319 

— blood loss in cesarean section, 850 

— fatal cerebral : possible third generation 

syphilis, 515 

— fatal, from angiomatous polyp of ileum 

in pregnancy, 183 

— functional uterine bleeding; review, 682 

— gynecological bleeding with reference to 

endometrial hyperplasia, 248 

— maternal death, most frequent cause in 

Brooklyn, 171 

— menstrual dysfunctions; abnormal uter- 

ine bleeding, 551 

— retroperitoneal, causing death in preg- 

nancy, 182 

— uterine bleeding and incidence of pre- 

maturity, 670 
HERNIA 

congenital diaphragmatic, 216 

— ovarian cyst in content of inguinal 

hernial sac, 748 

— pelvic floor, 261 

— strangulated, containing pregnant uterus 

at term, 63 
HIRSUTISM 

— hjpertrichosis; influence of hypoadrenal- 

ism, 605 

— sex differences in pubic hair distribution, 

157 

HISTAAIINASE 

activity during pregnancy, 300 
HISTIDINURIA 

— pregnancy, 299 
HODGKIN’S DISEASE 

— ovarian involvement, 587 
HOGBEN pregnancy test, 619 

hormones 

— action and chemical constitution, 538 

— antihormones during pregnancy, 381 

— corpus luteum, effect on uterus of opos- 

sum, 541 

— effects on blood in rats, 241 
■ — female sex, 871 

■ — histogenic concept of ovarian tumors 
with hormonal activity, 742 

— hormonal induction of mating responses 

in rat with congenital absence of 
gonadal tissue, 92 

' — hormone metabolites in blood and urine 
of diabetic gravidae, 634 

— masculinization, 586 


HORMONES — Continued 

— modifications in spiral arterioles of 

uterine mucosa; cytohormonal explora- 
tion, 378 

— modifications of social behavior, 381 

— pregnant mare’s serum, influence on 

pregnant rat, 36 

— relation between gastric acidity and 

anterior pituitary-like hormone content 
of urine in gravidae, 32 

— sexual rhythms in reproductive tract of 

opossum and effects of hormonal 
treatments, 874 

— stimulating action of estrogen on release 

ofL.H.,701 

HOSPITALS 

— advanced maternal age in mothers of 

state hospital patients, 225 

— cesarean section, Boston Lying-In Hos- 

pital, 218 

— cesarean section. New Haven Hospital, 

674 

— effect of postoperative exercises on 

pulmonary embolism, Chelsea Hospital 
for Women, 441 

— maternal mortality, Chicago Lying-In 

Hospital, 521 

— nursing techniques in maternity, 226 

— obstetric activities in hospitals of Cook 

County, 523 

— rupture of suppurative pelvic masses. 

Charity Hospital of Louisiana, 268 
HYALURONIDASE 

— in seminal fluid, relation to fertility, 602 
HYDATIDIFORM AIOLE 

— histogenesis, 626 

— hydatidiform degeneration of placenta, 

with fetus, 321 

— recurrence and associated eclampsia, 

827 

HYDRAMNIOS 

— acute, simulating concealed accidental 

hemorrhage, 328 
HYDROCEPHALUS 

— diet of mother and hydrocephalus in 

infant rats, 848 

HYPEREMESIS GRAVIDARUIM, See 
PREGNANCY, ■pathology. 
HYPERTENSION 

— bioassay of vasoconstrictor substances 

in plasma, 181 
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PETUS — Conlinued 

— hydatidiform degeneration of placenta, 

with fetus, 321 

— intrauterine death due to Rhesus in- 

compatibility, 511 

— maternal nutrition and fetal develop- 

ment, 813 

— melancholic delirium in pregnancy, cured 

by electric shocks; transient modifica- 
tion of fetal heart beats, 336 
■ — mortality, in women during prediabetic 
period, 514 

— penicillin, transmission to amniotic fluid 

and fetal blood, 34 

• — placental growth after fetal death in rat, 
161 

— poliomyelitis in pregnancy; occurrence 

according to month of pregnancy and 
sex of fetus, 833 

— streptomycin, transmission from mater- 

nal blood, 163 

— subcutaneous thoracoplasty on partially 

delivered impacted fetus, 358 

— umbilical changes in pregnancy, trans- 

mission of fetal heart pulsations to 
abdomen, 163 
FISTULAS 

— enterouterine, 924 

— intractable vesicovaginal, 758 

— proctosalpingostomic, 293 

— vaginoperitoneal, following vaginal 

hysterectomy, 276 

— vesicovaginal, 136, 137, 430 

— vesicovaginal and urethrovesicovaginal, 

273 

— vesicovaginal, Chaffin suction drainage, 

592 

FORCEPS 

— obstetrical : controlled axis traction, 519 

foreign bodies 

— in vagina, 719 
GASTRIC ACIDITY 

— relation to anterior pi^itary-like hor- 

mone content of urine in gravidae. 32 
GERIATRICS 

— gynecology as related to, 772 

germ cells 

— early history, 606 

glucose 

uric acid clearance following hypertonic 

glucose solutions, 637 


GONADOTROPHINS 

— clinical responses of women with hypo- 

functioning ovaries to combined 
therapy, 90 

— effect of equine gonadotrophin upon 

establishment of cyclic menses and 
ovulation, 91 

— endogenous, 243 

— ovarian response after hypophysectomy, 

242 

— ovarian response after hypopfij'sectomy 

and estrogen treatment, 243 

— treatment of hypoovarianism by equine 

and chorionic gonadotrophins, 89 
GONOCOCCUS 

— persistence in female adnexa, 902 

— results of cultivation from gynecological 

patient material, 157 i 

GOVERNMENT 

— and maternal welfare, 360 
GUTERMAN PREGNANCY TEST, 619 
GYNECOLOGY, See also under organs, etc. 

— early postoperative ambulation, 439 

— geriatrics, as related to, 772 

— hepatic factor in gynecologic mortality, 

768 

— industry, 294 

— intestinal obstruction, 767 

— Marion Sims and the “Dental Journal”, 

775 

— psychosomatic aspects, 451 

— study of major surgical procedures, 910 

— tidal irrigation following gynecological . 

operations, 769 

HEART 

— congenital defects and maternal rubella, 

846 

— German measles cataract with congenital 

cardiac defect, 73 

— German measles deaf -mutism with 

patent ductus arteriosus, 72 

— heart disease in pregnancy , 831 
HEARTBURN 

— pregnancy, 329 
HEMATOMA 

— of abdominal wall, 644, 645 

hemorrhage 

— accidental antepartum and erythro- 

blastosis fetalis, 352 

— acute hydramnios, simulating concealed 

accidental hemorrhage, 32S 

— adrenal, in erythroblastosis, 666 
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LiBOR—Conlinu/’d 
compltcatio 13 : — Continued 

— contraction ring, 648 

— delay in, causes of, 464 

— dystocia due to peh-io kidney, 343 

— dystocia due to shoulders, 76 

— influence of failure of fusion of Mflllerian 

ducts, 190 

— pelrioradiography in management of 

dystocia; midpelvic capacity, 816 

— premature, prevention of, 312 

— prolapse of uterus following normal 

labor, 502 

-rupture of uterus, 55, 499, 500, 501, 835 

— strangulated hernia containing pregnant 

uterus at term, 63 

— vertex, unengaged, in multipara, 654 
pfeeentaiion: 

— breech, behavior of fetus in utero, 191 

— breech, causes of, 494 

— ocoipito-posterior, 655, 657, 658 

lactation 

— diet, 197, 809, 815 

distribution of cell types in anterior 
hypophysis during, 35 

— early failure, 844 

stilbestrol for engorgement, 344 

liver 

— enterohepatic circulation of estrogens, 

700 

hepatic factor in gynecologic mortality, 
768 

— rupture in pregnancy, 490 
spontaneous rupture in eclampsia with 

fatal hemoperitoneum, 825 

lungs 

aspiration of stomach contents during 
obstetric anesthesia, 837 

— lipiodol intravasation during uterosal- 

pingography with pulmonary compli- 
cations, 450 

lymphatics 

lymphopathia venereum, complicated by 
fatal peritonitis from proctosalpingos- 
tomic fistula, 293 

malpoeaiation 

— genito-urinaiy, and endometriosis, 883 
A^CHESTER operation, 914 

AIANCHESTER-WATKINS operation 

for uterine prolapse, 763 

marriage 

— for epileptics, 506 
MASCDLINIZATION, 586 


MASTITIS 

— penicillin treatment, 193 

— vitamin C in preventing, 170 
MATERNAL AGE 

— advanced, in mothers of state hospital 

patients, 225 

— epilepsy, 855 

MATERNAL MORTALirY 

— Chicago Lying-In Hospital, 521 

— hemorrhage, most frequent cause in 

Brooklyn, 171 

— infection, 66 
MATERNITY 

— government and maternal welfare, 360 
MEAT 

— in pregnancy diet, 167 

MECONIUM 

— peritonitis, 216 

MEIG’S SYNDROME, 116, 423, 898 
MENOPAUSE 

— androgen therapy in cancer patients, 247 

— artificial, and cancer of breast, 927 

— endocrine dysfunction, 868 

— estrogen therapy, dangers, 870 

— ethinyl estradiol therapy, 377 

- — granulosa-cell tumor with premature 
menopause and recurrence of menstrua- 
tion, 584 

— menopausal arthritis, 714 

— menstrual dysfunctions, 552 

— postmenopausal endometrium and ade- 

nocarcinoma of corpus uteri, 404 

— radiotherapeutic, subsequent carcinoma, 

401 

— symdrome characteristic for menopause, 

etc., 713 

MENSTRUATION 

— cycle in Macaque monkey, 542 

— endocrine physiology, 533 

— fibrinolytic enzyme, 245 

— morphological basis for menstrual bleed- 

ing, 554 

— ovulation, delayed; sigmficant factor in 

variability of cycle, 708 

— quantity of flow , 246 
disorders: 

— abnormal uterine bleeding, 551 

— amenorrhea, oligomenorrhea, anovulo- 

menorrhea; effect of equine gonado- 
trophin upon establishment of cyclic 
menses, 91 

— amenorrhea, oligomenorrhea, hypo- 

menorrhea, 544 

— amenorrhea, progesterone therapy, 547 
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HYPERTENSION — Continued 
■ — pregnancy in; thoracolumbar sympathec- 
tomy with renal biopsy and recovery, 
823 

■ sodium restriction, effect on hypertensive 
rats, 187 

— sodium restriction in diet, 322 
HYPOPHYSIS 

— distribution of cell types during late 

pregnancy and lactation, 35 

— non-essentiality of, in pregnancy in 

monkeys, 611 

— ovarian influence of response of anterior 

pituitary to estrogens, 540 

— ovarian stimulation by estrogens in 

absence of, 242 

— pregnancy in pituitary dwarfism, 334 

— serum gonadotrophin, ovarian response 

after hypophysectomy, 242 

— serum gonadotrophin, ovarian response 

after hypophysectomy and estrogen 
treatment, 243 

— thyroid gland and estrogen in regulation 

of gonadotrophic activity, 241 
HYSTERECTOMY, Sec UTERUS, excision. 
HYSTEROSALPINGOGRAPHY 

— 771 

— double uterus and double vagina, 398 

— lipiodol intravasation with pulmonary 

complications, 450 

IMPETIGO 

— neonatorum, penicillin treatment, 215 
INCONTINENCE, See URINE. 

INFANTS, See NEWBORN. 

INFECTION 

— 504 

— Clostridium welchii puerperal, treated 

with penicillin, 503 

— coccidioidal pelvic inflammatory disease, 

133 

— gas bacillus, of uterus, treated with 

penicillin, 65 

— hemolytic streptococci in puerperal 

sepsis, 659 

— maternal deaths, 66 

— neonatal, penicillin treatment, 845 

— pathogenesis of postabortal peritonitis, 

. 66 

pelvic, pathogenesis as determined by 

cornual resection, 903 

— postabortal tetanus, 660 

— vaginal, during pregnancy, 57 


INSEMINATION 

— artificial, legitimacy, 602, 603 
INTESTINES 

— endometriosis, 580 

— endometriosis causing obstruction, 410 

— enterouterine fistula, 924 

— hemorrhage from angiomatous polyp of 

ileum in pregnancy, 183 

— intestinal obstruction in gynecology, 767 

— intestinal obstruction with complete 

procidentia, 573 
IRON 

— plasma iron in newborn, 673 
JAUNDICE 

— pathogenesis of kernicterus, 665 
JEWISH WOMEN 

— infrequency of carcinoma of cervix, 885 
KIDNEYS 

— acute renal failure complicating abor- 

tion, 622 

— facial characteristics of infants with 

renal agenesis, 671 

— horseshoe, in pregnancy, 826 

— hypernephroid carcinoma and preg- 

nancy, 178 

— nephritis and pregnancy, 178 

— nephrolithiasis and pregnancy, 179 

— pelvic, dystocia due to, 343 

— ureteral stricture in genesis of renal 

cancer, 595 

LABOR 

— aquinone, effect on prothrombin level of 

newborn, 39 

— delivery after cesarean section, 498 

— electrical delivery, 307 

— induction with methergine, 618 

— management, 467 

— management of third stage, 471 

— Manchester operation, with reference to 

parturition, 914 

— oxytocic value of galvanic current, 309 

— phy'sical and emotional phenomena, 459 

— pregnanediol excretion at onset, 457 

— procedure of Grantly Dick Read, 463 

— progress of, and palpation, 466 

— uterine pains, 465 

— vitamin K administration, effect on 

infant mortality^ 37 
anesthesia: See ANESTHESIA, 
complications: 

— cephalopelvic disproportion, 194 
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NEWBORN — Continued 
deformities: — Continued 

— congenital abnormalities following ru- 

beUa, 332, 662 

— diet of mother and. hydrocephalus in 

infant rats, 848 

— facial characteristics of infants with 

renal agenesis, 671 

— hernia, diaphragmatic, 216 

— perineum, teratoma of, 215 

— piimarj’ vitreous, persistence and hyper- 

plasia, 213 

— vulval malformations, 102 
diseases: 

— anemias, 205 

— asphyxia, 203, 510 

— atelectasis, 202 

— diarrhea, sulfathiazole in control of, 354 

— diarrheal diseases, 214 

— erj’throhlastosis, 207 

— erythroblastosis and accidental antepar- 

tum hemorrhage, 352 

— erythroblastosis, cord transfusion in 

premature, 212 

— etiology of hemolytic disease, 69 
~ eye conditions, 213 

— impetigo neonatorum, penicillin treat- 

ment, 215 

ophthalmia neonatorum, 843 
ophthalmia neonatorum in England, 840 
ophthalmia neonatorum in United 
States, 841 

pathogenesis of congenital hemolytic 
disease, 664 

peritonitis, meconium, 216 

— pneumothorax, 354 
respiratory stimulants, 74 
sepsis, penicillin treatment, 845 
tetanus of newborn, 2 cases cured with 

penicillin, 847 

thrombocytopenic purpura, 513 

— treatment of severe erythroblastosis by 

removal and replacement of blood, 666 
mortality: 

— eSect of vitamin K during labor, 37 
secular trend in stillbirth-rate, 672 
social and economic factors, influence on 

stillbirths and neonatal deaths, 80, 81 
standard on infant viability, 68 

— stillbirth percentages in single and plural 

hirths, 675 

— survival and weight, effect of prediabetic 

state, 208 
prematurity: 

anoxia and prematurity, 347 


NEWBORN — Continued 
prematurity: — Continued 

— incidence, mortality' and survival, 821 

— influence of uterine bleeding on, 670 

— premature delivery', 507 

NOSE 

— nasogenital irelationship, 291 

NURSING 

— techniques in maternity hospitals, 226 

NUTRITION 

— adequacy' during lactation, 815 

— diet of lactating women, 197 

— diet of mother and hy'drocephalus in 

infant rats, 848 

— diet regulation and controlled weight 

in pregnancy', 305 

— maternal, and fetal development, 813 

— maternal weight gain and weight of new- 

born, 164 

— meat in pregnancy diet, 166 

— nutritional macrocy'tic anemia, 638 

— pregnancy' and lactation, 809 

— protein in pregnancy diet, 166 

— sodium restriction for hypertension, 322 

— weight control, diet and fluid balance, 

613 

OBESITY 

— endocrine aspects, 535 

— obese thyropituitary deficiency in the 

female, 705 

OBSTETRICS, See also LABOR, PREG- 
NANCY, etc. 

— activities in hospitals of Cook County, 

523 

— Catharina Geertruida Schraders and 

diary : history, 227 

forceps, controlled axis traction, 519^ 

management of common complications 

in general practice, 856 

— penicillin in, 362, 363 

— psychosomatic aspects, 451 

— quinine in, 342 

— Rh factor in, 71 

OCCIPUT-POSTERIOR POSITION, 655, 

657, 658 

OLIGOMENORRHEA, See MENSTRUA- 
TION, disorders. 

OPHTHALMIA NEONATORUM 

— 843 

— in England, 840 

— in United States, 841 
OTOSCLEROSIS 

influence of pregnancy , 186 
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MENSTRUATION — Continued 
disorders: — Continued 
anovulatory cycle, 385 

— body temperature, diagnostic aid in 

disorders, 446 

— climacteric, 552 

— delayed, causes and treatment in 

Women’s Auxiliary Air Force, 546 

— disorders, 543 

— disorders and treatment, 383 

— disorders in hyperthyroidism, 373 

— dysmenorrhea, 712 

— dysmenorrhea and physical education, 

' ■ 548 

— dysmenorrhea and spasm of uterine 

isthmus, 244 

— dysmenorrhea, curare to relieve, 550 

— dysmenorrhea, primary, treatment with 

deproteihated pancreatic extract, 99 

— dysmenorrhea, stem pessary for, 877 

— dysmenorrhea; treatment, 876 

— granulosa-ceU tumor with premature 

menopause and recurrence of menstrua- 
tion, 584 

— menometrorrhagias, 710 
metrorrhagia, treatment with ethinyl 

estradiol, 376 

— theca cell in irregularities of baboon 

cycle, 878 

— theca cells, relation to disturbances of 

cycle, 387 

MENTAL DEFICIENCY 

— Rh incompatibility as cause, 70 
METABOLISM 

— carbohydrate, in pregnancy, 455 
METHERGINE 

— experience with synthetic ergonovine- 

like substance, 43 

— induction of labor with, 618 

— oxytocic action, 472 

— use of ergovine-like oxytocic, 42 
MILK 

— ascorbic acid and dehydroascorbic acid, 

200 

— bovine and human, comparative values 

in infant feeding, 201 

— breast feeding, 196 

— diet of lactating women, 197 

— manual expression, 198 

— nicotinic acid, pantothenic acid and 

biotin contents, 198 

— riboflavin content, 199 

— thiamine content, 199 

— vitamin, A and carotenoid content, 200 


MONONUCLEOSIS 

— infectious, coniplicating pregnancy, 488 
MUCUS 

— cervical, effect of estrogens, 537 
MULLERIAN DUCTS 

— failure of fusion, influence on pregnancy 

and labor, 190 

MULTIPLE PREGNANCY 

— quadriovular quadruplet, 183 
— Rh factor among twins, 209 

— stillbirth percentages in single and plural 

births, 675 >' 

— twin birth frequencies, 675 
MULTIPLE SCLEROSIS 

— pregnancy, 337 
MUMPS, 774 
MUSCLES 

— micturition ; role in sphincter mechanism, 

with reference to incontinence, 905 

— rupture of rectus abdominis, in preg- 

nancy, 335 

MYASTHENIA GRAVIS 

— pregnancy, 337 

MYOMA UTERI, See UTERUS, tumors. 
NEGRO 

— pelvic variation, findings in 100 Negro 

women, 806 
NEISSERIA 

— unusual strain isolated from cervix, 885 
NERVES 

— distribution to uterus, 575 
NEURONITIS 

— gestational neuronitis, 641 
NEWBORN 

— aquinone during labor; effect on pro- 

thrombin level of newborn, 39 

— birth of 20-pound infant, 75 

— feeding, comparative values of bovine 

and human milk, 201 

— iron, plasma, in newborn, 673 

— survival and weight, effect of prediabetic 

state, 208 

— twin birth frequencies, 675 

— vitamin E in maternal and fetal plasma, 

607 

— weight, relationship with maternal 

weight gain, 164 
deformities: 

— abortion for fetal defects, 663 

— cardiac defects and maternal rubella, 

846 

— cataracts following rubella, 204, 205 
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OVARY— Conlinued 
tumors: — Conlinued 

— theca tumor with carcinoma of uterine 
body showing metastases in other 
ovaiy, 890 
. —thecoma, 124 

OTOLATION, See OVARY, function. 

omi 

atretic, in rodent ovarj', 160 
OXYGEN 

comparison of effect of carbon dioxide 
• with oxygen, and pure oxygen, 66S 
effects on circulatory system in anoxia 
and asphyxia, 516 


PAIN 

— pelvic, 290 

— pelric and abdominal, 289 
pelvic, endocrine disorders, 539 

— uterine, in labor, 465 

— uterine, presacral sympathectomy, 437 

palpation 

— progress of labor, 466 

PAROTITIS 

~ localization of epidemic parotitis in 
female genitalia, 774 

pediatrics 

— antenatal, 477 

pelvimetry, See 

PELVIS 

— actinomycosis, 297 

amoimt of radiation incident in pelvis 
during pelvimetry, 818 

— cephalopelvic disproportion, 194 
coccidioidal pelvic inflammatory disease, 

133 

— ^ameters of outlet, 465 

— hernias of pelvic floor, 261 

i^ection, pathogenesis as determined 
__ cornual resection, 903 
__ pain in women, 289, 290 

pelvic variation, findings in 100 Negro 
women, 806 

P®^''icradiography in management of 
ystocia; special reference to midpelvic 
capacity, 816 

^ ^pture of suppurative masses, 268 

PENlCaLlN*™^^^*^ 

— acute puerperal mastitis, 193 

oslridium welchii puerperal infection, 
503 

^ effect on uterus, 492 

6as bacillus infection of uterus, 65 


PENICILLIN — Continued 

— impetigo neonatorum, 215 

— in obstetrics, 362, 363 

— neonatal sepsis, 845 

— prenatal syphilis, prevention, 331 

— subacute bacterial endocarditis in preg- 
nancy, 489 

— syphilitic pregnant woman, 330 

— transmission to amniotic fluid and fetal 

blood, 34 
PERINEUM 

— cpisiotomj' and repair, 473 

— fine chromic catgut for postpartum 

repair, 77 

— lacerations and repair, 144 

— teratoma, in newborn, 215 
PERITONITIS 

— from proctosalpingostomic fistula com- 

plicating Ijmphopathia venereum, 293 

— meconium, 216 

— postabortal, pathogenesis, 66 

— vaginoperitoneal fistula following 

vaginal hysterectomy, 276 
PESSARY 

— stem pessarj' for dysmenorrhea, 877 
PHOSPHATASE 

— phosphatase activity of human sperma- 

tozoa, 771 

PHYSICAL EDUCATION 

— dysmenorrhea, 548 
PLACENTA 

— growth after fetal death in rat, 161 

— hydatidiform degeneration, with fetus 

321 

— inactivation of placental toxin by human 

serum, 608 

— toxic principle, 807 
previa: 

— 52 

— Catharina Geertruida Schraders and 

diary; history of obstetrics, 227 

— examination of lower uterine segment, 

646 

— management, 50, 54, 320 
PLASMA, See BLOOD. 

PNEUMOTHORAX 

— spontaneous, of newborn, 354 
POLIOMYELITIS 

— occurrence according to month of preg- 

nancy and sex of fetus, 833 
POPU'LATION, 853 
PREGNANCY 

— antenatal pediatrics, 477 
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OVARY 

cysts: 

““ srgGntaffiii carcinonia arising m dcrinoid 
cyst, 684 

— bilateral polycystic ovaries, significance 

in sterility, 152 

— dermoid, 415, 582, 683 

— epidermoid carcinoma arising in endo- 

metrial cyst, 751 

— follicular, simulating corpus luteum 

cyst, 267, 577 

— large, 899 

— masculinizing influence of cystic ovaries 

in guinea pigs, 744 

— mesenteric thrombosis complicated by 

dermoid cyst, 121 

— ovarian cyst in content of inguinal 

hernial sac, 748 
diseases; 

— involvement in Hodgkin’s disease, 587 
function: 

— anovulatory cycle and menstruation, 385 

— anovulatory cycles, 97 

— atretic ova in rodents, 160 

— body temperature and function, 285 

— diabetes mellitus, influence of ovarian 

activity, 830 

— estrogens, effect on production of cervical 

mucus in castrated women, 537 

— estrogens, influence of response of 

anterior pituitary, 640 

— equine gonadotrophin, effect upon estab- 

lishment of cyclic menses and ovula- 
tion, 91 

— functional disorders, diethylstilbestrol 

treatment, 98 

— hypofunctioning, clinical responses to 

combined gonadotrophic therapy, 90 

— hypoovarianism, treatment by equine 

and chorionic gonadotrophins, 89 

— interstitial gland tissue, relation to 

pregnancy in guinea pig, 160 

— irradiation, effect on function in young 

girls, 126 

— ovulation, basal temperature graphs as 

index to, 96 

— ovulation, delayed, in monkey, 655 

— ovulation, delayed, significant factor in 

variability of menstrual cycle, 708 

— ovulation, induction, 865 

— ovulation, test for determining time of, 

etc., 709 

— ovulation, test for determining time of, 

in women and monkeys, 556 
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function: — Continued 

ovulatory cycle in cervix of monkey, 638 
reticulum, peculiar disposition, 678 

— serum gonadotrophin, response after 
hypophysectomy, 242 

serum gonadotrophin, response after 
hypophysectomy and estrogen treat- 
ment, 243 

syndrome characteristic for menopause, 
etc., 713 

— theca cell in irregularities of baboon 
menstrual cycle, 878 

— theca cells, relation to menstrual dis- 
turbances, 387 

— theca interna cells and formation of 
corpus luteum, 577 

— thyroid feeding, effects on development 
in rat, 240 

tumors; 

— abdonoinal wall fibroma simulating ova- 

rian cystoma, 925 

— adrenal-like tumor, 895 

— arrhenoblastoma, 421, 893 

— arrhenoblastoma complicating preg- 

nancy, 69 

— dysgerminoma, 266, 747, 891 

— fibroma and serous cystadenoma, bi- 

lateral concomitant, 897 

— granulosa-cell tumor; 6 cases with pre- 

mature menopause and recurrence of 
menstruation, 584 

— granulosa cell tumor, malignant, with 

peeudotubercles, 750 

— granulosa cell tumors, 263, 264, 265, 417 

— hemolytic anemia relieved by removal 

of ovarian tumor, 117 

— heterologous transplantation of human 

malignant ovarian tumor, 749 

— histogenic concept of ovarian tumors 

with hormonal activity, 742 

— huge tumors, 887 

— leiomyoma complicating pregnancy, 177 

— luteoma, 745 

— Meig’s syndrome, 116, 423, 898 

— neoplasms in apparently normal ovaries , 

423 

— ovarian neoplasms, 117 

— seminoma, 425 

— solid teratoma, 122 

— struma, cerebral metastases, 266 

— struma ovarii, 748 

— theca-cell cystoma, 416 

— theca cell tumors, 120 
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PREGN’AN'CY— Continued 
pathology: — Continued 

— leiomyoma of ovarj', 177 

— melancholic delirium, cured by electric 

shocks, 336 

— Mullerian ducts, influence of failure of 

fusion, 190 

—multiple sclerosis, 337 
-myasthenia gravis, 337 

— myoma uteri, 1S4, 642 
—nephritis, 17S 

— nephrolithiasis, 179 

— otosclerosis, influence on, 1S6 

— pituitary dvrarfism, 334 

— poliomyelitis, occurrence according to 

month of pregnancy and sex of fetus, 
833 

, —retroperitoneal hemorrhage, causing 
death, 182 

— rubella, causing malformations in nerv- 

bom, 332 

— rubella, followed by congenital cataracts, 

204,205 

— rupture of liver, 490 

— rupture of liver, spontaneous, in 

eclampsia, S25 

— rupture of rectus abdominis muscle, 335 

— rupture of spleen, 491 

— rupture of uterus, 500, 501, 835 

— sickle-cell anemia," 58 

strangulated hernia containing pregnant 
uterus at term, 63 

— subacute bacterial endocarditis, 489 
surgical emergencies of abdomen, 188 
syphilis, penicillin treatment, 330, 331 

— thrombocytopenic purpura, 513 

— tuberculosis, 480, 483 

— uterus bicornis, 833 
uterus didelphys, 497 

— vaginal infections, 57 

— varix of vulva and vagina, 341 
toxemia: 

antidiuretic activity in, 633 

— blood pressure of relatives of patients, 

327 

— eclampsia, treatment with veratrum 

viride, 66 

" ®^®®frocardiogram in, 630 
fibrinolj-tic enzyme, 245 
hormone metabolites in diabetic gravidae 
vrith toxemia, 634 

hjdatidiform mole; recurrence and as- 
___ eociated eclampsia, 827 

ute toxemia, management and^treat- 
™ent, 324 


PREGNAhTCY— Continued! 
toxemia: — Continued 

— rupture of liver, spontaneous, in eclamp- 

sia, 825 

— sei'ere eclampsia in third month, em- 

brj’onic mole, 326 

— sodium restriction, effect on blood pres- 

sure and survival of hjTjertensive rats, 
187 

— toxemia, 474, 628 

— unusual postmortem findings, 325 

— uric acid and urea clearances in eclamp- 

sia, 636 

— weight control, diet and fluid balance, 

613 

PREGNANEDIOL 

— excretion at onset of labor, 457 

— increased excretion in pregnancy, with 

reference to prevention of pregnancy 
accidents, 478 
PROGESTERONE 

— estrogen and progestin levels in pregnant 

mice, 159 

— estrogen-progesterone therapy in habit- 

ual abortion, 45 

— in uterine fibromj’oma, 703 

— progestin in habitual abortion, 621 

— therapy in amenorrhea, 547 
PROSTIGMIN 

— effect in urinaiy' tract in gjmecological 

surgerj', 439 

— in determining pregnancy, 704 
PROTEIN 

— in pregnancy diet, 166 

— role in pregnancy, 814 
PSYCHIATRy 

— emotional factors in pregnancy, 639 

— estrogenic hormones, often only psycho- 

therapeutic agent, 872 

— psychosomatic aspects of gjmecology and 

obstetrics, 451 

— psychosomatic treatment of hyperemesis 

gravidarum, 640 
PUERPERIUM 

— Clostridium welchii infection, treated 

with penicillin, 503 

— early ambulation, 165, 312 

— hemobriic streptococci in puerperal 

sepsis, 659 

— hemorrhage, most frequent cause of 

maternal death in Brooklyn, 1/1 

— infection, 504 

— inversion of uterus, 195 

— mastitis, treatment with penicillin, 193 

— postabortal tetanus, 660 

— sterilization, 344 
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PREGNAN CY — Continued 

— antidiuretic activity in blood during, 633 

— antibormones, 381 

— blood pressure, 35 

— carbohydrate metabolism, 455 

— changes in elastic tissue of uterine wall, 

458 

— corpus luteum growth in rats, 379 

— dietary requirements, 809 

— distribution of cell types in anterior 

hypophysis during late pregnancy and 
lactation, 35 

— duration of gestation, calculation from 

basal temperature graphs, 609 

— emotional factors, 639 

— estrogen and progestin levels in mouse, 

159 

— Guterman pregnancy test, 619 

— histaminase activity, 300 

— histidinuria, 299 

— Hogben pregnancy test, 619 

— hypophysis, non-essentiality of, for preg- 

nancy in monkeys, 611 

— influence of pregnant mare’s serum on 

pregnant rat, 36 

— maternal weight gain and weight of new- 

born, 164 

— meat in diet, 167 

— ovarian interstitial gland tissue in guinea 

pig, 160 

— pregnancy following removal of granu- 

losa-cell tumor, 417 

— pregnanediol, increased excretion, with 

reference to prevention of accidents, 
478 

— prostigmin in determining pregnancy, 

704 

— protein in diet, 166 

— protein, role in, 814 

— relation between gastric acidity and 

anterior pituitary -like hormone content 
of urine, 32 

— thyroid, influence in rabbit, 162 

— two-hour pregnancy test, 306 

— umbilical changes, 163 

— vitamin C, 161 

— vitamin E in maternal and fetal plasma, 

607 

— weight control, diet and fluid balance, 

613 
ectopic: 

-^48, 316, 479, 623, 624, 625, 822 

— abdominal pregnancy ;]re view, 777 


PREGNANCY-Continued 
ectopic: — Continued 

aplastic anemia simulating ectopic gesta- 
tion, 318 

bilateral tubal, simultaneous intra- 
uterine pregnancy, 176 

— cul-de-sac aspiration in diagnosis, 317 

— full-term, associated with prolapse, 174’ 

— interstitial, 176 

— ovarian, 118 

ruptured, simultaneous intrauterine 
pregnancy, 175 
pathology: 

— anemia, nutritional macrocytic, 638 

— anemias, sternal puncture, 185 
— • aneurysm of splenic artery with rupture, 

338 

— arrhenoblastoma, 59 

— blood disorders, sternal marrow biopsy, 

486 

— cancer of endometrium, association with 

pregnancy, 732 

— carcinoma of cervix, 60 

— congenital absence of sacrum and coccyx, 

61 

— diabetes, 829 

— diabetes mellitus; review, 3 

— double pregnancy in uterus bicornis, 574 

— gestational neuronitis, 641 

— heart disease, 831 

— heartburn, 329 

— hematoma of abdominal wall, 645 

— hemorrhage from angiomatous polyp of 

ileum, 183 

— hemorrhage, selective treatment, 319 

— hormone metabolites in diabetic grav- 

idae, 634 

— horseshoe kidney, 826 

— hydatidiform mole, 626 

— hydatidiform mole; recurrence and as- 

sociated eclampsia, 827 

— hyperemesis gravidarum, psychosomatic 

treatment of, 640 

— hyperemesis gravidarum, pyridoxine fail- 

ure, 322 

— hypernephroid carcinoma of kidney or 

adrenal, 178 

— hypertensive disease; thoracolumbar 

sympathectomy with renal biopsy, 8^ 

— hyperthyroidism treated with thiouracil, 

. 832 

— incarcerated uterus, 184 

— infectious mononucleosis, 488 

— insufflation during; death from air embo- 

lism, 287 
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SULFA DRUGS — ConCinvcd 

— treatment of Trichomonas vaginitis vrith 

Hulfonamide compound, 103 
SURGERY 

— abdominal emergencies in pregnancy, 

18S 

— abdominopelvic sjunpathectomy, 764 

— anesthetic management of patients vrith 

respiratory paralysis, 356 

— cervical cancer; improved irradiation or 

return to surgery, 112 

— ChafSn suction drainage in postoperative 

treatment of vesicovaginal fistula, 592 

— cornual resection, pathogenesis of pelvic 

infection as determined by, 903 

— endometriosis, postsalpingectomj', in 

laparotomy scars, 252 

— Fallopian tube, surpcal obstruction of, 

147 

— pnital prolapse, 436 

mcontinence, combined gj’no-urological 
approach, 270 

— incontinence, transplanted abdominal 
_ fascia in, 134 

-incontinence, treatment of, 590 

— Manchester operation, vrith reference to 

parturition and complete prolapse, 914 

— Manchester-Watkins interposition opera- 

tion, 763 

— morbidity; effect of prostigmine in 

“rinaty tract, 439 

peritoneal staining technique for extra- 
peritoneal cesarean section, 77 
postpartum perineal repair, fine chromic 
catgut for, 77 

preparation of diabetic, 277 

— presacral sympathectomy for uterine 

pain, 437 

— puerperal sterilization, 344 
pulmonary embolism, effect of post- 
operative exercises at Chelsea Hospital 
for Women, 441 

study of 390 major gynecological pro- 
cedures, 910 

subcutaneous thoracoplasty on partially 
delivered impacted fetus, 358 

— subperitoneal Baldy-Webster uterine 

suspension, 435 

thoracolumbar sympathectomy vrith 
Mnal biopsy; pregnancy in hypertensive 
disease, 823 
~ tidal irrigation, 769 
~ tubal sterilization, 433 
" vagina, construction of, 766 


SURGERY — Continued 

— vagina, correction of congenital aplasia, 

431 

— vaginal interposition operation, 757 

— vesicovaginal and urethrovesicovaginal 

fistulas, 273 

— Watkins interposition operation, 598 
SYMPATHECTOhrY 

— abdominopelv'ic, 764 

— presacral, for uterine pain, 437 

— thoracolumbar; pregnancy in hyper- 

tensive disease, 823 
SYPHILIS 

— penicillin in pregnancy, 330, 331 

— possible third-generation, vrith fatal 

cerebral hemorrhage, 515 

— third-generation, 73 

TEMPERATURE 

— cyclic variations in viscosity of cervical 

mucus; correlation with basal tempera- 
ture, 445 

— duration of gestation, calculation from 

basal temperature graphs, 609 ‘ 

— menstrual disorders and sterility, body 

temperature in diagnosis, 446 

— ovarian function and body temperature, 

285 

— ovulation, basal temperature graphs as 

index to, 96 

— sterility, basal temperature graphs in, 

284 

TESTES 

— dysfunction, 921 
TESTOSTERONE 

— corpus luteum- growth in rats, 379 
TETANUS 

— newborn, cured vrith penicillin, 847 

— postabortal, 660 
THIOURACIL 

— hyperthyroidism in pregnancy treated 

vrith, 832 

THORACOPLASTY 

— subcutaneous, on partially delivered im- 

pacted fetus, 358 
THYROID 

— effects on ovarian development in rat, 

240 

THYROID GLAND, See ENDOCRINE 
GLANDS. 

TOXEMIA, See PREGNANCY, toxemia. 
TOXIN 

— toxic principle from endometrium and 

placenta, 807 
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PURPURA 

thrombocytopenic, in pregnancy and 
newborn, 513 
PYOCOLPOS 

— congenital anomaly of vagina with, 717 

QUININE 

— in obstetrics, 342 

RADIATION THERAPY 

— carcinoma of cervix, 255, 258, 399 

— carcinoma of urethra, 594 

— carcinoma subsequent to radiothera- 

peutic menopause, 401 

— effect on adenocarcinoma of endo- 

metrium, 406 

— effect on ovarian function in young girls, 

126 

— interstitial implantation of radium into 

parametrium for cervical cancer, 724 

— irradiation failures in early cervical 

Cancer, 112 

READ, GRANTLY DICK 

— labor procedure, 459, 463 
RECTUM 

— hernias of pelvic floor, 261 

— sulfanilamide and sulfathiazole absorp- 

tion, 392 
RELAXIN 

— influence on mammary development in 

rats, 239 

RETRACTION RING 

— pathologic, 649 

— physiologic, 649 
RHEOLOGY 

— properties of cervical secretion, 443 
RUBELLA 

— congenital abnormalities following, 662 

— congenital cardiac defects, S46 

— congenital cataracts following, 204, 205 

— congenital deafness and cataract follow- 

ing, 72 

— German measles cataract, with con- 
genital cardiac defect, 73 

— German measles deaf-mutism, with pa- 

tent ductus arteriosus, 72 

— malformations in newborn, 332 

SACRUM 

— congenital absence of sacrum and coccyx 

complicating pregnancy, 61 
SCHRADERS, CATHARINA GEERT- 
TRUIDA 

— diary; note on history of obstetrics, 227 


SEMEN 

— analysis, 283, 770 

— artificial insemination, 602, 603 

— characteristics and variations in 100 

normal young men, 447 

— effects of injection into female animals, 

94 

— hyaluronidase and fertility, 602 

— meeting on seminology, 154 

— normal, 601 
SIMS, MARION 

— and the “Dental Journal”, 775 
SOCIAL STATUS 

— effect of sex-hormones on male-castrate 

chimpanzee, 381 
SODIUM 

— restriction in diet for hypertension, 322 
SPERMATOZOA 

— anaerobic metabolism, 155 ' 

— phosphatase activity, 771 

— preservation at low temperatures, 165 

— value of physiologic substrates in sperm 

migration, 448 
SPLEEN 

— rupture in pregnancy, 491 
STERILITY 

— basal temperature graphs, 284 

— bilateral polycystic ovaries, 152 

— body temperature, diagnostic aid, 446 

— female, 282 

— human fertility, 600 

— infertility in males, 286 

— problem today, 918 

— recent studies, 149 

— semen analysis, 770 

— testicular dysfunction, 921 

— uterotubal insufflation, 279 

— value of physiologic substrates in sperm 

migration, 448 
STOMACH 

' — aspiration of contents into lungs during 
obstetric anesthesia, 837 

— primary gastric cancer, adenocarcinoma 

of cervix with, 292 
STREPTOMYCIN 

— transmission from maternal blood to 

fetal circulation and amniotic fluid, 163 
SULFA DRUGS 

— sulfanilamide and sulfathiazole absorp- 

tion via rectum and vagina, 392 

— sulfanilamide in vaginal trichomoniasis, 

393 

— sulfathiazole in epidemic diarrhea of 

newborn, 354 
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SULFA DRUGS— Couimucd 

— treatment of Trichomonas vaginitis with 

sulfonamide compound, 103 
SURGERY 

— abdominal emergencies in pregnancj', 

18S 

— abdominopelvic sympathectomy, 764 

— anesthetic management of patients with 

respiratorj- paralysis, 356 

— cervical cancer; improved irradiation or 

return to surgery, 112 

— Chaffin suction drainage in postoperative 

treatment of vesicovaginal fistula, 592 

— cornual resection, pathogenesis of pelvic 

infection as determined by, 903 

— endometriosis, postsalpingectomy, in 

laparotomy scars, 252 

— Fallopian tube, surgical obstruction of, 

147 

— genital prolapse, 436 

— mcontinence, combined gj’no-urological 

approach, 270 

— incontinence, transplanted abdominal 
_ fascia in, 131 

— incontinence, treatment of, 590 

— llanchester operation, with reference to 

parturition and complete prolapse, 914 

— Manchester-Watkins interposition opera- 

tion, 763 

— morbidity; effect of prostigmine in 

ui^ry tract, 439 

peritoneal staining technique for extra- 
peritoneal cesarean section, 77 

— postpartum perineal repair, fine chromic 

catgut for, 77 

— preparation of diabetic, 277 

P^sacral sympathectomy for uterine 
PMn,437 

"puerperal sterilization, 344 
■— pulmonary embolism, effect of post- 
operative exercises at Chelsea Hospital 
for Women, 441 

study of 390 major gynecological pro- 
cedures, 910 

Eubcutaneous thoracoplasty on partially 
__ delivered impacted fetus, 358 
EUbperitoneal Baldy-Webster uterine 
suspension, 435 

thoracolumbar sympathectomy with 
renal biopsy; pregnancy in hypertensive 
drsease, 823 
^ fidal irrigation, 769 
^ tubal sterilization, 433 
■vagina, construction of, 766 
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— vagina, correction of congenital aplasia, 

431 

— vaginal interposition operation, 757 

— vesicovaginal and urethrovesicovaginal 

fistulas, 273 

— Watkins interposition operation, 598 
SYREPATHECTOMY 

— abdominopelvic, 764 

— presacral, for uterine pain, 437 

— thoracolumbar; pregnancy in hyper- 

tensive disease, 823 
SYPHILIS 

— penicillin in pregnancy, 330, 331 

— possible third-generation, with fatal 

cerebral hemorrhage, 515 

— third-generation, 73 

TEMPERATURE 

— cj'clic variations in viscosity of cervical 

mucus; correlation with basal tempera- 
ture, 445 

• — duration of gestation, calculation from 
basal temperature graphs, 609 

— menstrual disorders and sterility, body 

temperature in diagnosis, 446 

— ovarian function and body' temperature, 

285 

— ovulation, basal temperature graphs as 

index to, 96 

— sterility, basal temperature graphs in, 

284 

TESTES 

— dysfunction, 921 
TESTOSTERONE 

— corpus lutemn growth in rats, 379 
TETANUS 

— newborn, cured with penicillin, 847 

— postabortal, 660 
THIOURACIL 

— hyperthyroidism in pregnancy treated 

with, 832 

THORACOPLASTY 

— subcutaneous, on partiaRy delivered im- 

pacted fetus, 358 
THYROID 

— effects on ovarian development in rat, 

240 

THYROID GLAND, See ENDOCRINE 
GLANDS. 

TOXEMIA, See PREGNANCY, toxemia. 
TOXIN 

— toxic principle from endometrium and 

placenta, 807 
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TRANSFUSION 

— cord, in premature infant with erythro- 

blastosis, 212 
TRICHOMONAS 

— lactobacillus therapy in vaginitis, 2S0 

— sulfanilamide treatment of trichomonia- 

sis, 393 

— trichomoniasis, 560 

— vaginitis, origin and treatment, 559 
TUBERCULOSIS 

— genital, 754 

— pregnancy, 480, 483 

— tuberculous ulcer of vulva, 716 
TUMORS, (See also under regions and organs. 

— adrenal-like tumor of ovary, 895 

— hemolytic anemia relieved by removal of 

ovarian tumor, 117 

— heterologous transplantation of human 

malignant ovarian tumor, 749 

— histogenic concept of ovarian tumors 

with hormonal activity, 742 

— huge ovarian, S87 

— in apparently normal ovaries, 423 

— Meigs’ syndrome, 116, 423, 898 

— ovarian neoplasms, 117 

— theca tumor of one ovary with carcinoma 

of uterine body showing metastases in 
other ovary, 890 

— vulva, sweat gland, 251 

ULCER 

— tuberculous, of vulva, 716 
UMBILICUS 

— changes in pregnancy, 163 

— endometriosis, 296 
UREA CLEARANCE 

— in eclampsia, 636 
URETERS 

— bilateral ectopic, urinary incontinence 

due to, 909 

— prolapsus of ureterocele through urethra, 

758 

— stricture in genesis of renal cancer, 595 
URETHRA 

— carcinoma, 426 

— carcinoma, radiation treatment, 594 

— caruncles, recurrence, 272 

— congenital anomaly of urethra and 

vagina, 135 

— diverticulum, 272 

— muscle of micturition, 905 

— posterior female, clinical and patholog- 

ical study, 907 


URETHRA — Continued 

— prolapsus of ureterocele through urethra. 

758 

— prolapsus of urethra in child, 138 

— urethrovesicovaginal fistulas, 273 
URIC ACID CLEARANCE, 636, 637 
URINARY TRACT 

— effect of prostigmin in gynecological 

surgery, 439 
URINE 

— histidinuria of pregnancy, 299 

— hormone metabolites in diabetic gravi- 

dae, 634 

— incontinence, 270, 427, 590, 906 

— incontinence due to bilateral ectopic 

ureters, 909 

— muscle of micturition; role in sphincter 

mechanism with reference to incon- 
tinence, 905 

— relation between gastric acidity and 

anterior pituitary-like hormone content ■ 
of urine in gravidae, 32 

— transplanted abdominal fascia in stress 

incontinence, 134 
UTERUS 

— antispasmodics, 740 

— changes in elastic tissue of uterine wall 

in pregnancy and after parturition, 458 

— corpus luteum hormone, effect in opos- 

sum, 541 

— enterouterine fistula, 924 

— functional bleeding; review, 6S2 

— functional relation with corpus luteum, 

699 

— gas bacillus infection treated with peni- 

cillin, 65 

— hj'sterectomy, instillation of colored 

contrast in uterus, 763 

— hysterosalpingography, 771 

— insufflation, death from air embolism m 

pregnancy, 287 

— insufflation, uterotubal, 279 

•— irritability as affected by drugs, 610 

— isthmus, spasm of, in dysmenorrhea, 244 

— lipiodol injection, result of, 149 

— lipiodol intravasation during utero- 

salpingography with pulmonaiy com- 
plications, 460 

— method of recording motilitj', 610 

— modifications in spiral arterioles, 378 

— nerve distribution, 575 

— ovarian stimulation by estrogens m 

absence of, 242 > 

— penicillin, effect of, 492 
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UTERUS — Continued 

— tone principle from progestational endo- 

metrium, S07 

— tubal patency tests, 2S0 
taneer; 

— adenocarcinoma, 72S 

— carcinoma, 260, 407 

— cj-tology in diagnosis, 735 

— endometrial adenocarcinoma, 291 

— endometrial adenocarcinoma, effect of 

radiation on, 406 

— endometrium, 732 

— endometrium, incidence in city of Texas, 

109 

— endometrium, prolonged estrogen ther- 

apy, 866 

— fundus, 730 

—inversion with fibrosarcoma, 734 

— leiomyosarcoma, 260, 412 

— postmenopausal endometrium and 

adenocarcinoma, 404 

— subtotal hysterectomy, 762 

— theca tumor of ovary with uterine 

carcinoma showing metastases in other 
ovarj-, 890 

-vaginal smear, 104,254 
ceniz: 

— abdominopelvic sympathectom}'’ in can- 

cer, 764 

— adenocarcinoma, with primary gastric 

cancer, 292 

bleeding after subtotal hysterectomy, 
913 

— cancer, early, irradiation failures, 112 

— cancer, incidence in city of Texas, 109 

— cancer, interstitial implantation of 

radium into parametrium, 724 
cancer, review since use of radium, 399 

— carcinoma, 106, 259, 402, 564, 721 

— carcinoma after supravaginal hysterec- 

tomy, 723 

— carcinoma complicated by pregnancy, 60 

— carcinoma, infrequency among Jewish 

vomen, 885 

— carcinoma, interstitial radium needles, 

258 

— carcinoma, radiotherapy, 255 
carcinoma, treatment based on clinical 

™d cellular classification, 110 
" cervicitis, 567, 718 
cytology tests in cancer diagnosis,^736 

— decidual reaction, 570 
endocervicosis, 568 


UTERUS — Con tinued 
cervix ; — Con linued 

— hcminecrosis of stump following supra- 

vaginal hysterectomy, 146 

— mucus, c3'clio variations in viscosity, 445 

— mucus, effect of estrogens, 537 

— M'eisseria, unusual strain isolated from, 

885 

— ovulatorj' C5"cle in monkey, 538 

— polj'ps, 114 

— porphj'rin deposits in detection of 

malignancy, 566 

— rheological properties of cervical secre- 

tion, 443 

— subtotal hj'sterectomj’’ for cancer, 762 
excision: 

— bleeding from cervix after subtotal 

hj'sterectomj’’, 913 

— carcinoma of cermx after supravaginal 

hj’sterectomj’, 723 

— heminecrosis of cervical stump following 

supravaginal hysterectomj', 146 

— hj’sterectomy, indications for various 

tj'pes, 59S 

— hysterectomj', instillation of colored con- 

trast in uterus, 763 

— hysterectomj’, necessitj' or racket?, 760 

— morbidity and mortality following 

hysterectomy, 142 

— panhysterectomy without vaginal cleans- 

ing, 434 

— subtotal hj'sterectomy for cancer, 762 

— total abdominal hj'sterectomy, 275, 911 

— vaginal hj’sterectomy for descensus uteri, 

140 

— vaginal hj'sterectomy; Weir techmque, 

597 

— vaginoperitoneal fistula following vagi- 

nal hj’sterectomy, 276 
hyperplasia: 

— endometrial, diagnosis of gynecological 

bleeding, 248 

— hypertrophy, 413 
incarceration: 184 
inversion: 

— puerperal, 195 

— with fibrosarcoma of corpus, 734 
involution: 

— Chiari-Frommel syndrome, 706 
malformaiions: 

— 395 

— bicomis, pregnancy in, 833 

— didelphys, 575 

— double pregnancy in uterus bicomis, 574 
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UTERUS — Continued 
malformations;— Continued 

— double uterus and double vagina, 398 

— uterus didelphys in pregnancy, 497 
obstetrics; 

— contraction ring, 648 
prolapse: 

— complete, with intestinal obstruction, 

573 

— extrauterine pregnancy with, 174 

— following normal labor, 602 

— hernias of pelvic floor, 261 

— Manchester operation, 914 

— Manchester-Watkins interposition opera- 

tion, 763 

— surgery, 436 
retrodisplacements; 739 
rupture: 

— 55, 499, 500, 501, 835 

— after ligamentoplexis with silk, 341 
tumors: 

— angioma, 411 

— fibromyoma, progesterone therapy in, 

703 

— lipoma, primary, 884 

— Hpomata, 672 

— lymphangiooystic fibroma, 738 

— myoma uteri in pregnancy, 184, 642 

— polyps, 114 

VAGINA 

— congenital anomaly of urethra and, 135 

— congenital anomaly with pyocolpos, 717 

— congenital aplasia, surgical correction, 

431 

— construction of, 766 

— double, with double uterus, 398 

— foreign bodies, 719 

— infections during pregnancy, 67 

— lymphangioma, 661 

— porphyrin deposits in detection of 

malignancy, 566 

— response to adrenal stimulation, 380 

— sarcoma, 390, 881 

— sulfanilamide and sulfathiazole absorp- 

tion, 392 

— trichomoniasis, 660 

— trichomoniasis, sulfanilamide treatment, 

393 

— vaginitis, 718 

vaginitis, gonorrheal, in children, 392 

vaginitis, trichomonas, 103, 250, 559 

— varix in pregnancy, 341 


VAGINAL SMEAR 

— clinical applications, 369 

— diagnosis of uterine cancer, 254 

— survey, research and diagnosis, 631 
VARICOSE VEINS 

— vulva and vagina in pregnancy, 341 
VERATRUM VIRIDE 

— review of eclampsia, with reference to 

treatment with, 56 
VITAMINS 
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